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Abstract

CardiovasculadiseasdCVD) placesasignificantburdenon the New Zealand(NZ)
healthsystem.The growingsizeanddiversity of the migrantcommunityin NZ
highlightstheimportanceof effectiveandculturally targetechealthpromotionservices,
identifying barriersto healthandpromotinghealthierifestyles.CVD is highly
prevalentin theFijian Indiancommunityin NZ. Unlessimmediateactionis taken,this
rapidly growingandslowly ageingpopulationwill inevitablyfacesignificantadverse
healthoutcomes anthcreasehe socialandeconomidourdenof CVD ontheNZ health
systemKnowledge attitudesandpractice KAP) surveysareemployedo better
understandvhatis known, believedandpractsed aboutvarioushealthconditionsin the
contextof astudypopulation A limited numberof cardiovascular@V) healthrelated
KAP questionnaireare availablen theliterature and there is limited documentation of
theirdevelopmenandvalidation. Thelevel of KAP towardsCV healthin high-risk
populationssuchasthe Fijian Indiancommunityliving in NZ, hasnot beenexplored.
Thus,the purposeof this studywasto developa descriptive crosssectionalCV health
relatedKAP surveyto gaina deepeunderstandingf the Fijian Indiancommunityand

to supportCV healthanddiseasgreventioninitiatives.

The studywasdividedinto two phasesTheaim of thefirst phasevasto developand
testa questionnairéo measurehelevel of KAP towards CV healthin theFijian Indian
communityin NZ. Thequestionnairevasdevelopedollowing athoroughliterature
reviewandunderthe guidanceof anadvisoryteam(n = 5). Eachadvisorymember
assessethe contentvalidity of eachquestionuntil anitem ContentValidity Index(l-
CVI) of ©0.78andscaleCVI (S-CVI) of O0.9wasachievedThefinal analysisof the
developedjuestionnairelemonstratechoderate to higlsontentvalidity with meanl-

CVI of 0.94for appropriatenessneanl-CVI of 0.94for relevanceandmeanl-CVI of



0.86for clarity. Theoverallaverage agreemer8-CVI/Ave) for the studyquestionnaire
was0.91.Expertsalsoprovidedpositivefeedbackon the overallquestionnairePrior to
thisanalysisit wasdifficult to makepredictionsabouthow well the developed
guestionnairevould bereceivedby thetargetcommunity,because athe lack of
researclandunderstandingboutthis communityin NZ. Theaim of thesecondohase
wasto testthefeasibility of applyingthe developedjuestionnair¢o testthe KAP
towards CV healtim the Fijian Indiancommunityliving in Auckland,NZ. During this
phase 30 participantsvereaskedo completethe questionnairat two timepoints(with
atwo-weekinterval) andprovideopenfeedbackon the questionnaireThe purposeof
this phasewasto assesshetest retestreliability of the questionnairetestfor
appropriatenesandunderstandingandevaluateiming. Thekey findingsof this phase
showedthatthe developedjuestionnairevasfeasibleandappropriatdo assesshelevel
of KAP towardsCV healthin this community.The nextstepfor this novelstudyis to

evaluatethe constructvalidity of this questionnairén alargersamplepopulation.
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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 tdtNew ZealandNZ) 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

thechapter.

1.1 Study Context

NZ has one of the highest proportions of people born overseas, after
Luxembourg, Switzerlandnd Australia (Organisation for Economic-Gperation 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 (StdZ, 2020b). Stats NZ projects that by 2043, NZ will
become moreethnically diverse (compared to 2018) because of high levels of net
migration of ethnic groups, natural increases and slower population growth of the
OEuropean or Ot h&z,a028.t hnic group (Stats

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, thacreasing ageing population and challenge of non
communicable diseases in NZ hiights 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, 202@arrBrownlie et al., 2020).



Cardiovascular disease (CVD) places a significant burden on the NZ health
system. According to the MoH, OCV risk i
potentially at risk but som@moret han ot h e r 8.8n NZ Meople of I&diad 8
descent, particularly in the largest city, Auckland, have significantly higher mortality
rates for CVDthan do their European/Other ethnicity counterparts, but lower rates than
MUOori and Pacific peoples (Mehta, 2012; |
Indian migrants have much higher hospitalisation rates from CVD (including congestive
heart failue) 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 pharmacothirduay is, blood pressure
lowering, lipid-lowering medications and aspiéiracross all medications considered for
people with CVDin 2018(Mehta, 2012; Mehta et al., 2018).

Furthermore, people of MUori, Paci fic
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, 29701&). Currently, cardiovascular
(CV) risk assessments in MUori, Paci fic
known significant CVD risk factors) are recommended for men aged as early as 30
years and women aged 40 years. This is 15 years earliehtttam¢ommended for
other popution groups in NZ (MoH, 20E8Wells et al., 2017). This inequality in
et hnic populationsé CV health risk and o1
health system, especially given the considerable (54.1%) growth in the Indian
population in NZ since 2013 (Stats NZ, 2@R1T'he Fijian Indian community (study
population) represent a major subgroup of the Indian migrant population in NZ, with

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



1.1.1The Fijian Indian Community in New Zealand
1.1.1.1Brief 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. Fijnslaculturaland
multiracial country, with a population ¢#32,636people(as of 12" July 2022) (World
Population Review, 2022) Fi ji 6 s popul ation is mostly
Melanesians (54%) and Indgjians (38b6; Ramesh, 2017; World Population Review,
2021) Indo-Fijian, Fiji Indian andrijian Indian are all terms used to describe people
who are citizens of Fiji and are of Indian desa®¥alker, 2005) For this study, the
term OFijian I ndiand has been chosen to

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 plantatis and mills that were established by the Austizdised
Colonial Sugar Refining Company in Fiin 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 ead the right taepatration at the expense of tfeolonial
governmentnless they chose fermanenthsettle in Fiji During that time, Indian
labourers in Fiji had to live and work in extremely harsh conditibaswereoften
descr i be(donarad jAlih1®O17) 6

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



businesgpeople(Ali, 1977; Fiji High Commission, 2021; Gillion, 1958; Kelly, 1988;
Minority Rights Group International, 2021)
1.1.1.2Cultural and Socioepolitical Context

The Fijian Indian community is a relatively small, cléset and unique group
of people.Thoughan ethnic minority in most countries including NZ, this growing
community isrecognised asulturally and economically diverse in their language,
religion, cultural practices, spiritual beliefs and traditions.

The emergence of a Fijian Indian identity or genesis is lagyedgult otthe
indenturesystemjn whichmany Indian labourers arrived framorthernandsouth
easterrparts of India to work in FijiTo adapt to the sugar plantation work and as a
result of resettlement, a unique language knowrijaBhat, Fiji Hindi or Fiji
Hindustaniwas formed from the different Indian (Hindi) dialects as well as several
loanwords from English and the Fijian langug@arz & Siegel, 1988; Raghuram et
al., 2aL3). BecawseFiji Hindi does not have a unique written language [gsineidh)

Hindi from India is officially usedn writing (Siegel, 1998)Hena, most Fijian Indian
people speak either English or Fiji Hiugler, 2003)

Religion and spirituality are highly valued in the Fijian Indian community. Most
Fijian Indian people are Hindu or Muslim, and a minoaitg Christian or Sik(Fiji
Bureau of Statistics, 2021; Naidu et al., 2013)eir religious beliefs influence some of
the cultural traditions, ansbcial 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 awl@ly dinner bemng their main
meal. Enjoying morning and afternoon tea (plus snacking) throughout the day is also
quite common in their dailsoutine Their meals usually consist itiits, vegetables,
carbohydrates such as rice and/or henagleroti, occasionallywvith meat, fish and

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



their tropical environment and incorporated Fijian food piradttices into their diet,
such as eating taend cassava, cooking food in an underground deen)(and
drinking kava yagong (Advameg Inc, 2021)Sharing food with family and friends is
an integral part of the culture and it is not uncommon to feed and servewhests
arrivewithout an invitation.

Economically, the Fijian Indian community makes up a large proportion of the
business community in FijDouglas et al., 2018; Evason, 2016; Otsuka, 2006ps
been reported that Fijian Indian people are among the most hardworking and
enterprising people in the wor{thdian Newslink, 2020)Education is respected and
highly valued in the Fijian Indian community. According to Otsuka (2006), Fijian
Indian peoplebldgr eat respect for their dédgurud (t
education i s 0de e p-Gitaphilosaphy efdearniny and the QuEah a g a
teaching, each of which emphasises the i1
information and acquirn g k n o(@t$ukad2@06,6p. 116Torrespondingly, Fijian
Indian people beliewkthat 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 educatiasseen as a viable
avenue or opportunity forogresgrom farming and to survive in a growing westernised
market economyOtsuka, 2006)
1.1.1.3From Immigration to Emigration

The Fijian Indian community deeplalues itscultural identity(Oranga
Tamariki, 2019) By the late1980s, the Fijian Indian populatitvadthrived to the point
that their populatiosizeexceeded that of native Fijians. Unfortunately, this caused
certain factions of the native Fijian community to become concerned about their ability
to have ultimatepowerin Fiji (Trnka, 2005)Over time, racial tensions emerged in the

country, which eventually led to political unrest aigphiteda series of coups§ince



1987, Fiji has beedestabilisedy four military coups. Although the entire country has
faced some challenging times, the Fijian Indian population in particular has suffered
violence, persecutiomnd aloss 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
generationgKumar & Kumar, 2022; Oranga Tamariki, 2019)

Given this level of uncertainty and personal insecurity (because of the military
coups), numerous Fijian Indian peopteostly 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 Gareada
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 statisticshowa substantial growth in the Fijian Indian
community between 2006 and 2018 (Apperixin 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 (7,85danmales (7,272) in this community (Appendix
Of the Fijian Indian populatiqr90.4%were English speakers and 50.8poketwo
languages (Appendi¥). Unfortunately availabledatado not indicate whickanguages
other tharEnglishwere most spoken ithe communityat that timeln terms of regional
distribution, 70.3% of Fijian Indian people lived in the Aucklaedion(Appendix1)
and almost half of the population (45.2%) had arrived in N 2§ears ago
(Appendix1). As a result, 75.7% of ti#018Fijian Indian populatiomad beerborn
overseas, mainly in the Pacific Islands (ApperidiXxn 2018 mostof the population

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



(Appendix1). Regardingamily composition, 33.3% of Fijian Indian females (ag&d
years omver) had no children, 16.8% had one child, 26.8%tWwadhildren and 12.5%
hadthreechildren (Appendix).

The statistics alsmdicatethat 57% of this ethnic population were employed full
time (30 hours or more per week) and 4.9% were unemployed. Of those emiployed
2018 22.5% were professionals, 11.5% managers, 11.1% sales workers and 14.1%
technicians and trades workers (AppenbixThe median income in this community at
the time wadNZ$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, commissicasdbonuses (>60%) (Appendiy.

In terms of education, 20.6% of the population had an overseas secondary
school qualification, 14.6% hadoaa ¢ h edegoee/léegel 7 qualification and 11.8%
had noqualifications(Appendix1). Last 73.9% of the community were not engaged in
active studythat is, were naattending, studying or enrolled in tertiary institutions,
school, early childhood education or any other place of education or traihisg.
meanghatonly 22.7% and 3.4% of the population were engaged withdulparttime
study, repectively (Appendixl).

Fijian Indiansin 2018 werea 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. Althoughanyof theabovestatisticsnayhave changedver the
lastfour yearsthis community is considerably smaller than the Indian population
(239,139 people, 2018 Census) and Pasifika populations like Samoan (182,721 people,
2018Census) and Tongan (82,389 people, 2018 Censusnunitiesn NZ (Stats NZ,
2021a).

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

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



run small businesses suchdasries fruit and vegetables shopadethnic clothing
stores or drive local taxis. Like in Fiji, high academic achievement, strong
socioeconomic statSES) high positions in occupatioysnd wealth creation are still
common aspirations for families and individuals in this NZ commy@tanga
Tamariki, 2019) To keep the Fijian culture alive MZ, severacommunity associations
including theFiji Association in Auckland (Inc) and general clubs like the Elyib at
the Unversity of Otagchave beemstablished. Similarly, several societies were
establishedn the1990sto provide legal and practical support fjian Indianwomen
facing domestic violence or immigration probletheckie, 2015)In terms of
community leadership, there are a few welbwn, highly regarded membeskthe
communityfrom whomindividuals/families can seek support and guidance. While there
is no official Fijian Indian Association/Society/Club in NZ (to dassgpmmunity

group called the Fiji @mit FoundatiorNZ has become activen social media recently
(Fiji Girmit Foundation NZ, 2022)

In NZ, Fijian Indianis notrecogniseds an ethnic groupn mostdata or
information related to or for Fijian Indian peoplkeeyare included/categoriseal the
broader Indian or Asian ethnic grougince 2020there has been amgoingdiscussion
and appeal to the N&Governmento recognise the NZ Fijian Indian community as
Pacific Islanders rather than Asians. In a presentatioRadio NZ(Rovoi, 2021) Mr
Krish Naidu, chair of th&iji 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. Hesaid thatyoung Fijian Indians (in NZ) have strong rootd=iji and are
missing out on crucial opportunities and support in areas such as health and education
because they are classified as AsianNZ, and not Pacific Islanders. Tihews story
also reported mixed views on this subject freamioussignificant leaders in the NZ

Pacific community. Rachel Marighairof the Auckland Rotuman Fellowsh{pZ



community group)said she saw no issue with Fijian Indians being classified as Pacific
Islandersas theywereborn in Fiji and should be treated as people from the Pacific.
Malcom Andrews, a Fijian of Solomdslandheritagenow living in NZ founderof

Project ConchShe(NZ community groupanda former healttandeducation manager

at thePasifika Medical Associatiomowever strongly disagreed with this view. isaid
thatFijian Indian people do not represent the values, principles, belief systems and
landmarks that connect Pacific people through thousands of years of migration and
evolutiord even iftheir descendants héided in Fiji for more than 140 year®ffering

an alternative viewDr Primla Kharpresidenof the Indian Association of Manukau
commented that the Fijian Indian population could fit into both Asian and Pacific Island
ethnicity groups(Rovoi, 2021)

Althoughthe outcomes andecisions around this discussion are atilfolding,
the conversatiohighlights the need for researchers and health professionals to examine
the cultural and socipolitical complexityof this community and how this may
influencei t s m eheattheandsw@llbeing 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
andan unhealthyliet have been found to be the key drivers of thesecoonmunicable
disease$Ministry of Health and Medical Services, 2014; The Institute for Health
Metrics and Evaluation, 2022pespite substantial progress in improving life
expectancy and mortality rates since 1990, the health and wellbeingFajidhe
population remainalatively poor, as is the case in other developing Pacific Island
countries with rapidly ageing populatiofi3earie et al., 2021; Taylor et al., 2013;

World Health Organization [WHO], 2011pespite limited data comparing the two

main ethnic groups in FijiNative 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 NZarter etal.,2011) The deteri orat.
healthcaresystem, 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 QRBzak & Prasad, 2007; Snowdon et al., 2013)
1.1.2Cardiovascular Health and Disease
1.1.2.1Definition and Description

CV healthrefersto the healthof the heartandbloodvesselsThe CV system
consistof thehear® which servesasapumpm andbloodvesseldi.e., arteries,
capillariesandveins)thatdeliver bloodto specificpartsof the body. Theprimary
functionof the CV systemis to provideadequatdlood circulationthroughouthe body
(Chaudhryetal., 2021) This is essentiato maintaininglife, astheflow of bloodcells
andplasmaprovidesnutrition throughoutthe body andeliminateswvasteproductsfrom
cells. Thefailure of anycomponenbf the CV systemcancausdrreversibledamageo
cellsandorgansmakingit oneof theleadingcause®f deathin the developedvorld
(Lever,2005)

CVD is agroupof disordersof the heartandbloodvesselsr diseasesf the
cardiacmuscleandvascularsystenmsupplyingthe heart,brainandothervital organs
( F retak, 2022;Gaziancetal., 2006) Thisincludescoronaryheartdiseasdalso
calledcoronary artery disease ischaemic heart disease¢rebrovasculatisease,
peripherakrterialdiseasetheumaticheartdiseasecongenitaheartdiseasegeepvein
thrombosisandpulmonaryembolism(WHO, 2021a). Tablel1.1 describeshesetypesof
CVD. FloraandNayak(2019)explairedthatthe dunderlyingpathogenesiand
progressiorassociateavith nearlyall CVD is predominantlyof atherosclerotiorigind
(p. 4063) Thisinvolvestheaccumulatioror build-up of fatty deposits/lipidsandfibrous

elementsn theinnerwalls of largearterieg(Lusis,2000) This accretioncanleadto the
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gradualdevelopmenof CVD andsubsequentlynyocardialinfarction (heartattack),
cardiacarrhythmia(irregularheartbeatpr stroke(brain attack)Flora& Nayak,2019)
Table1.1

Typesof CVD (Adapted FromWHO, 2021a)

Type Description

Coronaryheartdisease A diseasef bloodvesselsupplyingthe heartmuscle
Cerebrovasculatisease A diseasef bloodvesselsupplyingthebrain
Peripherahrterialdisease A diseasef bloodvesselsupplyingthearmsandlegs
Rheumaticheartdisease = Damageo the heartmuscleandheartvalvesfrom

rheumaticfever,causedy streptococcabacteria
Congenitaheartdisease Birth defectthataffectsthe normaldevelopmenand

functioningof the heartcausedy malformation(s)
Deepveinthrombosist.  Blood clotsin theleg veins,which candislodgeand
pulmonaryembolism moveto the heartandlungs

1.2 Problem Statement

The studypopulation theFijian Indiancommunity,hasgrownsignificantlyin
NZ overtheyears.In 2018 there wer#&5,132FijianIndianpeopleresidingin NZ,
which representa40.1%increasen the populationsince2013(StatsNZ, 2021a).
Accordingto the 2019Global Burdenof DiseaseStudyreport(Murray et al., 2@0), Fiji
hasoneof the highestratesof non-communicablalisease theworld; theyaccount
for 84% of total mortality and31% of prematuranortality. Specifically,thereport
foundthatischaemideartdiseas€IHD) andType 2 diabetescontributedio 23%and
21%of thetotal mortality in Fiji, respectively(Chandetal., 2020;Mounseyetal.,
2022;Murray etal., 2020).Hence noncommunicablaliseasesuchasCVD andType
2 diabetehavebeendocumentedisa public healthconcernin Fiji (Fiji Bureauof
Statistics 2022, Gyaneshwaetal., 2016;Li et al, 1994;Zimmetetal., 1983).
Unfortunately NZ MoH statisticsfor the studypopulationarevery limited.
Furthermoretherearediscrepanciewith the currentsystemof ethnicclassification
usedin the NZ Censusin mostcasestheFijian Indiancommunityis classifiedas part

of themuchlarger6 | ndi aInih d\isrd ®&@ d isfl iatmitgbpulation.
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Thereforethelevelsof risk andprevalencef CVD in this populationin NZ can only
be roughlyestimatedrom theratesin thesdargerethnicpopulationsConsequently,
Fijian Indianpeople aralsoatrisk of sufferingfrom CVD in laterlife. Althoughthe
Fijian Indian populationin NZ makes umpproximatelyl% of thetotal NZ population
(StatsNZ, 2020a) theincreasingandslowly ageing Fijian Indianpopulationcombined
with the highincidenceandprevalenceof CVD (includingits risk factors)in this
communityis certainto augmentheburdenof CVD in NZ unlessmmediateactionis
taken.Thus,therationalefor undertakinghis researclwasto developatool thatwould
measuraghe knowledge attitudes and practiceof the migrantFijian Indianpopulation

towardsCVD.

1.3 Significanceof This Study

Thechronic,deterioratingandirreversiblenatureof CVD requiresastronger
focusonrisk preventionthroughcommunityhealthpromotionandeducationTargeting
preventionis crucialto bothmaintaininga sustainablénealthsystemandreducingthe
socialandeconomidourdenof diseaseHowever this ultimatelydepend®n the
affordability andeffectivenes®f relevantinterventiongMoH, 2016).A leading
exampleof aneffectivemigrantcommunityeducatiorprogranmetargetingcoronary
heartdiseasavasdevelopedind evaluatety Kandulaetal. (2015) involvinga
culturally salient,multimediacoronaryheartdiseaseatienteducatiorprogranme (in
bothEnglishandHindi). It resultedn significantlyimprovedknowledgeand
perception®f bothCV healthanddiseasgreventioramongSouthAsianimmigrantsin
the USA. Thesucces®f the programnme wasattributableto previouswork in gaining
communityinputandemphassing culture literacy andbehaviourchangewhich were
integratedhroughouthe progranme This studyhighlightedtheimportanceof
incorporatingooththe healthneedsandbarriersof anindividual andtheir communityto

enhanceNZ healthinitiativesor interventiongKandulaetal., 2015;Shahet al, 2015).
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A needfor enhancedommunityknowledgewasidentified for consideratior{although
not specifically prioritisedin the MoH6 €008)Diabetesand CVD Quality
ImprovemenPlan. Wong (2015)emphassed that dvhenimplementinghealth
promotionactivitiesfor a specificpopulation|t is pertinentto understandhetarget
audienceandthevariousculturalandhistoricalperspectiveshey carrythatimpacton
healtld(p. 3). Thus,attentionto the healthneedsof individual ethnicitiesor
communitiess requiredfor successfuhealthpromotion.

In 2009,the stateof QueenslandQueenslandHealth)conducteda largehealth
needsassessmerfior the Fijian populationin Australia,evaluatingthar knowledge,
attitudeandbeliefsregardinghealthliteracy andhealthseekingoehaviour.Theyfound,
in focusgroups with communitymembersandleaderghatthelevel of healthliteracy
amongindigenougFijian andFijianIndiancommunitiesvaso v eproyo Thi@ was
supportedy severakestimoniedrom participantsvho describedheir lack of
knowledgeandunderstandin@f healthissuesandservicesTheyalsodescribedalack
of culturally appropriatéhealthpromotionandstrategiescoupledwith a cultural
reluctanceo seekhelp.Findings included dearof testing or screenin@ndthe
perceptiorthathealthwasalow priority, andthatfinancialwellbeingwasvaluedmore
thanhealthstatus.Theresultsof theassessmeittighlightedtheimportanceof health
promotiongiventhesignificantburdenof chronichealthconditionssuchasCVD.
Furthermorethelack of engagemenir poor attitudetowardsprevenative healthwas
found to posanadditionalchallengeo the public healthsystem(QueenslandHealth,
2011).

Mehta(2012)conductedh similar studyto that in theStateof Queensland
regarding thénealthneedsof Asianpeoplein the Aucklandregion.Severakeyissues
wereidentifiedincludingthe needto improvehealthpromotionandhealthrelated

educatioramongAsiancommunitiesMehta(2012)notedthatFijian Indianpeoplemay
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havedifferenthealthprofilesfrom Indianpeoplefrom India, but because athelack of
researclwith this populationtheywereunableto compareor understandhe differences
andneedsof this community(Mehta,2012).

In NZ, the KAP towardsCV healthanddiseaséasnotto datebeenexploredin
anyhigh-risk population/communityAccordingto Andradeet al.(2020),KAP surveys
shouldideally precedeany awarenessr interventionprogranme. Datafrom KAP
surveyswhetherCV healthrelatedor not, providevaluableinsightfor future
interventionsjncluding planning,designinganddevelopinghealthpromotion
strategies/programes (Andradeetal., 2020).Thus,asafirst stepin identifying
strategiego preventCVD andimprovethe CV healthandwellbeingof the Fijian Indian
community,a preliminaryassessmemf their currentK AP towardsCV healthis

necessary.
1.4 Study Design

This studywasdividedinto threephasegFigurel.1). Thefirst phaseaimedto
developandrefinea KAP questionnairéo measurghelevel of KAP towardsCV health
in the Fijian Indiancommunityunderthe guidanceof relevantexpertsin thefield and
community.Oncevalidated the secondohaseof this studyaimedto testthe feasibility
andappropriatenessf the developedjuestionnairéo measureéhe KAP towards CV
healthin theFijian Indiancommunity.Dependingon the succes®f Phass Oneand
Two andthetime allocatedio completethis researchthefinal phaseof this studywas
intendedo applythe questionnairéo measurd&K AP amongthewider Fijian Indian
communityasa survey.Phasel hreewasnot undertakenn this doctoral researcandis

now proposedasa follow-up study.
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Figure 1.1

TheStudyDesign
Phase Three
Phase One Phase Two B N Proposed
i, ,” | Crosssectional Survey

(- Not Actioned)

1.5 Aims and Hypotheses

Thefocusof this studywasonfour researctaims.Table1.2 outlines thesaims,

their correspondindnypothesesndhow theyalign with the designof this study.

Table 1.2

StudyAimsandHypotheses

Aim

Hypothesis

PhaseOne

PhaseTwo

PhaseThree
(proposedl 4.
T not
actioned

. Todevelopandtesta

guestionnairéo measurehe
level of KAP towardsCV health
in Fijian Indiancommunity

. To assesshefeasibility of

applyingthedeveloped
guestionnairéo testthe KAP
towards CV healtlm the Fijian
Indiancommunity.

. To assesshelevel of KAP (i.e.,

behaviourandbeliefs)towards
CV healthin theFijian Indian
communityin Auckland,NZ.

To understandherelationship
betweerKAP (i.e.,behaviour
andbeliefs)andCV health
amongthe Fijian Indian
communityin Auckland,NZ.

a) Thedevelopedjuestionnaire
will effectivelymeasurdhe
level of KAP in the Fijian
Indiancommunity.

b) Thelevel of KAP towards
CV healthamongthe Fijian
Indiancommunityis
poor/low.

c) Therearepositive
relationshipbetween
cardiovasculahealthK AP
andCV healthin the Fijian
Indiancommunity

1.6 ResearchQuestions

Thefollowing researclyuestionsveredevelopedo answertheresearctaims:

1. Isthedevelopedjuestionnairdeasibleandappropriateo assesshelevel of

knowledge, attitudandpracticesn the Fijian Indiancommunity?

If so
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1. Whatisthelevel of CV healthknowledgeamongthe Fijian Indiancommunity?

2. WhataretheattitudesowardsCV healthamongthe Fijian Indiancommunity?

3. What are the practices(behaviourand beliefs) of the Fijian Indian community
towardsCV health?

4. WhataretherelationshipdbetweerKAP in the Fijian IndiancommunityandCV
health?

5. Whatarethedemographi@andsocioculturafactorsthatinfluencethe KAP of CV
healthin the Fijian Indiancommunity?

6. How shouldthe KAP of CV healthin thiscommunitybepromotedandenhanced?

1.7TheR e s e a r ResenalBaskground and Positionin This Study

Theresearcheis amemberof the Fijian Indiancommunity.Shewasbornin Fiji
but migratedto NZ atayoungagewith herfamily for a bettereducatiorandquality of
life. Whentheresearchewaspresentedvith the opportunityto designherown doctoral
researchtherewasonly onesubjectshewantedto explorefurthe® herpeopleandthe
rising burdenof CVD in thecommunity.Her passiorfor this topic stemsfrom herown
personakxperienceavith peoplein herfamily andrelativessufferingfrom CVD and
stroke.As amemberof this community,shehaswitnessedandobservedhelack of
understandingroundCV healthanddiseasgreventiondespitetheinformationand
supportavailable.This led theresearcheto think abouthow this researclopportunity
might help contributeto improvingthe understandingf CV healthin thiscommunity.
As a startingpoint, theresearchesearchedhe literatureto find evidencefor whather
communityalreadyknewaboutCVD andwhetherpastresearcherfadaskedhe
communitydirectly abouttheir perceptios, beliefsor behavioursaaroundmanaging
their hearthealthandgeneralellbeing.Unfortunately, msufficientpublishedresearch

was identifiedo answerany of thesequestions.
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Thisstudyarose fronther e s e a guedteproddea betterunderstandingf

the KAP towardsCV healthanddiseasen the Fijian Indiancommunity.
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1.8 Overview of the Thesis

This thesisis dividedinto sevenchaptersChapterl providesanoverviewof the
studycontextanddesignof this researchChapter2 highlightstheimportanceof CV
healthanddiseasgrevention anghrovidesanoverviewof the NZ healthsystemand
two well-knownmodelsfor healthpromotionandbehaviourchangethe Ottawa
Charterfor HealthPromotion( 6t he Ot t awvdthe HEdhBelief Maodél.)
Chapter3 focuseson KAP surveysandtheirrolein CV healthanddiseasgrevention.
Chapter4 describeshe methodsandfindings of PhaseOneof this studyand
developmenbf the KAP of CV HealthQuestionnaireChapters presentshe methods
andfindingsof Phaselwo, thefeasibility study.Chapter6 discussesherelevanceof
thesefindingsto the studyresearclguestionandhow they cansupportthe Fijian
Indiancommunityin NZ. The chapteralsohighlightsthe strengthsandlimitations of
this study.Last, Chapter7 summariseshis thesiswith preliminaryrecommendations

andopportunitiedor futureresearch.
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Chapter 2. Health Promotion and Behaviour Change Model

Thischapterdescribeghe complexnatureof CVD andits global and nationalimpacs. The
commorrisk factorsfor CVD andhowit canbe preventecandtreatedare discussedswell as
theimportanceof CV healthpromotion.Next,the NZ health sgtemis exploredalong withthe
role of the NewZealandHealth Strategy Theseconcdhalf of this chapterdescribegheoretical
modelsof healthpromotionandbehaviourchang® the OttawaCharterandthe Health Belief

Model andhowtheycanbeusedto promoteandimproveCV health.

2.1 Global and National Impacts of Cardiovascular Disease

Globally, non-communicablaliseasegaretheleadingcauseof death killing 41
million peopleeachyearandaccountingor 71%of all deathgAl-Mawali, 2015;
WHO, 2021a) Therearefour mainformsof noncommunicablalisease CVD
(predominantlyheartattackandstroke),cancersrespiratorydiseasesnddiabetegAl -
Mawali, 2015) Overthelastcentury,CVD hasprogressedrom beingarelatively
inconsequentialiseasdo aleadingcauseof morbidity andmortality worldwide
(Joseptletal.,2017;Levensoretal., 2002) In 2019,anestimatedL7.9million people
diedfrom CVD, whichrepresente82% of all globaldeathsOf thesedeaths385% were
a result oheartattackor stroke(WHO, 2021a) Accordingto Lozanoetal. (2012),by
theyear2030CVD is projectedio beresponsibldor morethan23 million deaths
worldwide.

CVD remainstheleadingcauseof diseasdurdenglobally basednthelatest
evaluation®of the Global Burdenof DiseaseStudy(2019)(Murray et al., 2020)Roth et
al. (2020)foundthatglobaltrendsbetweenl990and2019for 6 d i s aabjustedifa vy
y e aandndmberof 6 y ed lifed o beraise o€VD hadincreasedignificantly,
andthatthenumberof 6 y el@edwithd i s a thadtoullegfrdm approximately
17.7million to 34.4million because o€VD (Rothetal., 2020) In otherwords,CVD is

responsibldor a considerabl@eductionin the quality of life, mortality andlife
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expectancyCVD imposessubstantiatostson healthsystemsespeciallyin low- and
middle-incomecountriesvheredoththe annualcostof careandthe costof anacute
CVD episodeexceednanytimesthetotal healthexpenditurepercapitad(Gheorgheet
al., 2018 p. J.

In the past,the high burdenof CVD seenin developingcountrieswas a result of
thegrowingincidenceof atheroscleroticiseasegyossiblybecause othe presencef
morerisk factors(e.g.,obesity,diabeteshigh cholesterolhigh blood pressure),
relatively earlyageat which CVD manifess, largerpopulationsizes,growing
urbanisationandhigherproportionof youngadultsor middle-agedpeoplein these
countrieg(Yusufetal.,2001) Today,21 yearslater,it seemghesefactors have
remained unchangdémini etal., 2021;Yusufetal.,2001) As aresult,thereis a
pressingneedto focuson implementingcosteffectiveinterventionsandhealthpolicies
concernedvith CVD prevention(Rothetal., 2020)

In NZ, CVD is alsooneof theleadingcause®f mortality andmorbidity. IHD,
is theleadingcauseof death(andprematuredeath)for M U o males,andfor bothnon
M U o malesandfemalesandthe secondeadingcauseof death(andprematuredeath)
for M U ofeniales(MoH, 201&). Overthe past20 years throughtargetedprevention
strategiesmndimprovedaccesgo treatmenttherehavebeenconsiderableeductionsn
theincidenceandmortality ratesof CVD in NZ. However the diseasesstill imposesa
substantiaburdenonthe NZ healthsystem(Greyetal., 2018;MoH, 2016,2021b;
NationalHealthCommittee 2013)

Healthexpendituran NZ is increasingoecause canageingpopulationandthe
prevalencef chronicdiseasencluding CVD andType 2 diabetegNutrition Research
Australia,2018) Like in othercountries CVD contributessignificantlyto N Z alisect
(relatedto goods,servicesandotherresourcegor the preventionandtreatmenof CVD)

andindirect(relatedto productivitygainsor lossegelatedto illnessor death)healthcare
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costs(Nutrition Researclustralia,2018;Pogosova2019) In 2008,o0neNZ district
health boargpentNZ$151million for peopleliving with CVD and/ordiabetesn
inpatienthospitalisationspharmaceuticalandlaboratoryservicesAn additional
NZ$24 million wasspenton peoplewho hadCVD and/ordiabetesn theirlast12
monthsof life. On averagethis district health boartbundthateachpersorwith CVD
and/ordiabetegequiredNZ$2,400morein healthcareoststhan dida personwithout
CVD or diabetegChanetal.,2010) In 20117 12, $NZ228million wasspenton
hospitalisationgor individualswith IHD. Eachhospitalisation of @atientwith IHD
costanaverageof NZ$10,500and lastedround4.4 days For stroke thetotal acute
hospitalisatiorcostwas$NZ67 million; if rehabilitationcostsareincluded,this cost
increases t&NZ120.6 127.7million. In 2020,the NZ Instituteof EconomicResearch
estimatedhe costof strokein NZ to be approximatelyNZ1.1billion annually
(NationalHealthCommittee 20130 avastincreaseon previousestimatesThis costis
predictedto steadilyincreaseo $NZ1.7billion annuallyby theyear2038(Hogan&
Siddharth2020; Pearce& Longhurst,2021)

CVD hasbecomea global epidemic with the burdenof diseaseshifting rapidly
(Gaziano2005).Accordingto the WHO, 80% of prematureCVD is preventableand
initiativesto lower CVD risk cangreatlyreducethe healthburdenon boththe
individual andthe healthcaresystem(WHO, 2022a)

2.2 Cardiovascular DiseaseRisk Factors

CVD hasno geographicalsocioeconomior genderboundariesThe
aetiologicalrisk factorsthatleadto the onsetanddevelopmenof CVD arewell
recognisecindconsistenthroughoutheworld (Deatonetal., 2011;Flora& Nayak,
2019) Generally cardiometabolichehaviouralenvironmentalndsocialrisk factors
arethemaindriversof CVD (Rothetal., 2020) Accordingto the WHO (20223), the

factorscontributingto thedevelopmenof CVD includeap e r sgeneticeakeupthe
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environmenin whichtheywereraisedtheir SES age,mentalhealth,diet, obesity,
physicalinactivity, smokingandalcoholintake, as well adiabetesglobalisationand
urbanisationRisk factorsassociateavith CVD canbe categorisedsnonmodifiableor
modifiable.A non-modifiable CVD risk factoris onethatcannotbe altered suchasa

p e r sageaethsicityor family history.A modifiable CVD risk factoris onethatcan
bealteredthroughbehaviourathange which includesmoking,diet, andexercise.
Collectively,theserisk factorsrepreseregd morethan90% of the CVD risk in all
epidemiologicabktudiesResearclinas showrhatmanyof theserisk factorsare
increasingn prevalenceasdevelopingcountriesmovetowardsmoreurbanised
environmentgDeatonetal.,2011;Flora& Nayak,2019)

Severalktudiesjncluding systematiageviewswith metaanalyseshaveshown
the promisingeffectsof reducingandmanaginghe variousrisk factorsof CVD (Arafa
etal.,2021;Buetal.,2021;Changetal.,2021;Choietal., 2020;Frieden& Jaffe,2018;
Mukhtaretal.,2021;Schroedeetal.,2019;Sistietal., 2018) In almostall of these
studiestheunderlyingnotionis thatmuchof theglobal CVD burdencanbe prevented,
andthatrecognisingheserisk factorsandtaking stepsto reduceor preventthemwill
helpto significantlyreducethe rate of rise of thiglobalepidemic(Deatonetal.,2011;

Flora& Nayak,2019;Mukhtaretal.,2021)
2.3 Cardiovascular DiseasdPrevention and Treatment

CVDsarealsoknownasé s i R ielnlTeeyasedftenasymptomaticand, in
most casesy heartattackor strokemay bethefirst signof anunderlyingCVvD (WHO,
20219.By thattime, significantdamagemay havealreadyoccurredn the heartmuscle
or CV systemCVD irreversiblydamageshe cardiomyocytegheartmusclecells). This
damagdeadsto a cascad®f detrimentakeventsjncludingtheformationof scartissue,
the overloadof bloodflow andpressureapacity,andthe overstretchingf viable heart

musclecells,eventuallyleadingto heartfailure anddeath(Hotkar& Balinsky,2012)
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Thepurposeof CVD preventionprogrammess to reducetherisk of CVD by
alteringoneor morerisk factors(asdiscussegreviously)throughlifestyle
modificationsor medicaltreatmens suchaspharmacologicatherapy surgical
proceduresndmedicaldevicegWillis etal., 2012)
2.3.1Lifestyle Modifications

Most CVDs canbe preventedy addressindpehaviouratisk factorssuchas
physicalinactivity, unhealthydiet, smoking/tobaccaise,obesityandthe harmfuluseof
alcohol(WHO, 2021a) Universally,exercisds recognise@shavinga positiveimpact
on manyhealthoutcomesandits effecton CVD is no different(Stewartetal., 2017)
Chenetal. (2021)foundthatintroducingmoderatephysicalactivity (aerobicor
resistancéraining) threetimesa weekto 248 pre-diabeticpatientsfor 24 months
reducedheir risk of CVD significantly (Chenetal.,2021) Similarly, Arija etal. (2017)
assessethe effectivenes®f a ninemonthphysicalactivity programmeon CVD risk
for 364 adultparticipantsTheyalsofounda significantdifferencein theoverall CVD
risk compared to the control groglpiringtheintervention(Arija etal.,2017)

Unhealthydietsarea majorrisk factorfor CVD. In asystematiageviewby
Chareonrungrueangchetial. (2020),healthydietarypatternsverefoundto have
significantbeneficialeffectson therisk of CVD. Similarly, a highintakeof certainfood
groupsandnutrientssuchasnuts,wholegrainsjegumesanddietaryfibre, anda
moderatantakeof fish werefoundto preventCVD (Chareonrungrueangchaial.,
2020) Accordingto Stewartetal. (2017),thebody of evidenceaegardinghe influence
of dietanddietarypatternson CVD risk canbeambiguousNonethelessheir analysis
doessupportthefact thatthereis goodevidenceor recommendinglietsthatarehighin
fibre, fruit andvegetablesandlow in simplesugarsandsaltto reducetherisk of CVD

(Stewartetal., 2017)
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Anotherstrongrisk factorfor CVD is obesity.This conditionis anindependent
risk factornot onlyfor thedevelopmenof CVD, butfor anumberof otherserious
healthconditionssuchasType 2 diabetespbstructivesleepapnoeaasthmaand
osteoarthritigAkil & Ahmad,2011) Oneof the mostcommonwaysof measuring
obesityis by calculatingani n d i v BMI.uGenes@aly havingaBMI of 25
29.9kg/nt is definedasbeingoverweightandaBMI of O 3 0 k?¢s tlassifiedasobese
(Lavieetal.,2009) However,the BMI cut-off valuebetweeroverweightandobesity
amongthe Asia-Pacific populationis muchlower. aBMI of 23/ 24.9is considered
overweightandaBMI of O 2 5 k?gsktamsideredbeseThelower classificatioramong
the Asia-Pacificpopulationstemsfrom (a) the higherhealthrisks associateavith
obesityatalower BMI in Asianpopulationsand,(b) Pacificlslandergendencyto have
alargermusclemassand thushigherBMI comparedvith CaucasianéLim etal., 2017;
WHO, 2000)

Accordingto Khanetal. (2018),0besepatientsexperienceCVD eventsatan
earlierage,live with CVD for alongerperiodandhavea shorteraveragdifespan
comparedvith individualsin a healthierweightrange(Khanetal., 2018) Similarly,
Ebbertetal. (2014)foundthata higherBMI is associatedvith arisk of fatalandnon
fatal coronaryheartdiseaseaswell asa higherrisk of ischraemic haemorrhagiandfatal
stroke.Giventhatadirectrelationshipexistsbetweerani n d i v BMIl aralC\Ds
risk, weightlossor the managemenf weightcanhavea positiveeffectnotonly ona
p e r sriskoBA/D butalsofor otherhealthconditions(Haaseetal., 2021)

Furthermoresmokingandalcoholusecanhaveunfavourableeffectson CVD
risk. Studieshavelong establishedhe effectsofani n d i v snibkiregdndakohol
consumptioron CVD. Not only doessmokingplay arole in theinitiation of CVD, but
it alsocontributego andcausesliseasgrogressiorandfatal CV outcomegMessnei&

Bernhard2014) As anexample smokinghasbeendirectly linked to atherogenesis
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(formationof plaquesor fatty depositan thearteries Villablancaetal., 2000) The
chemicalgn cigarettesmokecancausethe cellsthatline the bloodvesselgdo become
inflamed/swollenresultingin their narrowing,which canleadto a number oCVD
conditionsincludingheartattackandstroke(Centerdor DiseaseControland
Prevention2014;Ricci etal., 2018) Alcohol consumptionasdefinedby ChivaBlanch
andBadimon(2020), caneitherincreaseor decrease¢herisk of CVD dependingpnthe
amountconsumeddrinking frequencyandpatternof consumptior(ChivaBlanch&
Badimon,2020) Accordingto Piano(2017),alcoholconsumptiorcanhavecomplex
effectson CV health.Major pathophysiologica¢ffectssuchasmitochondrial
dysfunctionandchangesn circulation,inflammatoryresponseoxidativestressand
programmedatell deathcanoccur,andareintegralto mostCVDs (Piano,2017) Thus,
studiessuchasthatby Xu etal. (2007)have shownhatavoidingsmokingandlimiting
alcoholconsumptiorhelps to reducetherisk of mortality from CVD.
2.3.2Medical Treatment

Apartfrom recommendindavourabldifestyle modifications primarycare
physicianscanprescribeessentiamedicationgpharmacologicalherapy)to peopleat
highrisk of developingCVD or thosewho haveCVD. Thisincludeslipid-lowering
drugs,antthypertensivesantiplateletandant-coagulatiortherapy,andbloodglucose
control (Flora& Nayak,2019) Physiciansnayalsorecommend combinationof these
drugsdependingpnap e r s@VD dsk assessmerand/ordiseaseseverity.At times,
surgicalproceduresindmedicaldevicesareneededo treatCVDs. The mostcommon
surgicalproceduresireballoonangioplastycoronaryarterybypassyalverepairand/or
replacementhearttransplantatiomndartificial heartsurgery Medicaldevicessuchas
pacemakergrostheticvalvesandcardiacpatchego coveropeninggholes)in theheart
arealsousedto treatCVD (WHO, 2021a) Despitethe effectivenes®f thesevarious

treatmentsthereis still no curefor anyform of heartdiseaseNevertheless,esearcton
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CVD preventionandtherapycontinuesandnewfindingsmayleadto bettertreatments

andpreventionstrategiesn thefuture (Hajar,2017)
2.4 Importance of Cardiovascular Health Promotion

Giventheextensivenatureof CVD andthe complexityof its knownrisk factors,
anequallycomprehensivapproachs requiredliocally andglobally to challengehe
incidenceandprevalencef CVD. While deathsrom CVD mainly occurin adulthood,
exposureo therisk factorsbeginsin childhoodandaccruethroughoutani ndi vi dual 6
life. Consequentlyeffortsto challengethis growing epidemicmustfocusnot only on
thetreatmentandpreventionof CVD, butalsoonthe promotionof CV healthand
primordial prevention(Castellancetal., 2014;Falkner& Lurbe,2020;WHO, 2013)

IntheWHOO s  ( @lObal AcjionPlan for the Preventionand Control of
Noncommunicabl®iseasg2013 2020) thefirst globaltargetis for a 25%relative
reductionin risk of prematuremortality from CVDs, cancerdiabetespr chronic
respiratorydiseased(p. 5). To achievethis, oneof themainobjectivesin theplanis ¢o
reducemodifiablerisk factorsfor nonrcommunicablaliseaseandunderlyingsocial
determinantshroughthe creationof healtkpromotingenvironments (WHO, 2013 p.
5). Thisincludeséstrengtheninghe capacityof individualsandpopulationgo make
healthierchoicesandfollow lifestyle patternghatfostergoodhealtto (WHO, 2013 p.
29).

Key strategicapproacheso theway in which CV healthcanbe promoted
includechangesn healthcargolicies(Joynt,2015) theintroductionof family and
communityeducatiorprogrammegJournathetal., 2020;Schwalmetal., 2019) health
coaching(An & Song,2020) selfmanagememprogrammesgEngeleretal., 2020)
advicethroughmedicalprofessionalsandthe promotionof CV healthatschools
(FernandeglimenezRodrigoetal., 2019) workplacegMulchandanietal., 2019;

Proper& vanOostrom,2019)andpublic/socialeventsMartin etal., 2022) as well as
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throughinformativeadvertisementandinformationbooklets(Mentrupetal., 2020)
Since2000,the KoreaOccupationabafetyandHealthAgencyhassupported
implementation o CVD preventionprogrammeat a numberof companiesn Korea.
The programmeconsistof a medicalcheckup andhealthcounsellingfor workersby
occupationahealthnursedor oneyear.Kwak etal. (2019)studiedthe shortterm
effectsof this programmeandfoundthattheinterventionled to significantreductionsn
par t i dlood@easduretdtal cholesterolevels,BMI andtherateof smoking.It
alsoincreasedhe percentagef workersengagedn regularexerciseandimprovedthe
overallCV risk for almosthalf of theworkers(Kwak etal.,2019) In thesameway,
Kirk-GardnerandSteven(2003)studieda communitybasedorojectin Canadacalled
Heartsfor Life, whichwasdesignedo identify CV risk behaviourandchangen
healthyadultvolunteerghroughaneducationainterventionaboutCVD. Theyfound
thatthis educationaprogrammesignificantlyimprovedknowledgeof CVD and
reducedcoronaryrisk behavioursuchassmoking,eatingunhealthyfood, high stress
levels,inactivity andobesityin healthyadultvolunteersovera shortperiod(Kirk -
Gardner& Steven2003) Onaglobalscale,t hasbeenproventhatanti-tobaccdaws
thatpreventsmokingin erclosedspace$avereducedCV eventsn manycountries
(Castellancetal., 2014)

DespitetheseencouragingputcomesCVD is still theleadingcauseof mortality
andmorbidity in theworld today, andmoreunderstandingf the knowledge health
seekingoehavioursandbeliefsof given populatiors, particularlythoseatrisk, is needed
if we areto truly challengethe globalimpactof CVD. Thenextsectiondiscusseshe
NZ healthsystemandstrategiesn placeto supportthe preventionandmanagemendf

long-termhealthconditionssuch asCVD.
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2.5The New Zealand Health System

In NZ, healthanddisability servicesaredeliveredby a complexnetworkof
organisationgindpeoplewho work togetherandacrosssystemdo achievebetterhealth
for people Publichealthunits, primary healthorganisationspongovernment
organisationsCrownentities,healthprofessionalsandprofessionalndregulatory
bodiesfor healthprofessionalgincludingall medicalandsurgicalspecialistareas),
nursesandallied health,play vital rolesin providing efficientandquality servicedor
people A rangeof educatiorprovidersandresearchnstitutionsareinvolvedin the
delivery of servicesandeducatiorf theworkforce.Alongsidethis arevarious
consumebodiesandnongovernmenbrganisationshatprovideservicesandadvocacy
for specificpopulationsandmoreformal advocacyat inquiry boards committeesand
entities.In this complexsystemthe NZ Ministry of Health hasarangeof rolesin
additionto beingtheg o v e r n priecipal ad\vésorandsupportto the minister of
health It fundsnationalservicessuch aglisability supportandpublic healthservices
andhasregulatoryfunctions.Anotherkey organisations the AccidentCompensation
Corporation(ACC), which hasa no-fault schemehatcoversall New Zealandersvho
havebeeninjuredasaresultof anacciden{ACC, 2021;MoH, 201, 202C).

Until recently (July 2022), distridctealthboardsadministerednostday-to-day
businessN Z @@district health boardgrovidedandmanagedealthservicedor the
populationof their district. This includedfundingfor primary care hospitalservices,
public healthservicesagedcareservicesandservicegrovidedby othernon
governmenhealthproviderssuchasM U o andPacificproviders(MoH, 2017d) In
April 2021,theNZ Governmenproposed newstructurefor the healthsystemin
responseo the 2018Healthand Disability SystenReviewm(Appendix2). Thereview
states that although theverallNZ public health and disability systemerforms well, it

hassignificant and persistent issues in t&ivering consistent and equitable care for
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all. Furthermorethere are indications that the NZ health systestruggling to keep up
with the current demand, atite workforce needs greater support to keep the NZ
population well for longerAccording to this reviewthe ageing population, advances in
care and growing burden froamronic health conditionsmean that the demand for
consistent and equitable health servicesavilyy grow over decades to come
(Departmenbf the PrimeMinister andCabinet,2021a) Thus,theaim of this new
structureanddelivery of healthservicesvasto ensureall peoplehaveaccesdo the
consistentjuality carewhentheyneedit, to helppeoplelive longerin goodhealthand
havethe bestquality of life6(Departmenbdf the PrimeMinister andCabinet,2021h p.
1).

On 1 July 2022,NZ introducedthe newhealthsystemin whichthe 20 district
health boardbavebeende-establishedandtheir functionsmergednto a singleentity
or healthservice calledTe WhatuOrad HealthNZ. Te WhatuOrad HealthNZ now
leadsthe day-to-dayrunningof the healthsystemfor the countryaswell asoperational
functionsof the MoH, suchasmanaginghationalcontractsThis allowsthe MoH to
focuson healthpolicies,strategieandregulatiors. Te WhatuOrad HealthNZ manages
all thehealthservicesjncludinghospitalandspecialistservicesandprimaryand
communitycare.In this newstructure hospitalandspecialistserviceswill beplanned
nationallyanddeliveredmoreconsistentlyacrosshe country.Four regionaldivisions
andarangeof district offices (PopulationHealthandWellbeingNetworks)will develop
locality plansfor primary and community servicesidimplementtheseto improvethe
healthandwellbeingof communities(Departmenbdf the PrimeMinister andCabinet,
2021b)

Thus,Te WhatuOrad HealthNZ is alsoresponsibldor improvingservicesand
outcomesacrosghe healthsystem.The NZ HealthPromotionAgencyis now a core

businesanitin Te WhatuOrad HealthNZ thatersures thewhole systemis orientated
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towardssupportingpeopleto live well. FurthermoreaM U o HealthAuthority (Te Aka
Whai Ora)is working alongsideTe WhatuOrad HealthNZ to improveservicesand
achieveequitablehealthoutcomegor M U o and todevelopa NewZealandHealth
Pland ablueprintfor whatthe healthsystemwill deliveroveryearsto come
(Departmenbf the PrimeMinister andCabinet,2021a, 2021).
Sincethenewhealthsystem(Te WhatuOrad HealthNZ) cameinto effect, it
hasbeencriticisedfor not prioritising andaddressinghe uniquehealthneedsf Asian
andotherethnicminority communitiesin JanuaryandMay 2022,the AsianHealth
ReformAdvisory Groupprovidedconsiderabléeedbackandrecommendationto the
MoH to strengthernthefocusof healthsystenreform (AsianHealthReformAdvisory
Group,2022;Youngetal.,2022) Thekey recommendationsicluded:
(1) addressingheinvisibility of Asianandethnichealthby developinga
systematicationalhealthstrategyandimplementatiorhealthplanfor Asianand
ethniccommunitiesatregional/districievel and(2) promotinganinter-agency
approachandstrengthercollaborationandpartnershigo improvehealthand

wellbeingof Asianandethnicpopulationgncludingthosebeinginter-
sectionallyvulnerable (Asian HealthReformAdvisory Group,2022 p. 12

Forthe Fijian Indiancommunity theserecommendationsould makeNZ
public healthservicesasierto accessfairer andmoreconsistentAt the time of

writing, it is unknownwhetherthe MoH will implementtheserecommendations.
2.6 The New Zealand Health Strategy

Prior to the reformthe MoH had putin placeits two-partNZ Health Strategy
(2016)to guideandleadthe healthcareservices/systenm NZ. It consists otheNZ
Health Strategy:Future Direction andthe Roadmaf Actions2016 and aimgo
continuallyimproveandprovidebetterhealthcareservicedor anevolvingenvironment
andpopulation.The centralthemeof the NZ Health Strategyis for éall New Zealanders
to live well, staywell andgetwell6(Minister of Health,2016a p. 15; hence its

relevance tahis study.
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Thefirst part,the NZ Health Strategy:Future Direction definesthe high-level
directionfor N Z dhealthsystemover10years(2016 26). It outlinessomeof the
challengesndopportunitieghe systemfaces;definesits future,includingthe culture
andvaluesthatunderpinthis direction;andoutlinesthefive strategichemeghatwill
supportthis systemtowardsthis centralthemeandfuture. Thefive strategicheme#$
O0Pe pmlwee r6eCd @ogh®meé ¥ a bndlrei gh per,6 On eaambde 6
0 S may & © arge8sentiafor supportingthe healthandwellbeingof the Fijian
Indiancommunityin NZ (Minister of Health,2016a Appendix2). For examplethe
0 Pe pmlwes themekid abouthelpingNew Zealandersinderstandnformationthey
needto manageheir care.Thethemed C| @o$h ® mreddgnisesheimportanceof
providing carecloserto wherepeoplelive, learn,work andplay, especiallywhenit
comesto managingdong-termconditions(LTCs). Thetheme6 V a andhegh
pe f or misfocasedondeliveringbetteroutcomeselatingtop e o pdxpergesce
of care resourcesndhealthstatusThe6 O n e atmedeaimsto developleadership,
talentandworkforceskills throughoutthe healthsystemandcollaboratewith
researcherslhelasttheme 6 Smay st e md i todiscovarimydeveopird)
andsharingeffectiveinnovationsacrosgshe NZ healthsystem(Minister of Health,
2016a)

An importantissuerecognsedin the NZ Health Strategy(2016)is the
preventiorandmanagemendf LTCs. Like manyhealthcaresystemsaroundtheworld,
the NZ healthsystemfacesthe challenge®f anageingpopulationandrising burdenof
LTCs (Minister of Health,2016b) An LTC, alsoknownasanoncommunicablalisease
or chroniccondition/illnesscanbedefinedasé@anyo n g leealthcgnditionthatcan
be controlled,but notcured,andrequiresndividualstos e | f  ©oEnplexgymptoms

andtreatment8(Wilson & Stock,2019 p. 1113 suchasCVD, diabetesrespiratory
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diseases;ancermentalillness,chronicpain,chronickidneydiseaseanddementia
(MoH, 2020d).

Underthe NZ Health Strategytheme6 C | @odh & m ehéMoH hascreatedan
actionto dacklelong-termconditionsandobesityby increasingthe effort on
preventiongarlyintervention rehabilitationandwellbeingfor peoplewith long-term
healthconditions,suchasdiabetesandCVDa@ Theaimis to addresshe &commonrisk
behavioursuchasobesitypby dnterveningat key pointsacrosghelife coursé
(Minister of Health,2016h p.11). Althoughit is difficult to determinehow many
peoplein NZ haveanytype of chroniccondition,LTCsrepresenthelargesthealthloss
in NZ. Healthloss(or burdenof diseasejneasuresiow muchhealthylife is lost
because oprematuredeath,ilinessor impairmentMoH, 2016).Accordingto the MoH,
88% of healthlossin NZ is causedy long-termmentalandphysicalconditions(non
communicablaliseasesB% s attributableto injuriesand4% to infectiousdiseases,
nutritional deficienciesandneonatatlisorderyMoH, 2016).

Today,thefive themesof the NZ Health Strategyplay animportantrole in
improvingandsupportingthe healthandwellbeingof all migrantcommunities
includingthe Fijian Indiancommunityin NZ. A systematiainderstandingf how this
healthstrategycansupportandpromotethe CV healthof the Fijian Indiancommunity
is important.This studyis thefirst steptowardsprovidingempiricalevidenceaboutthe
CV healthandwellbeingof the Fijian Indiancommunityin NZ. This evidencecould
helpinform the NZ Health Strategy build knowledgeandunderstandingf the Fijian
Indiancommunityin NZ, andimprovethe servicesandsystemsavailableto support
their healthandwellbeing.

Thesecondpartof the NZ Health Strategyis the Roadmayf Actions2016 This
documentists the 27 areador actionthatthe healthsystemcantaketo achievethe

goals ofthis strategyoverthe nextfive years(Appendix2). Eachactionhasbeen
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categorisednto one ofthefive strategichemesdescribedaboveandwill beupdated
overthe 10-yearlifespanof the strategy(Minister of Health,2016b) To date thee has
beenno updateto theRoadmapof Actiorns 2016sinceits publication.

To supportthe healthandwellbeingof all migrantcommunitiesn NZ, it is
importantto understandhe effectof migrationon health.

2.7 Effect of Migration on Health

Globally, anincreasinghumber of studies hdmenpublishedon the effectof
migrationon health.Thesestudieshavehighlightedthe effectof migrationonthe health
of womenandchildren(Gurol & Turfan,2019;Spenceetal.,2022) youth(Wu etal.,
2018) andrefugeesn CanadgNewbold& McKeary,2018) Europe(Lebanoetal.,
2020) the USA (Reed& Barbosaz017) NZ andAustralia(Dowling etal., 2022;
Kanengonktal., 2018) Thereis alsoconsiderablditeraturefocusingon the effectof
migrationon healthserviceengagemenr utilisation (Ledouxetal., 2018)andhealth
promotingbehaviourgAlidu & Grunfeld,2018) Despitethis growing body of
evidencenoresearcthasbeenconductedn the effectof migrationon the healthand
wellbeingof Fijian Indianpeople.

Migrationis afactorthatcanhaveboth positiveandnegativeeffectson the
healthandwellbeingof individualsandfamilies. Generally individualsmigrateto
improvetheirliving conditionsor to escapdrom debtandpoverty(Virupakshaetal.,
2014) Often,individualsandfamiliesmoveto gainaccesso certainmedical
treatmentsor to live in anenvironmenthatoffers betterquality healthcareservices
(Gerritseretal., 2013) However the procesf migrationcanbe challengingand
stressfulMany times, it canleadto alack of preparednesslifficulties adaptingo the
newenvironmentlanguagebarriers culturaldifferencesandunpleasanéxperiences
(Virupakshaetal., 2014) Thesecircumstancesanimpactthe healthservice

engagementealthpromotingbehavioursaandhealthoutcomef individualsand
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families (Daviesetal., 2010;Gerritseretal., 2013;Harrisonet al., 2020;Klein & von
demKnesebeck2018)

Migrantsareoftenvulnerableto noncommunicablaliseasesuchasdiabetes,
hypertensiorandCV eventsandcommunicablaeliseasesuchasmeaslesandfood- or
waterbornedisease$WHO, 2022b) The procesf acculturatioroftenrequires
adaptingto newsurroundingslearninga newlanguageandculture,changingdifestyles,
reducingphysicalactivity andmakingmajor changesn eatinghabitssuchasreplacing
low-sodium,low-fat dietswith processedoodsandhigh amountsf salt. All these
changedakeatoll onani n d i v hedlthandwelbeing,makingthemmore
susceptibleéo illnessanddiseas€Rosenthal2014) Furthermorethereis growing
evidencehatmigrantsfaceuniquebarriersin accessingindengagingwith healthcare
servicegncludingthelack of information,culturalandlanguagéarriers,and
socioeconomichallengegPottieetal., 2017) Consequentlypublic healtheffortsneed
to focusonthebarriersto healthcareynderstandhe needsof the population,andfind

waysto adaptandbetterengagewith thesepopulationgRosenthaktal., 2022)
2.8 Migrant Health Statusin New Zealand

Therearesignificanthealthdisparitiesbetweermmajor ethnicgroupsthatmake
upN Z disersepopulation. Accordingto the MoH (2017%), ethnicgroupssuchasthe
M U o andPacificpopulationarethe mostdisproportionatehaffectedby LTCs. The
adultPacificpopulationhasa high burdenof LTCs suchasdiabetes|HD andstroke.
Theincidenceof thesechronicconditionsis muchhigherthanthatfor otherethnic
groupsin NZ andthe mortality ratesfor CVD anddiabetesaccountdor alarge
proportionof the overallmortality ratesof Pacific peoplecomparedvith otherethnic
groups(MoH, 2014).The cause®f poorhealthin Pacificpeoplearenumerousand
complex.Educationevel, socicculturalandeconomidactorshavebeenidentified as

havingthe greatestnfluenceon their healthin NZ. However,employmenstatus,
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occupationjncomeandhousinghavealsobeenidentifiedascontributingfactors.
Accordingto the NZ Health Survey Pacific peopleareexposedo higherlevelsof
healthrisksandunhealthybehavioursPoornutrition (e.g.,theyarelesslikely to meet
vegetableandfruit intakeguidelines))ack of physicalactivity, hazardouslrinking and
smokingaresomeexamplef theseunhealthybehaviour§gMoH, 2017, 2021c).

The Indiancommunity,which isoneof thelargestcommunitiesn the NZ Asian
population hashigherratesof CVD anddiabeteghanthe Asian population(Mehta,
2012).The AsianHealthChart Book(MoH, 2006)reportecthatIndianpeoplehave
significantlyhigherCVD hospitalisationgndmortality ratesthan other groups ithe
total population.IHD is a pathologicakonditioncausedy anatherosclerotic
obstructionor spasnof the epicardialcoronaryarteriesor microvasculadysfunction.
This causes reductionin bloodflow in the affectedcoronaryarteries creatingan
imbalancebetweeroxygendemandandsupplyto the myocardium(heartmuscle),
causingschaemigJenseretal., 2020).In NZ, therateof IHD hospitalisations
significantly higherfor Indianmalesandfemalesacrossall agesthanfor thetotal
population.Surprisingly,IHD mortality is significantly higherin Indianfemales
comparedvith their ChineseandOtherAsian counterpartsandthe Indiancommunity
hashigherstrokehospitalisationshanthetotal population(Mehta,2012;MoH, 2006).
Correspondinglylndianpeoplealsohavea higherateof selfreporteddiabeteghan
otherethnicgroupsin NZ (Scragg& Maitra, 2005).

Thehealthof the Asian populationis alsoaffectedby severafactors.A report
by Mehta(2012)identifiedthreekeyissuesconcerningAsianc o0 mmu nhedlth e s 6
needdn Auckland (1) thelack of preventativebehavioursn thesecommunitiessuch
ashealthyeatingandadequatexercise (2) the high anecdotaprevalencef smoking
and(3) barriersto appropriaténealthcaresuchaslanguagelack of knowledgeof the NZ

healthsystemJack of culturalcompetene amonghealthprofessionalsstigmatism

35



associateavith healthissuedike mentalillnessanddisability, lack of confidentiality;
andtransportandcostissuegMehta,2012).Sincethen,no updatehasbeenprovidedby
the authoron whethertheseissueshaveimprovedor worsenedvertheyears.

As mentionedabove the ethnicidentity of Fijian Indianpeopleis multifaceted.
AlthoughmanyFijian Indian peoplehaveadaptedo the Fijian (andhost)environment
with changego theway theydressthefoodtheyeat,lifestyle andlanguagetheyhave
maintaineda distinctculture(Queenslandiealthetal., 2017).However thelack of
researclandambiguityover populationgroupclassification(in statistics)for the Fijian
Indianpopulationin NZ makest difficult to specificallyreportontheir healthneeds,
knowledge attitudesandbehavioursor comparethe abovefindingswith those forother
ethnicgroups.If the recentecommendationsf the AsianHealthReformAdvisory
Groupare not followedthe Fijian Indiancommunitywill continueto be hiddenin the
statisticsof othermajorethniccommunitiesNonethelessf the Fijian Indian
communitywereto beassociatedavith boththe PacificandAsiancommunitiesn NZ,
thenenvironmentafactorsand/orinherentsociaculturalinfluencesvould mean thathe
Fijian Indianpopulationshould be considereahat-risk groupfor developingnon
communicablaliseasesuchasCVD anddiabetes.

Along with educatingNZ communitiesabouthow to accesandutilise
healthcareservices angrovidingresourcesor themto manageheir healthbetter
duilding the culturalcompetencén the systemto reflectN Z &dturaldiversityd
(Minister of Health, 2016b, p. Hasalsobeenidentifiedasanimportantareaof action

in the NZ Health Strategy
2.9 Needfor Cultural Competene

Raising culturatompetencén healthcardasbeenanapproactio reducehealth
inequalitiesglobally andimprovethe knowledge attitudesandskills of health

professional¢Handtkeetal., 2019;Jongeretal., 2018;Kurtz etal., 2018).The Medical
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Councilof New Zealandlefinesculturalcompetencas@anawarenessf cultural
diversityandtheability to function effectively andrespectfully whenworking with and
treatingpeopleof differentculturalbackgroundg(Medical Councilof New Zealand,
2019 p. 1§. Becomingculturally competent:

requiresthe ability to drawon the values traditionsandcustomsof other
culturalgroupsto work with knowledgeablgersongrom othercultures,and
shapeservicedeliveryto meetp a t i soaiat,csltdralandlinguistic needsy
developingtargetednterventionsandothersupports(Betancouretal., 2002;
CountiesManukauDHB, 2001ascitedin Tiatia, 2008 p. 3

Thus,6 b u i thecultargic o mp e tokthe NZ&héalthsystemalsohasthe
potentialto developnewandinnovativewaysto improvehealthpromotionanddisease
preventionin high-risk populationsGiventhe evidencepresentecbove this would be
importantandvaluablefor developingappropriateandculturally safeapproacheso
preventiongearly detectionandmanagemenf LTCs suchasCVD.

TheMedical Councilof New Zealand2019)acknowledgedhatdespiteits
importancecultural competencalonemay not be enoughto improvehealth
inequalitieshoweverit may contributeto deliveringculturally safecare.ln arecent
literaturereview, Curtisetal. (2019)coinedculturalsafetyas an extension of cultural
competence

Culturalsafetyrequireshealthcargrofessionalandtheir associatedhealthcare
organisationso examinethemselvesndthe potentialimpactof their own
cultureonclinical interactionsandhealthcareservicedelivery. This requires
individual healthcargrofessionalendhealthcarerganisationso acknowledge
andaddressheir own biasesattitudes assumptionsstereotypesprejudices,
structuresandcharacteristicthatmay affectthe quality of careprovided.In
doingso, culturalsafetyencompassescritical consciousnessherehealthcare
professionalandhealthcarerganisationgngagen ongoingselfreflectionand
seltawarenesandhold themselvesiccountabldor providing culturally safe
care,asdefinedby the patientandtheir communitiesandasmeasuredhrough
progresgowardsachievinghealthequity. Cultural safetyrequireshealthcare
professionalandtheir associatethealthcarerganisationso influence
healthcareo reducebiasandachieveequity within the workforceandworking
environment(Curtisetal., 2019 p. 19
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This definition of cultural safetyaddressekey factorsthatareresponsibldor
healthinequalitiesandis expectedo befit for purposan NZ andinternationally(Curtis
etal.,2019).

To date 16 responsibleuthoritiesncludingthe Medical Council oiNew
Zealandhavepublishedclearcultural safety/competencgtandardshatregisterechealth
professionalsnustmeet(Curtisetal., 2019;HealthQuality andSafetyCommission
New Zealand2021).Alongsidethesestandardstherearevariousresourcesvailablein
NZ to learnaboutvariouscultures including specifichealthrelatedethnically grouped
frameworks/guidelineslheseframeworks/guidelinekelp healthprofessionalsind
organisations$o betterunderstandhow to plan,supportandwork with peoplefrom
differentculturalbackgroundsThese include, foexample,Te WhareTapaWha(a
M U o hredlth nodel)andthe FonofaleModel (a Pacifichealth modél(Health
Navigator,2021;Mauri Ora,2021,2021;MoH, 202C, 2021d; Tiatia, 2008;Waitemata
District HealthBoard,2021).Surprisingly,thereis (to datg no overlyingnationalhealth
frameworkfor the Asianpopulationin NZ despiteits rapid growth(Liao, 2019).
Similarly, therearevery few (publicly accessible¥tudiesconcerninghe Fijian Indian
communityin NZ, let aloneresources/frameworkan how healthprofessionalgan

promotethec o0 mmu nhedtharidwellbeingin NZ.
2.10Health Promotion and Behaviour ChangeModels

2.10.10ttawa Charter for Health Promotion
The OttawaCharterhasbeenthed g cslt da n thraglolwhldiealthpromotion
sinceits inception iNNovemberl986.1t hasbeenusedby manyhealthpromotersn
differentsettingsasa seminaldocumentand/ortemplateto improvehealthandreduce
inequalitiesaroundthe world (Thompsoretal., 2018;Watson,2008;WHO, 2012).
This frameworkwascreatedat a preliminaryconferencen healthpromotion

heldin Ottawa,Canadan 1986.At this conferencemorethan200 participantd§rom 38
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countriesmetto exchangeheir experiencesndsharetheir knowledgeof health
promotion.An opendialoguewasformedbetweerthe manyhealthworkers,politicians,
academicsndrepresentativesf governmentalyoluntaryandcommunityorganisations
andthe groupdrewupad c¢ h athatrefleci@dtheirindividual andcollective
commitmens to thecommongoal of health(WHO, 2012)

The OttawaCharterpresents positiveandempoweringview on health.It
describedealthpromotionas&he procesf enablingpeopleto increasecontrolover,
andto improve,their healtto(WHO, 1986 p. 1) andoutlinesseverafundamental
conditionsandresourcegi.e., peaceshelter,educationfood, income,a stableeco
systemsustainableéesourcessocialjusticeandequity) that arebasicprerequisitegor
theimprovemenof health(WHO, 2021b).

Therearefive key actionareadn the OttawaCharter (1) build healthypublic
policy, (2) createsupportiveenvironments(3) strengthercommunityaction,(4)
developpersonakkills, and(5) reorienthealthserviceqdescribedelow). Thereare
alsothreekey strategied advocateenableandmediaté® thatthecharterecommends
integratinginto any healthpromotionalwork (Thompsoretal., 2018; WHO, 2021b).

Thefirstaction,6 Bulh é @l t hy p enphasisethegnmportancepfo
healthpromotionbeyondmedicalcare.lt recognisesheimportanceof putting healthon
theagendaof policy makersn all sectorsandatall levels,therebyraisingawarenessf
their responsibilityfor healthoutcomesandthe healthrelatedrepercussionsf their
decisionsA healthpromotionpolicy cancombinedifferentbut relatedapproachesuch
aslegislation,economiomeasuregaxationandorganisationathangeto createhealth,
incomeandsocialpoliciesthatencouraggreaterequity. Coordinatecandcombined
actionscanalsocontributeto ensuringsaferandhealthiergoodsandserviceshealthier

public healthservicesandcleanermoreenjoyableenvironmentgWHO, 2009).
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Thesecondaction,6 Cr saitpe or t i v e aeknowledgethefacthat s 6
societiesareinterrelatecandthatthereis a complexlink betweerpeopleandthe
environmentThis link createghe basisfor a socioecologicaapproacho healthaswell
asaddressinghe protectionof the naturalandbuilt environmentsandthe conservation
of naturalresourcesAs a guiding principle globally for nationsregions,and
communitiesalike, this actioninspiresthe needto takecareof eachother,our
communitiesaandour naturalenvironmentThe socially informedpatternsof life, work
andleisurehavea significantimpacton health,especiallyin arapidly changing
environmentTherefore a systemati@assessmemf the effectof developingareassuch
astechnologywork, energyproductionandurbansationon healthis essential Actions
thatarisefrom suchanassessmentill ensurehereis a positivebenefitto public health
(WHO, 2009).

Thethird action,6 St r e commumity & t i explandhow health
promotiondvorksthroughconcreteandeffectivecommunityactionin settingpriorities,
makingdecisionsplanningstrategieandimplementinghemto achievebetterhealtld
(WHO, 2009 p.3. Thecentreor key to this processs communityempowermentthat
is, allowing communitiego takeownershipandcontrol of their own journeysand
future. Communitydevelopmenbr empowermentocuseson drawing uporexisting
peopleandmaterialresourcesvailablein the communityto improveself-helpand
communitysupport,alongwith creatingadaptablenethoddor increasingoublic
participationin decisionmakingandthedirectionof healthrelatedissuesThisis only
achievablehroughcompleteandcontinuousaccesdo information,learning
opportunitiedor health,aswell asfundingsupport(WHO, 2009).

In thesameway, thefourthaction,6 D e v personplk i |ploraodeghe
personabndsocialdevelopmenof peoplethroughthe provisionof information,

educatiorfor healthandlife skills. This createpportunitiedor peopleto takemore
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controlovertheir own healthandtheir environments anthakedecisionsor choicesthat
arefavourableto health.More importantly,enablingpeopleto learn,throughoutife, to
prepareghemselvegor all of its stagesandto copewith chronicillnessandinjuriesis
essentiad(WHO, 2009 p.4). In mostcasesthis actioncanbefacilitatedthroughschool,
home,work andcommunitysettings.

Thelastaction,6 R e 0 health set v i eneosiragetheresponsibilityfor
healthpromotionin healthcareservicego be sharedamongindividuals,community
groups healthprofessionalshealthserviceinstitutionsandgovernmentsCollectively,
healthcareservicemeedto embracehe expandednandateandwork togetheiin away
thatis sensitiveandrespectfuto the cultural needsof the people As describedgit
shouldsupportthe needsof individualsandcommunitiedor a healthierlife, andopen
channeldbetweerthe healthsectorandbroadersocial,political, economicandphysical
environmentatomponent§(WHO, 2009).In addition,reorientatinghealthcareservices
requiresa strongerfocuson healthresearclanddevelopingprofessionakducatiorand
training.In doingso, it mustleadto a changeof attitudeandhealthcareservice
organisatiorthatreflectsthe total needsf anindividual asawhole person(WHO,
2009).

In 2018,the WHO (RegionalOffice for Europe)publishedatechnicalguidance
documenbn howthefive key actionareasof the OttawaCharter(describedabove)
couldbeusedto promotethe healthof refugeeandmigrantcommunitiesTo improve
refugeeandmigranthealthanddevelopeffectiveinterventionsdecisionmakersare
encouragedo:

1 AAdopt healthin all policiesapproacto ensurepolicieswithin all sectorsof
governmentnotjustthe healthcaresector promotethe healthof refugeesand

migrants( biilding healthypublicp o | )i cy 6
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1 Improvesocialservicesandthe quality of the physicalandsocialenvironments

in whichrefugeesandmigrantslive ( abeatingsupportivee nvi r o)onment s 6

1 Prioritise communitycentredapproachethatmobilise theresourcesndassets
within refugeeandmigrantcommunitiesandbuild local capacities

( strengtheningommunitya c t i) on s 6

1 Investin languagesupportandhealthliteracyinitiativesto developpersonal

skills in thehostcountry( divelopingpersonals k i) and s 6

1 Promoteculturat anddiversity-sensitiveapproacheto healthcareandbuild a
culturally competenhealthworkforcethatis responsiveo the uniqueneedsof

refugeeandmigrantpopulationg réorientinghealths e r v)a (¥vel@ 6

RegionalOffice for Europe 2018 pp. 5 6)

Currently,it is unclearwhetherthe aboveconsiderationareacknowledgedn
thereformedNZ healthsystem(Te WhatuOrad HealthNZ). However,if takeninto
considerationtheserecommendationsould prioritise the healthandwellbeingof the
growingmigrantpopulationin NZ, whichis especiallycritical for the Fijian Indian
community.

Thestrategieso 6 e n antediiateanda d v o tiesatthe @entreof thesefive
actionareado improvehealth.Kékény (2011)summarisedhesestrategiesnto three
brief statementsEnablerefers toGenablingby creatinga supportiveenvironmentput
alsogiving peopletheinformationandskills thatthey needto makehealthychoices,
mediatemeansimediatingbetweendifferentgroupsanddifferentsectordo ensurehe
pursuitof healtht§ andadvocateasin Gadvocacyto ensurethe creationof conditions
favourableto healtto (Kokény,2011, p. 18). Thesestrategiesvereusedto guidehealth
promotionprogranmes suchasTimeto Smile anoral healthpromotionprogrammeo
improvethedentalhealthof children(underfive yearsof age)in Glasgow,United

Kingdom (UK). This communitybasedoral healthpromotionprogrammedelivered
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variousactivitiesbasedn thefollowing objectives/strategie$l) sustaindistributionof
freeconsumableto supportdaily brushingathome(i.e., enablg; (2) advocatenursery

food anddrinkspoliciesto reducethe frequencyof sugarconsumptionand(3) promote
dentalcheckupsfrom the earliestagein populationghathadlittle understandingf the
benefitsof preventativecareandthatwerereluctantto visit adentist(Blair etal., 2006).

In NZ, the OttawaCharterhasbeenusedasa frameworkfor planningand
developingpublic healthpromotionapproachestrategiesandprogrammeskor
examplethe National Breastfeedingstrategy the Health PromotingSchoolqdHPS)
approachthe NationalHealth PromotionFrameworkand ImplementatiorPlanning
Guidefor Screening®rogrammesndthe Frameworkfor Preventionof LongTerm
Conditions(Millar & Richards2017;MoH, 2011,2012,202M). In termsof CV health
anddiseasenitiatives, the Pharmaceuticd¥lanagemenfgencyof NZ (PHARMAC) in
2002developeda programmecalledOneHeart Many Lives which embracedhe
principlesof the OttawaCharter(Sinclair,2006).

The One Heart Many Liveprogrammeaimedto increaséhe awarenessf and
reducenequalitiesin CV risk andheartdiseasen M U o andPacificlsland
communitiesIt wasspecificallydesignedo inspire/encourag® U o andPacificmen
(who havea higherrisk of CVD; New ZealandGuidelinesGroup,2003)to havetheir
heartscheckedunderstandheartdiseasendpasson the messagéo their brothers,
cousinssons friendsandfamily (w h U . Zherewereseverabbjectivesof this
programmesuchasincreasinghe awarenessf CVD andrisk reduction and
promotingincreaseaonsultatiorbetweerpeoplewith a high risk of CVD andmedical
professionalg¢Leowetal., 2011).The programmeargetednultiple levelsof the health
sectorvia socialmarketingcampaignscommunityproviderprojectsandcollaboration
with district health boards and primary health organisatioemployCV risk

reductionstrategiesPHARMAC workedcloselywith local healthandwellbeing
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(hauorg organisationsthe HeartFoundatiorandlocal nursesandfamiliesto offer free
heartchecksat communityeventsandcommunityfestivalssuchasCreekfestTe R b
te Raukuraandtheget aMarket

During theseheartcheckstrainedlocal primary carenursesalsoprovidedhealth
educatiorto thewholefamily andencouragethemto accompanyheir
partnerfathervolder family membethroughthe processAccordingto the PHARMAC
website the orogrammeshowedhatif testingwasavailablein thecommunity,in a
culturally safeandpositiveenvironmentpeoplewould takeit upd At presentthis
programmehasbeenpassedackto communityhealthproviders family health
(w h U noea)ucollectivesandcommunitiego lead(PHARMAC, 2021).

In summarythe OttawaCharterarticulatescorevaluesof equity, participation
andempowermentlt recommendsadaptinghealthpromotionstrategiesand
programmedso local needsy consideringhe differing social,culturalandeconomic
systemsof individual countriesandregions(Fry & Zask,2017;WHO, 2021b) hence its
use tounderpinthe NZ healthsystem.
2.10.2Health Belief Model

TheHealthBelief Model wasonethefirst modelsto adaptthe theoryof
behaviourchangeTodayi,it is oneof the mostwidely recogniseadonceptual
frameworksfor healthbehaviourlMahindarathne2021; Tarkang& Zotor,2015).This
modelemergedn the 1950s,duringatime whena limited numberof preventative
healthservicesvereavailable suchaschestx-raysfor tuberculosisandflu vaccines
(Glanz,2001).1t wasdevelopedo explainwhy individualsdid or did nottakepartin
thesehealthservicedo detector preventdiseas€Evans,2008).

Thefour key constructof the HealthBelief Modelarebasedn two aspectof
ani ndi v redgresentatiossf healthandhealthbehaviourthreatperceptiorand

behaviourakvaluation(Conner& Norman,2015).Thefirst two constructsp per cei v e d
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S uscepanddp d ri ceegi dvearddimgndionghatconstrue threat perception
Perceivedsusceptibilityis definedas@ap e r shbelieféaboutthe chanceof
contractinga healthconditiorbandperceivedseverityis @ n ebélisfsof how seriousa
conditionandits consequenceare&d(Tarkang& Zotor, 2015 p. 5. The last two
constructs of the model are compoenafédn,t s o
whichrefersto @ n ebélisfsin the efficacy of theadvisedactionto reducerisk or
seriousnesef impacti andperceivedarriers which are@® n ebélisfsin thetangible
andpsychologicatostsof theadvisedbehavioud(Tarkang& Zotor, 2015 p. 5.
Overtheyearsthe HealthBelief Modelhasbeenrefinedandnewconcepthave
beenaddedo theframework suchas6 ¢ toa ¢ t {(Roserstockl974),6 heal t h
mot i v Beckegl®®)andb s-e If f i (Resengtdcletal., 1988).Cuesto action
areeventsor strategiegshatmotivatepeopleto takeaction(Snetselaar2001).These
0 ¢ uaarshébothinternalandexternaj for example perceptiorof o n eboddy state,
theimpactof mediapublicity/promotionor interpersonainteractiongRosenstock,
1974).Healthmotivationisthei n d i v mativatohtdremainhealthy(Grinberg&
Sela,2021)andself-efficacyis definedasthe &onvictionthatonecansuccessfully
executehebehaviourequiredto producethe outcomé(Bandura, 1977 p. 193
Rosenstocletal., 1988).Thefinal componerg of this frameworkarethe modifying
factor® that is,sociocdemographi@ndpsychologicalvariablessuchasage,gender,
ethnicity, SESandknowledgé thatalsoinfluenceani n d i v pedcaptidrads

ability to adoptbehaviourchanggRakhshanderoetal., 2020 Figurel.2).
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Figure 1.2

The Health Belief Model (Adapted from Abraham & Sheeran, 2015)
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This modelstateghat for behaviour change to succesalindividual must(a)
feelthreatenedby their currentbehaviouiin relation toa healthproblem(perceived
susceptibilityandseverity),(b) believethata specifickind of changewill havepositive
benefitsor avaluedoutcomein reducingthe healthproblem(perceivedenefits),and
(c) perceive that the barriets adoptingthe targetbehaviourarelow (perceived
barriers).In addition,theindividual needgo feel competen{self-efficacy)and
motivatedto overcometheseperceivedarriersto behaviourchanggGlanzetal., 2008;
Sulatetal.,2018).

For overhalf acentury,this conceptuaframeworkhasbeenusedto predict
healthrelatedbehavioursandto structureinterventiongo changehealthbehaviours
(Glanzetal., 2008).It hasbeenusedto developstrategiedo help patientdearnto adopt
healthybehavioursandto work with their cliniciansto improvetheir health(Evans,

2008).These strategies and behaviours relatigt(Noroozietal., 2022; Shiraishiet
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al., 2021),exercisgKhodaveisietal., 2021;MakamuBetecketal., 2022),medication
adherenc¢Addoetal., 2022;Hu etal., 2022),smokingcessatior{fRavi etal., 2021;
YamanGincaretal., 2021),contraceptior{fAkonoretal., 2021;Yakubuetal., 2019)
andvaccinationgCitak Bilgin etal.,2022;Dengetal., 2022).

Understandingini n d i v peticaptidodrisk andtheir engagemenwith
healthprotectivebehaviourss essentiafor the preventionandreductionof CVD
(Amdemarianetal., 2022).In 2020,Kannaandcolleaguesppliedthe HealthBelief
Model frameworkin a studyto evaluatethe prospecof promotinghealthbehaviours
amongcommunitybasedHispanictaxi drivers.By utilising this framework,theywere
ableto obtaina betterunderstandin@f the perceptionknowledge behaviourand
barriersthe participantdacedin reducingtheir CVD risk. Participantsn this study
reported@hallengingandstressfulwork shiftsasbarriersto betternutrition andgood
health,poorsupportsystemsandlow self-efficacyin overcomingbarrier$(Kannaet
al., 202Q p. 1. Thus thestudyhighlightedtheimportanceof communityoutreach
progranmes thatempowetthis populationto improvetheir CV health(Kannaetal.,
2020).FurthermoreSaffariet al.(2020)evaluatechow a HealthBelief Modelbased
educationaprogranme could protectat-risk police officersfrom developingCVD. The
studyfoundsignificantimprovementdetween baseline and follow uppsychological
andbehaviouralisk factorsfor CVD in the participantsiImprovementsvereseenn
their perception®f CVD susceptibilityandseverity andthe benefitsandbarriers
associateavith prevenative behavioursThe researchemsofoundthatself-efficacy
for engagingn healthybehavioursncreasecamongtheseatrisk participantgSaffariet
al., 2020).Despitethe differences in findings betwe#resetwo studiespothillustrated
the valueof understandinghe perceptionsknowledge pehaviourandbarriersfacedby
high-risk populationsKannaet al.(2020)wereableto identify the specificneedsof the

studypopulationandSaffariet al.(2020)wereableto usetheir HealthBelief Modet
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basednterventionto promoteCV healthandengageéehaviourchangeand thus reduce

CVD risk. To date,perceptionsknowledge pehaviourandbarriersto CV healthhave

not beenstudiedin the Fijian Indiancommunityin NZ. As illustratedin theexamples

above the HealthBelief Model providesa betterunderstandingf thekeyé pr edi ct or ¢
thatplayaroleinani n d i v KAPuoavdrdstealth. Thisisimportantfor finding

waysto supportCV healthpromotionanddiseasgreventionin the Fijian Indian
community.For thisresearchthe HealthBelief Model providesa framingfor usingan
empiricalapproacto promoteandimproveCV healthin the Fijian Indiancommunity.

2.11 Chapter Summary

This chapterhighlightsthe globalandnationalimpactof CVD andthe
importanceof CV healthpromotion.It describeshenewNZ healthsystemandthefive
themesf the NZ Health Strategy(2016).In NZ, thereareserioushealthdisparities
between the health ¢iie migrantpopulationandthatof the generalpopulation.
Thereforeakey actionareain the NZ Health Strategyis to increaseeffortstowards
preventiongarlyintervention rehabilitationandwellbeingfor peoplewith LTCs, such
asdiabetesandCVD. The OttawaCharterandthe HealthBelief Model offer a
conceptualensthrough whichto framenewstrategiegandinterventiondor health

promotionin high-risk populations.
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Chapter 3: KAP Surveys

Thischapterintroducesthe conceptof KAP surveyslt highlightshow KAP surveyscanbeused
to understanda population/communitgndto supportthe developmenof healthinterventions
andhealthpromotionstrategiesThischapteralsoincludesa scopingreviewof the useof KAP
surveysn CV healthanddiseasereventionin theliterature. Thisscopingreviewformsthe

basisfor thefirst phaseof this study.

3.1 Description and Definition

KAP surveysoriginatedin thefield of family planningandpopulationresearch
duringthe 195G 70s(Khan,1967;Ratcliffe, 1976) KAP surveysrepresena study
populationaimingto elicit whatis known (knowledge) believed(attitude)anddone
(practseg in the contextof thetopic of interest KAP surveyscanbe usedfor various
purposesncluding

(1) To identify the baselinknowledge myths,misconceptionsattitudes,

beliefs,andbehavioursn relationto a specifichealthrelatedtopic; (2) To

understandanalyseandcommunicateabouttopicsor situationsof interestin
thefield; (3) To provideinformationon needsjssuesandbarriersrelatedto the
developmenof effective,locally relevantpublic healthintervention;(4) To
measurgostinterventionchangesandthe effectivenes®f intervention

programmesimedat correctingandchanginghealthrelatedknowledge,
attitudespehavioursandpractice (Andradeetal., 202Q p. 479

Importantly, KAP surveyscandelpprovidevaluableinformationfor resource
allocation,planning,andimplementatiorof public healthprogramme8(Andradeetal.
(202Q p. 479. In manyrespectsKAP surveyshavebecomewidely acceptedsaform
of investigationinto healthrelatedbehavioursaandhealthseekingpracticesgspecially

in populationsaboutwhich ittle is known.
3.2 Health-RelatedKAP Surveys

NumerousstudieshaveusedKAP surveysasa methodto betterunderstand
targetpopulationandtheir healthneedsjncludingfor oral care,medicationsafety,
chronickidneydiseaseandthe managemenif common LTCs such afiabetesgout
andhyperuricemigHarroldetal., 2012; Tiwaskar& Sholapuri,2021;Vaidyaetal.,
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2020;Wangetal., 2015;Yangetal.,2017) Similarly, severaktudieshavebeen
conductednthe KAP of healthcargroviderssuchasphysicianspharmacistsnurses,
healthcarevorkersandmedicalor nursingstudentsregardingvarioushealthconditions
(Almaghaslaltetal., 2021;Baleghaetal., 2021;Hu etal., 2021;Kamacookeetal.,
2021;Koonisettyetal., 2021;Nguyenetal., 2021a).

In 2010,Saadiaandcolleaguesonducteda descriptive crosssectionalstudyin
Burayda,SaudiArabiato assesshelevel of awarenessr baselineKAP of 570female
diabeticpatientsregardingType 2 diabetesnellitus.Ther e s e a ratohadefors 0
obtaininginformationaboutthelevel of awareness/asto create/aidn formulatinga
preventativgorogrammeandto developtechniquedor effectivehealtheducationin
this study,theyusedan Arabic versionof a diabetesrelatedKAP questionnaire
coveringfour aspect®f diseasalemographid¢actorsand theKAP of womentowards
diabetesTheyrecorded amverallKAP scoreof 16.70+ 6.06(meant standard
deviation(sd))from a maximunscore 0f25. Theknowledgescorewas12.42+ 3.03,
theattitudescorewas1.46+ 1.79,andthe practicescorewas2.79+ 2.28,from
maximumpossiblescoresof 14,5 and 6 respectivelyAlthough,thep ar t i devep ant s @
of knowledgewashigh, ther levelsfor attitudeandpracticetowardsdiabetesvere
lower thandesirable Consequentlytheresearcherkighlighteda needfor structured
programmesn their clinic andhospitalto improvep a t i atitudesaddpractices
towardsdiabetegSaadieetal., 2010) However,asignificantlimitation wasthatthey
did not provideevidenceor reference on how the questionnairavastestedand
validatedprior to the study.

In 2016, Staniferandcolleaguexonducteca communitybasedcrosssectional
surveyof adultsin northernTanzaniao measurdAP associateavith chronickidney
diseasd anoncommunicablaliseasahatis agrowingpublic threatamongadultsin

sub-SaharariAfrica (SSA). Theresearcherbelievedthatunderstandinghe KAP
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associateavith non-communicableliseasesvascrucialfor developingoptimal public
policiesandpublic healthinterventionan theregion.However,very few community
basedssessmentsavebeenconductedn this area.To addresshis gap,they
administeredh validatedKAP surveyconcerningkidney diseaseo 606 participants
from 431 urbanandrural household$ the Kilimanjaro regionof TanzaniaOverall,
theyfoundthatparticipantshadlimited knowledgeof kidneydiseasewith amean
knowledgescoreof 3.28(95%  confidencanterval:2.94,3.63)from amaximum score
of 10. Thislow level of knowledgewasalsostronglyassociateavith level of education
andliving in arural setting.Neverthelesgparticipantsn this studyexpressea strong
interestin learningmoreaboutkidneydiseaseincluding itshealth,economicand
socialimpacs (attitude),as well asawillingnessto seekhealthcardrom multiple
sourcedor thediseasdpractice) For theauthorsthis baselindevel of knowledge
aboutkidneydisease&ould serveasanimportantfoundationuponwhich theycould
build chronickidneydiseaseeducationaprogrammesgiventhatthe participants
showedfavourableattitudestowardslearningmoreaboutkidney diseasgStaniferetal.,
2015,2016)

Morerecently,Leeetal. (2021)conducteda studyin Koreaon medication
(drug) safetyin adultsaged65 yearsor over.Olderindividualsarevulnerableandoften
havedifficulty accessingnformationusingcomputersmobile devicesandtheinternet.
Somemay alsohavephysicalbarrierssuchasvision and/orhearingproblemsor
decreasingognitivefactorslimiting their accessibilityandunderstandin@f drug safety
information(Brayneetal., n.d.;Dillon & Taragano2016;Launiala,2009;0laya
Guzmaretal., 2019;Pernambucetal., 2012) To understandhis issuefurther,the
researcherdevelopedandvalidateda questionnair@n medicationsafetyto identify
andanalysetherelationshipbetweerK AP andmedicationuseamongolderadults.In

this study,theyfoundthatolderparticipanthadaveragdevelsof knowledge attitude
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andbehaviourapracticesassociateavith medicationsafety.Their resultsalsoshowed
significantdifferenceshetweerknowledgeandpractic® thosewhowereeducatean
medicationsafetyachievedigherlevelsof safepracticethanthosewho werenot. They
alsofoundthat79.4%of participantsseltadministeredheir medicationsgven though
only 28.2%hadreceivedmedicationsafetyeducationThelevel of knowledgeaboutthe
safeuseof medicationwasfoundto positivelyaffectthep a r t i @ttitypdasant s 0
practice As aresult,Leeetal. (2021)recommendethatto improvetheawarenesand
practicegelatedto safemedicationusein olderadults,Gt is necessaryo designand
implementvariouseducationaprogrammeshatcanbe easilyaccessetly olderadult$
(Leeetal.,2021,p. 2).

To summarisestudiesto datehaveestablishedhe theoreticakconceptf the
KAP asa procesof humanbehaviourathangehatcanbedividedinto three
successivateps(1) theacquisitionof knowledgej(2) the generatiorof attitudes;and
(3) theformationof behaviour(Fanetal.,2018;Liu etal.,2016) Accordingto Fanet
al. (2018),&hetheorypresentshe progressiveelationshippetweerknowledge,
attitudesandbehaviourasfollows: knowledgeis the foundationof behaviourchange,
andbelief andattitudesarethedriving force of behaviourchangé@(p. 2). Wangetal.
(2020)found support fothis theoryin their studyastheyfoundthateducatiorbasedn
aKAP modelcanempowelpatientsto actively participatein the careandmaintenance
of their healthandasaresultplay a @demarkableole in diseasgreventioncontrol,and
rehabilitatiord(Wangetal., 2020)

Thesestudiesarebut afew exampleof the numerousealthrelatedKAP
surveys/studiethathavebeenconductedylobally. Fromchildrento olderadults,
specificpatientgroupsor healthcargrofessionalskK AP surveysn theliteraturehave
helpedresearcher® betterunderstanép o p u | aeedsphallergesandbarriers

regardingvarioushealthtopics/conditionsThesestudieshaveparticularlyhighlighted
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theadvantagesf conductingKAP surveysasa methodto determineatarget

p opul deaithnerdsyghichis akeyfocusof the currenstudy.
3.3 ScopingReview

To understandhe literatureon the useof KAP surveysin CV healthanddisease
preventiona preliminarysearchwasconductedf the MEDLINE (Ovid) databasethe
CochranéDatabas®f SystematiReviews,andthe JoannaBriggs InstituteEvidence
Synthesislournal At thetime of the searchno currentor ongoingsystematiageviews
or scopingreviewswerefound on thetopic of interest.

Givenfavourableevidencdor the value ohealthrelatedKAP surveysin the
literature,a scopingreviewwasconductedo explorethe body of evidenceon the useof
KAP surveysfor CV healthanddiseasgreventionSargeanandO 6 C o {2020y
defined ascopingreviewasd@ descriptiveapproactthatis designedo chartthe
literaturearounda particulartopic. The approachnvolvesanextensivditeraturesearch,
following by a structurednapping,or charting,of theliterature(p.1). Accordingto
Munn etal. (2018),scopingreviewsareanddealtool to determinethe scopeor
coverageof abodyof literatureon agiventopic andgive clearindicationof the volume
of literatureandstudiesavailableaswell asanoverview(broador detailed)of its focusd
(p. 2). Scopingreviewsaresimilar to traditionalsystematiageviewsin thattheyfollow a
structuredorocessbut theyareperformedior differentreasonandhavesomekey
methodologicatlifferencegArksey& O 6 Ma 12008;€alquhouretal.,2014;Levac
etal.,2010;Petersetal., 2015)

Scopingreviewscanbe conductedo (1) identify thetypesof availableevidence
in agivenfield (Challenetal., 2012} (2) clarify key concepts/definitions the
literature(Hinesetal., 2017} (3) examinehow researchs conductedn a certaintopic
or field (Callaryetal., 2015) (4) identify key characteristicer factorsrelatedto a

concept(Harfield etal., 2018} (5) as a precursoito a systematigeview;and(6) to
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identify andanalyseknowledgegapsin theliterature(Munnetal., 2018;Wagmaretal.,

2015)
3.4 ScopingReview: Protocol

In 2015,the Joann&aBriggs Institute (University of Adelaide,Australia)
publishedformal guidelines for conductingscopingreviews(Petersetal., 2015) which
wereusedto directthis scopingreview.As mentionecabove the objectiveherewasto
exploretheuseof KAP surveysregardingCV healthanddiseasereventionn high-risk
populationspy usingthefollowing reviewquestiondNVhatis knownfrom theliterature
on KAP surveystowardsCV anddiseasgreventionn high-risk populations@ The
aimsof thereviewwereto 1) identify how CV healthrelatedKAP surveyscan
characteris@a populationat risk of developingCVD; and2) explorehow knowledge
obtainedirom KAP surveyscansupportthe promotionof CV healthanddisease
preventionin thesepopulations.

The scopingreviewprotocolinvolvedathreestageprocessi) searching
relevantdatabaset identify andselectarticlesbasedn theinclusioncriteria; 2)
screeningthetitles andabstractof the selectedarticles;and3) reviewingthe full text of
eacharticleto form areviewof thetopic. Detailsof this processaandthe outcomef
eachstagearedescribedelowandillustratedin Figure3.1

PubMed,EmbaseandScopusthreewell-knownhealthdatabasesyereusedfor
theliteraturesearchln October2021,thefollowing searcrstringwasappliedto all
threedatabasebasednthekeywordsint h e sreseadclguestion6 k nowl edge,
attitudeandp r a c ®R 6ckeAORND 6 c ar d i 0 ORadshcev@R &t 1@y BNID 6 a t
ri ©R® aisk; ORO6 h irg OR @ h ir g hsGlvénthe specificnatureof the
scopingreviewtopic, articleswereselecteasedn the following inclusioncriteria:
(1) participantsin the studywereadults(19+ yearsof age);(2) the studyemployeda

KAP surveyrelatedto CV healthanddiseasegrevention)(3) thearticlewaswrittenin
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English;and(4) thearticlewasavailablefreein full textfor review.Articles were
excludedf theydid notmeetall of theserequirement®r if theywereduplicates.
Figure 3.1

Article Searchand Selection Proced®r a Scoping Reviewf the Literature (Adapted

From Moheretal., 2009; TheJoannaBriggs Institute,2015)
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A total of 39 publications/articlesasidentified through the database search.
Each of the89 articlesvasscreened for inclusion by applying thbovecriteria toits
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 afigkt 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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Thelimited numberof articlesrelatedto thistopic highlightedanimportantgap
in theliteratureon the KAP of high-risk populationsconcerningCV healthanddisease
prevention.Theseresultsalsoconfirmedwhy a scopingreviewwasmoreappropriate

for this studythan wasa systematiaeview.
3.5 ScopingReview: Data Extraction Tables

After full-textreview,thefollowing informationwasextractedrom thearticles
usingastandardisedataextractionform/table authorandyear,country,studydesign,
studypopulation,aim, purposeor objectives studymethodsputcomesgconclusionand
key findingsrelatedto the scopingreviewquestion(Tables3.1i 3.5).

In this scopingreview, theresearchechosenotto evaluatehe methodological
quality of eachindividual study(in detail)astheaim of thereviewwasto describehe
scopeof theliteraturein this area ratherthancommentonits rigour (Arksey &

O 0 Ma |12008;Melouetal., 2020; The JoannaBriggs Institute,2015; Tricco et al.,
2018) Theresearcheuseda Microsoft Excelspreadsheeb categoriseéhe
data/informatiorto describeandsummariseeachstudy(Tables3.1i 3.5).

Table 3.1

Data ExtractionTablefor theHertzetal. (2019)Sudy

Database PubMed
Author & year Hertzetal. (2019)
Country Tanzania
Studydesign Prospectivebservational sty

Studypopulation This studywasconductedat Kilimanjaro ChristianMedical
Centre(KCMC), atertiary carecentrein the Kilimanjaro region
of northernTanzaniaA total of 349adultpatientspresentingat
anEmergencyDepartmentn northernTanzaniawvith chestpain
or shortnes®f breathwereenrolledin the study

Aim, purpose, or To increasaunderstandingf theknowledge attitudesand

objedives preventativgracticegegardinglHD in SSAto develop
patientcentredinterventiongo improvecareandoutcomes

Studymethods  § A questionnairavasadaptedrom existingKAP surveys

regardingCV diseaseandtheWHO 6 S T EiRs8umnent

1 An IHD knowledgescorewascalculatedoy allocatingl point
for eachcorrectresponséo the knowledgerelateditems,with
amaximumscoreof 10.
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Database

PubMed

Outcomes

Conclusion

Key findingsthat
relateto scoping
reviewquestion

1 AssociationdetweenHD knowledgeandpatient
characteristicsvereassessedsingWe | cteét.s

1 Themean(sd)knowledgescorewas4.8(3.3). Most
respondent§224,64.2%)recognisedbesityasarisk factor
for heartattack,anda minority (34, 9.7%)knewthata daily
aspirincouldreducetherisk of aCV event.GreatelHD
knowledgewasassociateavith youngerage(p = 0.045)and
higherlevelsof educationp < 0.001),but not higherrisk of
CV diseasdp =0.123).

1 Mostrespondentexpresse@ willingnessto addressheir diet
to improvetheir health(322,92.3%)with a preferencdor
treatmenfrom a physicianfor a heartattackratherthana
traditionalhealer(321,92.0%)

1 A minority of patientsreportedexercisingregularly(88,
25.2%)or consultinga doctorroutinely for checkups(100,
28.7%).

High-risk emergency departmepatientsn northernTanzania
havemoderat&knowledgeregardinglHD, butdo not
consistentlyengagean healthyprevenative practicesPatient
centrednterventionsareneededo improvelHD knowledge
andpracticesn high-risk populations.

Understand populationatrisk of developingCVD

1 High-risk patientshaveinadequatd&nowledgeof IHD and
unhealthypracticesowardslHD, highlightingthe needfor
patientcentrededucationalnterventionsn northern
Tanzaniaparticularlyamonghigh-risk populations

Supportthe promotionof CV healthanddisease

1 CharacterisingatientK AP towardsIHD is essentiato
developingeducationabndhealthsysteminterventiongo
reducelHD-relatedmorbidity andmortality acrossSSA

1 Therole of the patientin IHD diagnosisandoutcomeshas
previouslybeenlargelyignored.If patientsat highrisk for
IHD in SSAhavepoorknowledgejnappropriateattitudesand
unhealthypracticesegardinglHD, thenIHD burdenand
outcomeswill likely berefractoryto improvementdespite
physiciancentrednterventions

1 Understanding a t i belrefs,getceptionandbehaviourss
essentiato developinterventiongo reducelHD morbidity
andmortality acrossSSA

1 EducationakffortsregardinglHD in northernTanzania
shouldtargetolderhigh-risk populations

1 Identifying barriersto healthypracticesanddeveloping
patientcentrednterventionghataddressuchbarrierswill be
essentiafor reducingthe burdenof IHD locally.
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Table 3.2

Data ExtractionTablefor the Shammetal. (2021)Sudy

Database PubMed
Author & Shammietal. (2021)
year
Country Bangladesh
Studydesign Crosssectionaktudy
Study 250hospitalisedmiddle-agedandelderly patientswith CV diseases
population atthe CoronaryCareUnit of the 250-Bed SadarHospital,Jashore,
Bangladesh

Aim, purpose To evaluatehedietarypatternsandtheir associatiorwith CVD risk
or objectives  factorsof middle-agedandelderlyadults

Study Demographidata,knowledge attitudeandpracticesowards CVD-
methods relateddata,dietarydata,andsomebiochemicaldatawerecollected
from 250 participants

Outcomes 1 Accordingto their BMI, mostrespondents/ereoverweight

1 Ther e s p o rpahdicelevel towards CVD waspoorerthan
their knowledgeandattitudelevel. A positivecorrelationwas
foundinther e s pomKdRR nt s 6

1 MostoftheCVDp a t i teoponhirsvd@luesandblood pressure
levelswerehigherthanthe acceptabléimit, andtheirlipid profile
levelswerenotideal. Most wereat borderlinerisk of CvD and
someat highrisk. The patientsvho consumed largeramountof
redmeat,eggs,cheesefastfood, soft drinksandsalty snackshad
ahigherprobability of increasingheir LDL andtriglycerides
(TG) levelsin their blood (majorrisk factorsof CVD) thandid
patientswho regularlyconsumedish, chicken,pulsesnuts,fruits
andvegetablesn their diet.

Conclusion  This studysuggestshatthe consumptiorof fatty foods,fastfoods
andsoftdrinksleadsto the probability of increasing.DL andTG
levelsin patientsatrisk of CVD.

Key findings Understand populationatrisk of developingCVD

thatrelateto Researclontheassociatioramongknowledge attitude practice,

scoping dietarypatternsandbiochemicainformationwith CVD risk
review factorsis scarce
question 1 Thisstudyassessethattherespondenthadgoodknowledgeand

positiveattitudesbut poor practice

1 Theknowledgescorewas71.23+ 11.20asthe scoresvere
convertedo 100 pointsanda scorebelow55 wasacceptedis
poor,ascoreb5 77 wasacceptedisgood,anda scoreabove77
wasacceptedsthe best.This studyshowsthatthe knowledge
scorewasgood,aswastheattitudescore75.02+ 8.34,butthe
practicescorewas51.56+ 7.49 whichis below55 and
consideregoor.Theresulsindicatal thatther e s ponder
knowledgeandattitudescoredowards CVD werebetterthan
thar practicescores.

1 Therewasasignificantpositivecorrelationbetweerknowledge
andattitude(r = 0.391,p = 0.000). Therewasalsoa positive
correlationbetweerknowledgeandpractice(r = 0.107,

p = 0.032) andbetweerattitudeandpractice(r = 0.120,
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Database PubMed

p = 0.057).It canbe anticipatedhatasknowledgeincreases,
attitudeandpracticewill improveaccordingly.

Supportthe promotionof CV healthanddisease

T Ani ndi v knowledde atttudeandbehaviouralsoinfluence
CVD risk factors.By alteringani n d i v foodhabitsand
lifestyle andincreasingheir KAP towards CVD, risk of CVD can
bereducedref 19i 22in text).

1 On pp.363 364theauthorsdiscused how specificresponses
KAP questionsn this studyshowed preventionagainstCVD in
this population.

Table 3.3

Data ExtractionTablefor the Vaidyaetal. (2013)Sudy

Database Embase
Author&  Vaidyaetal. (2013)
year
Country Nepal
Study Descriptive,communitybasedgcrosssectionalktudy
design
Study 777respondentfrom six randomlyselectectlustersan two villages
population
Aim, To identify theknowledge attitude ,andpractice/behaviouof CV

purpose or healthin residentof a semiurbarcommunityof Nepal

objectives

Study 1 A basicquestionnaire¢ailoredto site-specificresponses Nepal

methods usingtheWHOI NCD STERwise approactio surveillancg STEP1
and2 questionnairesior demographiénformation,behaviourabnd
physicalmeasurementsindothersourcedor addressing
knowledge attitudesandpractice/behavioussueqref 15,241 39in
text).

1 Responsew® questionon CV healthknowledgeattitude,and
practice/behaviouwveregivenscorego compareandcorrelatethe
componentsBlood pressuravasrecordedandanthropometric
measurementsiken.

Outcomes 9§ 70.0% of the participantsverewomen,and26.9%lackedformal
educationTheburdenof CV risk factorswashigh: 20.1%were
currentsmokers43.3%exhibitedlow physicalactivity and21.6%
werehypertensive.

1 Participanthhada poorknowledgeof the cause®f heartdisease
29.7%identifiedhypertensiorand11%identified overweightand
physicalactivity, whereaonly 2.2%identified high blood sugar.
Approximately60% of respondents/ereignorantof any heart
attacksymptomsand20%knew 2i 4 symptoms.

1 Medianpercentagscoredor knowledge attitudeand
practice/behaviowvere79.3%,74.3%,and48.0%, respectively.
Nearly44% of respondenthadinsufficientknowledgeandfewer
than20% hadhighly satisfactoryjknowledge Amongthosewith
highly satisfactoryknowledge only 14.7%hada highly satisfactory
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Database

Embase

attitude,and19.5% 13.9%hadsatisfactoryandhighly satisfactory
practicesrespectively.

Conclusion This studydemonstratea gapbetweenCV healthKAP/behaviouiin a

Key
findings
thatrelate
to scoping
review
guestion

semiurbarcommunityin alow-incomenation,evenamongthose
alreadyaffectedby CV disease.

Understandh populationat risk of developingCVD

1 Thefindingsof the studyindicated agapin KAP. Thepoor

relationshipbetweerKAP scoresvasunsurprisingoecause linear
relationshipbetweernvariablesmaynotexistin CV health(e.g.,
highly satisfactoryknowledge= high satisfactoryattitudeand
behaviour)

Thequestionnairelid notexplorewhetherparticipantshadquit
smokinganddid notidentify the barriersto quitting information
thatcouldbeimportantfor public health.The Theory of Reasoned
Action (ref 48 in text) argueghatintentionis acritical component
of healthybehaviour Although confirmingthatthe genuinenesef
intentionis difficult, suchintentionmay provideanopportunityfor
public healthintervention.Importantly,r e s p o nmehgomgors 6
attemptingpositivehealthbehaviouwereidentified. Many
constructof the HealthBelief Model (ref 48in text), suchas
perceivedbenefit( 6 w ato feetbde t tceest@daktion

( 6 e n c oby ahaalthprdfessionale t cand@ear( 6 d efat h
family memberge t cappiatq affectbehaviouradecisions.
Thisimpliesthatno universalinterventioncanimprovethe CV
healthKAP of everyindividual in acommunity.Thechallengdies
in identifying individualswho complywith variouslinearmodels.
Healthbehaviourttheoriessuchassocialcognitivetheoryandthe
Theoryof Reasoned\ction; ref 48in text) suggesthatknowledge
andattitudearemerelytwo component®f the pathwayghatleadto
behaviour.

Supportthe promotionof CV healthanddisease
1 Toidentify abaselinegKAP in the communityto aid the planningof

healthpromotionactivities. Theresultsshowthe potentialand
possibilityfor communityhealthpromotionto improveCV health
literacy.
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Table 3.4

Data ExtractionTablefor the Mirza etal. (2016)Sudy

Database N/A
Author & Mirza etal. (2016)
year
Country Bangladesh
Studydesign Crosssectionalhospitatbasedstudy
Study 222 Bangladeshpatientsfrom agovernmentCV hospital
population representing lowerincomepopulationin Dhaka,Bangladesh

Aim, purpose
or objecives
Study
methods

Outcomes

Conclusion

Key findings
thatrelateto
scoping
review
guestion

To asses&nowledgeandperceptioraboutcoronary artery disease
(CAD) to developbaselinedatafor preventativgprogrammes

1 TheKAP studyquestionnairevasfirst pilotedin boththe home
institution (5 patients)andin the hosthospital(15 patients\where
it wastranslatecandbacktranslatedor comprehensioand
response&onsistency.

1 The40-pointKAP surveyswerecompletedbasedon systematic
randomsampling.Correctanswersverescoredasé ladd
incorrectas6 0Theinitial demographiwariablesassessethe
p at i $SE68 Knewlledgequestionsaassessethelevel of
understandingf risk factors,andsignsandsymptomsof CAD.
Attitude questionsassessethelevel of socicbehavioural
perspectiveandpreconceivediotionsaboutCAD. Practice
gquestionsdentified healthseekingoehavioursaandpreventative
behaviours.

ThemeanKAP scorewas21.45+ 5.83from atotal possiblescoreof
40.0nly 5.9% of thesamplewasableto demonstrate high level
of proficiency.Men hadmoreknowledge(t (1.962)= 1.334,p =
0.051),butwomendemonstratedhorehealthseekingoehaviours
with strongerstatisticalsignificance(t (i 2.135)=10.407,

p = 0.034).Severakignificantchi-squarerelationshipsverefound
betweerthe SESandKAP scores.

This studydemonstratedelectivelapsesn CAD KAP among
Bangladeshpatientsof low SES.Futurepreventativeeducational
interventionsvould be beneficiaby targetingthe deficienciesn
KAP revealedn this study.

Understandh populationat risk of developingCVD

1 A thoroughliteratureresearchuncoveredimited published
informationregardingK AP towards CAD in the Bangladeshi
population.especiallyin low-SEScitizenswho oftenrely on
governmenhealthcardacilities. The studyfill edthis knowledge
gapby examiningrelationshipsn Bangladeslibetweerp at i e
SESandtheir KAP regardingCAD.

9 Thissurveyrevealedspecificlapsesn knowledge attitudeand
practicebehaviourgegardingCVD. Women,the poor,the
uneducate@ndyoungindividualswerelessknowledgeablabout
CVD. A poorunderstandingf dietandexerciseor reducing
CVD andtheassociatiorof tobaccosmokingwith CVD mortality
wasdemonstrated.

1 Low understanding@f CAD, its traits, risk factorsandprevention
strategiesmay be explainedby the knowledgegaphypothesisa
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Database N/A

low SESputspeopleatrisk of havinglimited accesgo resources
comparedvith thosewith a high SES.Thisresultsin asocial
divide regardingknowledge.

Supportthe promotionof CV healthanddisease

1 Implementatiorof healthprogrammesailoredtowards improving
ap o p ul aurrentdevedos understandingpeliefsand
behaviourgegardingCVD would be moresuccessfuand
effectiveif programme$adsocioeconomi@andsociocultural
relevance

1 Futurepreventativgorogrammencouragingegularexerciseand
healthydietaryhabitscould be moreeffectiveif theyempowered
women.Tobaccacessatiorcampaignandaspirinprophylaxisare
neededstheyareunderestimatedndundervaluedn this
population.CVD is alargely preventablaliseasebut many
interventiongegardingprimary andpreventativenealthcare
servicesarenotfeasiblebecause afimited infrastructureand
constrainedundingin developingcountries(ref 47 in text).
However this surveydemonstratethatfuture programmeganbe
moreeffectiveif led by governmenhospitalsandlocal doctors.
An effectivehealtheducationainterventionis a key solutionto
the CVD epidemicin thisregion.

Table 3.5

Data ExtractionTablefor the Mohamnad etal. (2018)Study

Database N/A
Author & Mohamned etal. (2018)
year
Country Malaysia
Studydesign Crosssectional
Study 100 patientsattendinganoutpatientclinic in Kuantan,Malaysia
population selectedhroughconveniensampling

Aim, purpose To determineghe KAP of patientsregardingherisk of CVD and
or objectives  associatedactorsof thediseasen the Kuantanpopulation

Study 1 A structuredquestionnaireonsistingof four partswasdeveloped
methods toobtainp a t i demdgrephicdataandKAP regardingrisks of
CVD.

1 Thescoregivenfor acorrectansweron knowledgewas3, 2 for
ao notknow,6and1 for anincorrectanswer.The scoregyivenfor
guestionsaboutattitudedependean positiveandnegative
statementdf the statementaspositive,5 marksweregivenfor
Gtronglyagre@ 4 for cagred 3 for neutraf 2 for aisagre
andl for tronglydisagre@ andvice versafor the negative
statementdgrinally, scoredor questionon practiceweregivenas
4 for Galmosteverydayg 3 for drequen§ 2 for seldong and1
for neven if theactivitieswerepositive,andvice versafor
negativeactivities

Outcomes 1 Themeanscoreqstandardieviation)for KAP were60.75+
4.823,54.36+ 8.711,and33.43+ 4.046,respectivelywhereas
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Database N/A

the maximumscoresobtainedoy the subjectdor KAP were71,
65and 43 respectively.

1 Regardingquestiongelatedto knowledge 88% of the subjects
knewthatanirregulareatingpatterncould causediseaseand
appreciatedhe benefitsof vegetablentake.Most subjects
recognisedhatsmokingandobesitywere CVD risk factors.
Regardingguestiongelatedto attitude,96%agreedhatexercise
canpreventCVD. More thanhalf of the subjectdollowed a
healthylifestyle. Therewerestatisticallysignificantdifferences
observedn knowledgedevel betweersexeqp = 0.046)andraces
(p=10.001).

1 Therewas,however no statisticallysignificantdifference
observedn KAP acrosdifferenteducationevelsof the subjects
regardingtherisk of CVD (p = 0.332,0.185and0.160,
respectively).

Conclusion  Thisstudyrevealedhatpatientshadgoodknowledgeandattitude
regardingCVD risk factors.However the numberof smokersvas
still quite high. Developmenbf a betterpublicinformationsystem
is essentiafor thewellbeingof thesociety.

Key findings Understand populationatrisk of developingCVD

thatrelateto 9 This populationcanbe consideredo havesoundknowledgeand

scoping attitudesregardingCVD risk factors.However,the numberof
review smokerss ratherhigh, atonethird of thetotal samplesize.In
guestion addition,the practices of the subjectsverenot optimal.

Significantdifferencesvereobservedn the knowledgedevel
regardingCVD acrosggendersandraceswhereaso significant
differencewasobservedn knowledgeacrossacademidevels
regardingtherisk of CVD. Meanwhile for attitudeandpractice,
therewasno significantdifferenceacrosggendersracesand
educatiorievels.This highlights thait is importantto have
informationaboutthe KAP of the populationsothatsomeaction
canbetakenfor improvement.

1 Theinformationobtainedfrom this studywasusedto determine
the KAP of the outpatientsn aclinic in Kuantantowards risk
factorsfor CVD. Threevariablesonly wereusedin this studyto
relateto KAP: genderyaceandacademidevel. However,mostof
these variableshowedno significantdifferencein KAP
regardingtherisk of CVD.

Supportthe promotionof CV healthanddisease

1 Realisatiorof risk factorsfor CVD andits preventionstepsarean
importantkey thatcanensureesarly detectionof CVD (ref 10-12),
which cansavelives andresourcegref 13-14).

1 Thereis anurgentneedto encourageonsunption ofa healthy
dietfor givencommunitybenefits

1 Inthefuture,theresultsof this studymay positively benefitthe
Kuantanpopulation.
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3.6 ScopingReview: Narrative Summary

Usingthe Methodologyfor JBI ScopingReviewsvianualandtheinclusion
criteriaoutlinedabove five articleswerefoundto berelatedto theresearclgyuestio®
ONhatis knownfrom theliteratureon KAP surveystowardsCV anddiseaserevention
in high-risk populations@ Thesestudieswerebasedn SouthAsia, Southeasfsia and
EastAfrica andthearticleswerepublishedbetweer2013and2021.The averagesample
sizeacrossstudieswas340 participantgrangel00 777).Althoughtherewereafew
differencedn theratio of maleto femaleparticipantdetweerstudiesall participants
werein themiddleto olderadultagerange Mostwerepatientsof eitheranoutpatient
clinic, hospitalor medicalcentrealthough onestudy(Vaidyaet al, 2013)recruited
participantfrom two semurbancommunities.

All five studiegHertzetal.,2019;Mirza etal.,2016;Mohamned etal., 2018;
Shammietal., 2021;Vaidyaetal., 2013)employedobservationalgrosssectional
designsCrosssectionaktudiesareprimarily usedto identify prevalencendrelevant
associationghatcanbefurtherinvestigatedvith a cohortstudyor arandomised
controlledtrial (Mann,2003)TheKAP surveysusedin eachof thesestudieswvereeither
adaptedrom existingKAP surveys relatedto CVD or createdpiloted, validatedand/or
translatednto alocal languagéeforethe studywasconductedThefive studies
describedn Tables3.1i 3.5arenow evaluated.

Vaidyaetal. (2013),theearlieststudyin this review,conducteda descriptive,
crosssectionalktudyto determinghe KAP of CV healthin two semurbancommunities
outsideKathmanduNepal. This studywaspartof alargerprojectcalledHeart-Health
AssociatedResearcltand Disseminationn the Communitycarried ouin the Jhaukhel
DuwakotHealthDemographicSurveillanceSite outsideKathmanduln apilot studyin
2010,this groupof researchersebservegoorCV healthknowledgein the Duwakot

populationin Nepal(Vaidyaetal.,2010) Thus,theaim of the 2013studywasto
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increasdheunderstandingf KAP towardsCV healthby first conductingn-home
interviewswith 777 residentsisinga questionnairdbasecdonthe WHO STERwise
approactio surveillanceandotherresourcegor addressindKAP/behaviourissuesThis
studyusedmultiple sourcedo createthe KAP questionnairdutdid notconsider
assessinghe contentvalidity of the questionnairer pre-testingit in asmallgroupof
participantsNeverthelesst did assesthed q u e 5 & | D abl daltulating 6
Cr onb ac K a9 measume bf thaternalconsistencyf a questionnaireThey
alsoprovideda detaileddescriptionof the scoringsystemthey usedto analysehelevel
of KAP regardingCV healthin thiscommunity(Vaidyaetal.,2013 Table3.1).
Thesecondstudyin thisreviewby Mirza etal. (2016)alsoconductech cross
sectionalkstudy Its participants were inpatients thie SuhrawardyCardiovascular
InstituteHospitalin BangladeshTheaim of this researclwasto assesshe knowledge,
attitudesandhealthseekingpracticesof coronary artery diseas€fAD) among
inpatientsto developbaselinedatafor preventativgorogrammesaswell asto
understandherelationshipbetweerap a t i SESandtheir KAP towardsCAD. Prior
to this study,Mirza etal. (2016)developeda KAP questionnaireisingthe WHO
guidelinesfor KAP ontuberculosisandquestiondrom a Malaysiansurveythat
examinedv o me KAP sowards CVD. This questionnairevaspilotedint he aut hor ¢
homeinstitution (USA) with five patientsandat thehosthospital(Bangladeshyvith 15
patients(resultsnot published).The questionnairevasthentranslatedandback
translatedfor comprehensioandrespons&onsistencylanguagenot specified) A
major limitation wasthatthis studydid not providedetailsor referencsfor their testing
or analysismethodsprior to the study.Theresearcheradministeredhe KAP surveyto
222 patientsrepresentingow-incomecitizenswho utiliseda governmenfunded

institutionfor primaryandcardiacspecialtyhealthcar€Mirza etal., 2016 Table3.2).
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Mohammacetal. (2018),thethird studyin this review,focusedon determining
the KAP of patientsn Malaysiaregardingherisk of CVD andits associatedactors.
Similarto the Mirza etal. (2016)study,the authorgonstructeca KAP questionnaire¢o
identify risk factorsfor CVD. The contentof this questionnairavasvalidatedby experts
andthenpiloted andtranslatednto Malay, the primarylanguageof the surveyed
population.Unfortunately thesepreliminaryresultswerealsonot reported/publisheah
thestudy(noreferencerovided).Theresearchersecruited100 patientsattendingan
outpatientclinic in Kuantanfor the study(Mohammacdet al., 2018Table3.2).

Hertzetal. (2019),thefourth studyin this review,conducteda prospective,
observationastudyat Kilimanjaro ChristianMedical Centre(KCMC) in northern
TanzaniaTheobjectiveof this studywasto increasaunderstandingf the knowledge,
attitudesandpreventativepracticegegardingHD in SSAto aid in the developmenof
patientcentrednterventiongo improvecareandoutcomesTo that endparticipants
wereco-enrolledinto this studyif theywerescreenedseligible for a parentstudyon
patternof carefor patientswith chestpainor shortnes®f beath.Accordingto the
authors,TanzanigandSSA) did nothavealocally validatedKAP surveyfor IHD atthe
time. Thus the KAP surveyusedin this studywasa compilationof multiple KAP
surveysregardingCVD in SSAandelsewherdnot specified).Similar to the studies
above selectedjuestiondrom thevarioussourcesverereviewedby an
interdisciplinaryteamconsistingof cardiologistsemergencynedicinephysiciansand
lay peoplefrom Tanzaniaandthe USA. The KAP surveywasthentranslatedrom
Englishto Swahili (andbacktranslatedandpilotedon 10 peopleto ensurecontent
clarity andfidelity, andto flag anyambiguity.Like the otherstudiedn this review,this
researchdid notincludeanydetailsor reference regardinghow the questionnairevas
validatedandanalysedA total of 349 co-enrolledparticipantqout of 360eligible

participants)vereincludedin this study(Hertz et al., 2019Table3.4).
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Thelaststudyin thisreviewby Shammietal. (2021)studiedassociatios
betweerdietarypatternsKAP andbiochemicainformationwith CVD risk factorsin
middle-agedandelderlyadultsin Bangladeshin this study,a KAP surveywasusedto
asses250participantdn the CoronaryCareUnit of a 250-bedGeneraHospital,
Bangladesl{Shammietal., 2021 Table3.5). Althoughthe questionsisedin the survey
werepublishedthearticledid not specifywhetherthe studyhadusedexistingKAP

surveysasaresourceor whethert hadvalidatedor pilotedits own version.

3.7 Aim One: How can CV Health-RelatedKAP SurveysHelp

ResearcherdJnderstand a Population at Risk of DevelopingCVvD?

CV healthrelatedKAP surveysassistesearchers assessing) awarenesand
understanding(ii) attitudespeliefs,perceptionandbehaviours(iii) therelationship
betweerKAP andCVD risk factors and(iv) underlyingconceptsaandtheoretical
modelsthatmayinfluencethe populationat risk of CVD.
3.7.1Level of Awarenessand Understanding

Hertzetal. (2019)foundthatmanyof theadultpatientspresentingvith chest
painor shortnes®f breathin theiremergency departmehadinadequat&nowledgeof
IHD. Although,the mean(sd) knowledgescorewas4.8(3.5) from a possiblel0 points,
manyparticipantknewthatobesityincreasedhe chanceof a heartattackandthathigh
blood pressurea saltladendiet, a sedentaryifestyle, high cholesterobndold agewere
all risk factorsfor a heartattack.A few of the participantknewthattakinga daily
aspirincouldreducethe chance®f a seconcheartattackor stroke,andthatdiabetes
increaseshe chance®f a heartattack.Similarly, lessthanhalf of the participantdn this
studyknewthata heartattackandstrokearenot the samething (Hertzetal., 2019).

Mirza etal. (2016)askedpatientsn agovernmenCV hospitalto identify signs
andsymptomsof CAD. Amongthe eightsymptomdisted, 91% of the participantsvere

ableto recognisechestpainasa characteristicymptomof CAD, but naused30%),
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dizzinesg35%),arm(35%)andjaw pain (20%)waslessoftenrecognisedn the study
population.Overall,the researchefsundthatmanyof their participanty71%)were
ableto identify up tofive symptomswhich theyconsiderec&nappropriatdevel of
proficiency.Participantsverealsoaskedo recogniseCAD risk factorsanddifferent
waysto preventCAD. Theyfoundthatmorethanhalf of the participantddentified
hypertensionhyperlipidaemiafatty dietandsmokingasprobablerisk factors,but
fewerparticipantadentified physicalinactivity or family historyasrisk factors.In
termsof CAD prevention,78% of participantdbelievedavoidingfatty foodsand63%
believedsmokingcessatiowereeffectivewaysto preventCAD, yet only 22% of
participantghoughtthatliving anactivelifestyle could preventCAD (Mirza etal.,
2016)

In contrastMohammadet al. (2018)observedhatparticipantsattendingan
outpatientclinic hadgoodknowledgeof CVD risk factors.Theyfounda mean(sd)
knowledgescoreof 60.75(4.82)out of a possible75, with 35% of their study
populationhavinga knowledgescoreof 65.00r above Half of the participantan this
studycouldcorrectlyanswergeneralquestionon CVD, suchasknowingthatadequate
exercisecanpreventCVD andthatirregulareatingpatternsccancauseharm.However,
only 37% of participantknewthatobstructedloodvesselsvereassociateavith CVD
andonly 16%knewthedifferencebetweergood(high-density lipgrotein HDL)) and
bad(low-density lipoproteinl{DL)) cholesterolFor the questiongirectly relatedto
CVD risk factors,mostof the participantsvereableto identify thesecorrectlyd with
the exception ofliabetesnellitus, strokeandhavinga sedentaryifestyled whereas
only 38%,39% and37% of participantsyespectivelywereableto identify themasrisk
factors(Mohammacdetal., 2018)

Similarly, Shammietal. (2021)found middle-agedandelderly patientswith

CVD atthe CoronaryCareUnit to havegoodknowledgeof CVD risk factors
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nonethelesghese researchetso wereableto highlight gapsin participantknowledge,
suchasthe effectsof high cholesterolln the samestudyonly 16% of participantsvere
ableto providecorrectresponsesegardingsaturatedats 94%failed to identify which
foodscontaintransfats, and67% hadno knowledgeof the foodsthatcouldincrease
bloodcholesterolevels(Shammietal., 2021)

Unlike theotherstudiesVaidyaetal. (2013)testectheir CV healthrelatedKAP
surveyon residentf a semiurbarcommunity a general population instead of
participantavho were ill orwho had CVD Theyfoundthattheir studypopulation
demonstratetbw overallknowledgeof the cause®f CVD. Approximately60% of
participantgdid not know any of the signsof a heartattack. Amongthosewho were
familiar with thewarningsigns,almost50% knewonly onesign, 37%knewtwo signs,
11%knewthreesignsand3% knewfour signs out of a possiblesevenUnlike Mirza et
a | (2@16)study,only 20% of the participantsdentified chestpain,the most
prominentandsignificantindicatorandwarningsign of a heartattack.When
participantsvereaskedaboutwhatactiontheywould takefor a suspectetheartattack,
morethan20%gaveno response/5% saidtheywould immediatelytakethe personto
hospital,and3% saidtheywould try hometherapy ,consulta traditionalhealeror stay
homeandwait for the symptomgo subside\Whenparticipantsvereaskedo identify
specifichearthealthyfoods,almostall identifiedgreenleafy vegetable$95%)and
fruits (92%),but 22% of participantsalsothoughtthatsaltyfood (suchaschips)was
healthy(Vaidyaetal.,2013)

With KAP surveysresearchersanmeasurehelevel of awarenessr
understandingf a healthconditionor diseaseamonga populationatanygiventime.
For populationsat a higherrisk of developingCVD, determiningtheir level of
awarenessr understandingf CVD canbevaluablefor finding waysandtopicson

whichto educateandpromoteCV healthanddiseaserevention.The studiesin this
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review haveshownhow differentpopulationscanhavevaryinglevelsof awarenesand
understandingf CVD. Beingableto useatool suchasa KAP surveyin suchsituations
notonly highlightsthe areasvherepromotionstrategieseedto beimproved/tailored,
butallowsresearchert build on existingknowledgeof a particularpopulation as
demonstrated b$taniferetal. (2016)
3.7.2Attitudes, Beliefs,Perceptionsand Behaviours

KAP surveysalsodrawattentionto theimportanceofani nd i v atttudey | 6 s
beliefs,perceptioneindbehaviourgowardsa healthconditionor diseaseAndsoyetal.
(2015)foundthatap e r sattitudeandbehaviourcanplay animportantrolein ther
developmenof CVD.

Mohammacetal. (2018)foundthattheir overall studypopulation(outpatient
clinic patients)isplayeda positive/goodattitudetowardsCVD, scoring above 50%
mor mostguestionsn this section Most of the participantsagreedhatthey must
maintainanactivelifestyle, follow a healthydiet, maintaintheir BMI, haveregular
medicalcheckups,stopsmokingandcontroltheir stresdevelsto preventCVD.
However,only 52% of the participantsagreedo avoid eatingfastfood andbeing
inactivein order to reduce their risk of CVIVhenparticipantsverequestionedbout
their practicesowardsCVD preventionmanysaid theyoftendid vigorouswork during
theirworking hours,walkedfor morethan10 minutesto variousplacesandateplenty
of vegetablesptherprevenative practicessuchasavoidingfried food everydaywere
notsocommon.Eventhoughsmokingis a majorcauseandwell-knownrisk factorfor
CVD, the researchefsundthe numberof smokersan their study population (around
onethird) to be considerabhjhigh (Centerdor DiseaseControlandPrevention2010;
Mohammacetal., 2018)

Likewise,Shammieta | (2@2%)studypopulation(CoronaryCareUnit

patients)adarelatively goodattitudeabout the importance of changing their behaviour
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to preventCVD, buttheir practicedor preventingCVD werelimited. Most of the
participantsn their studyagreedhatawell-plannedbalancedliet anddoingregular
physicalexercisewvereeffectives way to preventCVD. However,manythoughtthat
weightwasnotrelatedto CVD. In termsof their practicesparticipantsn this study
werefoundto regularlyusetablesalt,approximately50%regularlyconsumedugar
andmorethan50% werefoundto smokeoccasionallydespitebeingat a higherrisk of
CVD (Shammietal., 2021)

In theHertzetal. (2019)study,the participantsywho werepatientspresentingat
anEmergencyDepartmentvith acutechestpainor shortnes®f breath,alsohada
positiveattitudetowards IHD butdid notalwaysengagen healthyprevenative
practicesMost expressea willingnessto diet to improvetheir healthandpreferred
havingtreatmenfrom a physicianratherthana traditionalhealerfor a heartattack.
Regardingheir practicessurroundingHD, mostparticipantsstatedthattheytook their
daily medicationsasprescribedandlimited their saltintake.However,only a minority
reportedthattheyexercisedegularlyor sawadoctorroutinelyfor healthcheckups
(Hertzetal.,2019)

Similarly, Mirza etal. (2016)foundthatthe participantsn their study(CAD
patients)ada higherproficiencyin attitudetowardsCAD thanin practice.Though
someof the participantsadmittedthatit wastheirfirst time seeinga doctor,morethan
half hadroutinemedicalcheckups.A total of 47% of the participantdbelievedthatfood
consumptiorrequiredno restrictiors, andonly 35% believedthataspirinreducedCVD
morbidity. Moreover,51% of the participantandicatedthattheydid notknow aboutthe
role of aspirindespitebeingtold it wasabloodthinner.As for practicesowardsCAD,
approximately33% of the participantsverefoundto exercisemorethan20 minutes

threetimesaweek,while 43%engagedn lessor no physicalactivity. Most of the study
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populationfailed to allocatetime for exerciseandonly 22%believedthatanactive
lifestyle couldpreventCAD (Mirza etal., 2016)

Vaidyaetal. (2013)alsofounddifferencesn theattitudesandpracticesof their
semiurbarcommunityparticipantsowardshearthealth/CVD.Most of the participants
did notconsiderthemselvestrisk of CVD, nor did theywantto changeheir lifestyle.
Almost 32%believedthattheydid not havetime to takecareof themselvegand59%
did notthink thatchangingtheir behaviouwould reducetheir risk of CVD. However
23%agreedhattheamountof food they atewastoo muchandtheywould like to cut
down.Nearly82% of the participantsconsideredhemselve®verweightand27%
thoughtthatGodor a higherpowerdeterminedheir health.Althoughthe authorgailed
to commenton this finding, this belief/perceptiomegardinghealthwould be worth
exploringfurther. The studyalsofoundthatoverall,3 in 10 participantsverepastor
currentsmokersandmorethan40%of the participantgeportedow physicalactivity.
Approximately60% saidthatthey hadattemptedo reducetheir consumptiorof
unhealthyfoods,and25% hadtried to loseweightor increaseheir physicalactivity.

Uncoveringthe attitudespeliefs,perception@ndbehavioursowardsa health
conditionor diseasesuchasCVD, canbe complexbut worthwhile. Unlike determining
thelevel of awareness/understandirtgis informationgivesresearcheraninsightinto
the strengthsbarriersandperceptionsn a populationtowardsthe healthconditionor
diseaseThestudiesn this reviewshowedhatdifferencescanalsoexistin the attitude,
beliefs,perceptionandbehavioursvithin andbetweerpopulationsSuchinformation
couldbeusedfor high-risk populationgo inform andguidefuture healthpromotion
strategiesandinterventions.
3.7.3Relationship betweenKAP and Cardiovascular DiseaseRisk Factors

In additionto theindividual measuremerdf KAP towardsCVD, researchers

canmeasuraherelationshipbetweerK AP andknown CVD risk factors,dietary

72



patternsand/orotherfactorssuchasgenderage,academidevel andthe SESof a
population.This givesresearcheranunderstandingf the effectthesefactorsmay have
onthepopulationandp e o plével @ KAP towardsCVD.

ThecorrelationbetweerKAP scoresvasevaluatedn two of thefive studiesin
thisreview.Vaidyaetal. (2013)foundthatasthelevel of knowledgeincreasedsodid
thelevel of highly satisfactorypractice However knowledgehadthe oppositeeffecton
attitudes whenthelevel of knowledgeincreasedthelevel of highly satisfactory
attitudesdecreasedlheyalsofoundthatwhenthelevel of attitudeincreasedthe
proportionof thosewith highly satisfactorypracticeremainedunchangedThese
findingssuggest poorrelationshipbetweerKAP scoregn thiss t u gopdatsion.The
authorswerenot surprisedoy thisfinding astheydid notexpect thatalinear
relationship(highly satisfactoryknowledge= high satisfactoryattitudeandbehaviour)
would existin their population(Vaidyaetal., 2013)

Shammietal. (2021)foundsignificantpositivecorrelatiors betweerfa)
knowledgeandattitude;(b) knowledgeandpractice and(c) attitudeandpractice Based
on this theauthorspredictedthatasknowledgetowardsCVD increasedn their study
population attitudeandpracticewould improveaccordingly.This type of prediction
couldprovehighly valuablefor healthprofessionalseekingwaysto promote health in
high-risk communtiesand/orpopulation.

GiventhatMirzaeta | (2@16)studypopulationwasrepresenteddy low-
incomerespondentgheyexaminedherelationshippetweerap ar t i SESarmdnt 6 s
their KAP towardsCAD. Theyfoundthatthosewith higherlevelsof educatiornin the
studypopulationwerebetterableto identify hallmarksymptomsof CAD, andthata
youngerage wadinked with alower ability to identify CAD preventionstrategies.
More menthan womerwereableto identify with CAD preventionstrategieswhereas

morewomenthan merhadhigherscoredn practicegsowardsCAD. However there
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wereno significantdifferencesetween genders overallKAP scoreqMirza etal.,
2016)

Similarly, Vaidyaetal. (2013)foundno significantdifferencein the overall
KAP scoredetweemmaleandfemales However theydid find a significantdifference
in level of knowledgeandpracticeaccordingo age,caste/ethnicityandeducatiorievel.
Specifically,theyfoundthatKAP scoresdecreaseérom theyoungesto theoldestage
group;bettereducategparticipantsconsumednorefruit andlesstobaccoandalcohol,
but alsoreportedessphysicalactivity andmorehypertensionParticipantsvho were
employedknewmoreaboutbiologicalcause®f CVD suchashigh bloodpressure,
diabetesandhigh cholesterolwhich the authorsghoughtcould be because¢hey had
moreeducationwider exposurdo informationandbetteraccesgo treatmentnd
screeningests(Vaidyaetal., 2013)

Hertzetal. (2019)foundthatyoungerageandhighereducationaktatuswere
associateavith betterknowledgeaboutlHD. However,whenMohammacdetal. (2018)
comparedjenderraceandacademidevel with KAP scorestheyfounda significant
differencein knowledgebetweergendersandrace,but no differenceacrossacademic
levels.For attitudesandpracticestheyalsofoundno significantdifferencesetween
genderyaceor academidevel (Mohammacktal., 2018).

With aslightly differentfocusfrom the otherstudiesin this review, Shammiet
al. (2021)evaluatedhe associatiorbetweerdietarypatterns KAP, biochemical
informationandCVD risk factorsamongadults.Althoughtheir studydid not directly
compareeachcomponentdietarypatternsandbiochemicainformation)to KAP, an
associatiorbetweerdietarypatternsandCVD risk factorswasfound CVD wasmore
prevalentamongthe malesthanthefemalesn their studypopulation.

Thesestudiessuggesthatdifferentfactorscanhavea uniqueeffectona

populationatrisk of developingCVD. By identifying andunderstandingnow or to what
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extentthesefactorsaffectthe population interventionsor strategiesargetingthese
factorscanbedeveloped.
3.7.4Application of Theoretical Models

Researchersommonlyusetheoreticaimodelssuchasthe HealthBelief Model
andthe Theoryof Reasoned\ction to framethe applicationof KAP for their study
population By applyingrelevanttheoreticaimodels researchersanidentify the
barriersto attaininga higherlevel of KAP towardsa healthcondition.

Vaidyaetal. (2013)foundthatmostof their participantsdid not consider
themselvesitrisk of CVD anddid notwantto altertheir lifestyle despitebeingata
higherrisk of thediseaseThe authorscontestedhatthis perceptiormaybe supported
by the HealthBelief Model andthe Theoryof Reasonedction. Accordingto Redding
etal. (2000),the HealthBelief Model concernghelikelihood of a persontakingaction
to preventiliness.This depend®n four factorsinvolvingthei n d i v pedcapéidn 6 s
that: (a) theyarepersonallyulnerableto the condition(susceptibility);(b) the
consequences the conditionwould be serious(severity);(c) precautionarypehaviour
effectively preventghe condition(effectiveness)and(d) the benefitsof reducingthe
threatof the conditionexceedhe costsof takingaction(Reddingetal., 2000).When
participantsn this studywereaskedabouttheir reasondor attemptingpositivehealth
behavioursmostof thefactorsin the HealthBelief Model, suchasé w a n tb feeh g
b et beingdde n c o byaxaplthplr o f e sosfearsuchabtiie deathof afamily
memberappearedo influencetheir behaviouradecisiongVaidyaetal., 2013).
Similarly, theauthordfelt thatthe Theoryof Reasoned\ction, which advocates
intentionasa key componenbf healthybehaviour could be usedto explaintheir
findings.For example half of the participantsvho weresmokerseportedthattheyhad

tried to quit smoking.

75



To summarisehefindingsof theaims regarding the first questignlow canCV
healthrelatedKAP surveyshelpresearcheranderstand populationatrisk of
developingCVD, the studies reviewed here shtvateachpopulation/communitys
different andtheir level of understandingpeliefs/perception/attitudesdpractices
towardsa particularhealthconditioncanvary considerablyEachstudypopulation
demonstrated specificlevel of understandingattitudeandpracticetowardsCV health
anddiseasereventionthatwascharacteristiandunique.Somestudies revealed
distinctdifferencesn measuredevelsof KAP, andafew foundassociation®etween
therelationshipbetweerK AP andknownrisk factorsin their studypopulation.The
researcloutcome presentedn each otthesestudiesvasunique,andallowed
researchert reflecton their findings revealinggapsin CV healthpromotionand
diseasgreventionstrategieshatcouldbeimprovedor developedn thefuture.

This sectionhasshownthatto find waysto supporta community/populatiorat
risk of CVD, local culturalwisdom,knowledge perception@andpracticegowardsheart

healthin the community/populatiomustfirst beacknowledged.

3.8 Aim Two: How can CV Health-RelatedKAP SurveysSupport the

Promotion of CV Health and DiseasePrevention?

Thestudiesincludedin this scopingreviewidentified severakey opportunities
to supportthe promotionof CV healthanddiseasgreventionn high-risk populations.
First, there isaneedto createtailoredor patientcentredhealthprogrammesAccording
to Mirza etal. (2016),the Gmplementatiorof healthprogrammeshataretailored
towardsimprovingap o p u | aurrendenedo$ understandingyeliefsandbehaviours
regardingCVD, would be moresuccessfuandeffectiveif theyadheredo
socioeconomi@ndsocioculturarelevancé(p. 2741).Their findingsshowedhatfuture

preventativgorogrammesdvocatingegularexerciseandhealthydietaryhabitscould
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be moreeffectiveif theyempoweredvomen,asit wasthewomenin their studywho
scoredsignificantly higherin the practicecategory(Mirza etal., 2016).

Mohammacetal. (2018)suggestetherewasanurgentneedto encourag¢he
promotionof healthydietsasalmosthalf of their studypopulationpreferredto frequent
fastfood restaurantsjespitethe participants scoring very high attitudestowards the
intakeof vegetablesindfruit (Mohammacdetal., 2018).

Hertzetal. (2019)emphasisethe needfor patientcentrededucational
interventionan northernTanzaniawheretheyfound manyof the high-risk participants
hadinadequat&nowledgeandunhealthypracticesowardsiHD. As describedabove,
this studyidentifiedvariousareasvherep a r t i ¢nmamlgaideradalts)knowledge
waspoor,includingknowingthe differencebetweera heartattackandstroke ther
physiologicalunderstandin@f a heartattack,therole of aspirinin preventinga CV
event,andtheassociatiorbetweerdiabetesandIHD. Corsequentlythe researchers
recommende@mphasimg thesetopicsin patientbasededucationainterventionsn
Tanzaniagspeciallyin olderhigh-risk populationgHertzetal., 2019).

Globally, smokingis knownto beamajorrisk factornotonly for CVD, butfor
manyotherdiseasesThreeof thefive studiesn thisreviewreporteda high numberof
smokersamong their participant3 hus,the secondecommendatiordentified among
thereviewed studiesvasto continueandmaintainsmokingcessatiorprogrammeso
build a healthiergeneratiorthatis free from smoking(Mohammacetal., 2018).Mirza
etal. (2016)believeal thattobaccocessatiortampaigngandeducatioraboutaspirin
prophylaxisareimportant,asthesefactorswerefoundto be underestimatednd
undervaluedn their studypopulation.

Thefinal recommendatiowasthe needto plananddevelopmorehealth
promotionalactivitiesto increasehe CV healthliteracy of a population. Accordingto

Liu etal. (2020),healthliteracyis dheability of anindividual to obtainandtranslate
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knowledgeandinformationto maintainandimprovehealthin away thatis appropriate
to theindividual andsystemcontext®(p. 1). This concept/construdtasbeenfoundto
alignwith KAP modek andtheoies (Koohpayehetal., 2021) Theaim of Vaidyaet

a | (2@13)studywasto determineabaselineKAP for their communityto inform the
planningof healthpromotionactivities.In their study,they askedtheir participantso
expresgheir opinionon the variouspreventativeaspect®f hearthealththatthey
considerednhelpful, almostall of participantsagreedon the following options:(a)
increasediccesdo fruit, vegetablesndotherhealthyfoods;(b) improvedaccesso
indoorandoutdoorpublic recreationafacilities; (c) more awarenesprogrammesbout
ahealthyheart;(d) availability of healthfacilities to detectandtreatheartdiseaseand
(e) smokingbansto preventCVD in their population.In the sameway, Mirza et al.
(2016)suggestedthatfuture programmesvould be moreeffectiveif theywereled by
governmenhospitalsandlocal doctorsin their studypopulation.The benefitsof such
directfeedbaclirom high-risk populationscannotbe overstatedThis informationnot
only amplifiesthe voicesof studyparticipantsut createsan opportunityfor researchers
to providetranslatioml evidencefor long-terminterventionabpproacheandadvocate

them topolicy makersfor change.
3.9 Chapter Summary

The purposeof this scopingreviewwasto explorethe useof KAP surveysn
promotingCV healthanddiseasgreventionn high-risk populationsTo date,no
scopingreviewor systematigeview hasbeenpublisheddescribingthe useof KAP
surveysfor promotingCV healthanddiseasgreventionn high-risk populationsA
preliminarysearcthof theliteraturerevealeda limited numberof studiespublishedon
this topic. Thelimited numberof studiesincludedthis scopingreviewmay,in part,be

due to hespecificsearchstringused the databaseshosenandthefactthatthereis a
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considerabl@apin theliteratureon thistopic. For this reasona scopingreview of the
literature ratherthana systematiaeview,wasmorerelevantfor this study.

Theaimsof this scopingreviewwereto 1) identify how CV healthrelatedKAP
surveyscancharacterisa populationatrisk of developingCVD; and2) explorehow
knowledgeobtainedrom KAP surveyscansupportthe promotionof CV healthand
diseasgreventionn thesepopulationsWhile moreprimaryresearchs neededn this
areathe mainfindings of this scopingreviewdemonstratéow CV healthrelatedKAP
surveyscanbe usedto identify (a) awareness/understandingrceptionsbeliefsand
behaviourgegardingCV health;(b) therelationshipbetweerK AP andhow it correlates
with known CVD risk factors;and(c) how differentconcepts/theorynodelscanbe
usedto understandhelevel of KAP in ahigh-risk population.Thus thesefindings
provideafoundationof empiricalknowledgefor researcherandprofessional$o use
andimplementin futureinterventionsandhealthpromotionstrategiesAs Andradeet
al. (2020)explaired, KAP surveysshouldideally precedeany awarenessr intervention
programmebecausd&AP data,whetherCV healthrelatedor not, canprovidevaluable
insightinto futurework including planning,designinganddevelopinghealthpromotion
strategiegirogrammes.

Severalkey learningsandconsideration$rom this scopingreviewhelpedshape
the experimentadesignof this study:

1. Tobeableto conductaKAP survey(notjustaCV healthrelatedKAP survey)
in apopulation,it is necessaryo haveanappropriateyalidatedquestionnaire.
Giventhatall the studiedn this scopingreviewhaduseda CV healthrelated
guestionnairdasedon pastresearch{a thoroughsearcthof this literaturewas
outsidethis scopingreview),it wasevidentthatthereisno6 g csltda n that r d 6

couldbeusedin the currenstudy.Therefore thefirst stepto assessinghe KAP

79



towardsCV healthin the Fijian Indiancommunitywasto developan
appropriateandfeasibleKAP questionnaire.

While thereis significantvaluein askingdirectquestionselatedto the KAP
towardsCV health asshownin this scopingreview,incorporatingopenrended
(qualitative)questionsanbe beneficial.Suchquestionsallow participantso
expresgheir opiniors andideasaboutthetopic of interestasdemonstratetly
Vaidyaetal. (2013).

It is importantfor researchexto conducta contentanalysis(contentvalidity) of
guestionsaandpre-testtheir questionnairavith a smallnumberof participants
beforeit is disseminatedo a largeraudienceln this scopingreview, threeof the
five studiesassessethe contentvalidity of their KAP questionnairend/or
pilotedit in asmallsampleof their population.Similarly, accordingto Artino et
al. (2014),pastresearcthasshownthe valueof theseprocesses questionnaire
developmentAssessinghe contentof a questionnairensureghatthe chosen
guestionsareappropriateandcapableof correctlymeasuringhe KAP of a
populationandthatthe dataobtainedfrom the surveyarerelevantto the purpose
of thestudy.Similarly, pre-testinga developedjuestionnairallowsresearchers
to confirmthatit is practicalandeasyto understand.

To facilitate betterunderstandingndacceptabilityof their KAP survey threeof
thefive studiegranslatedheir questionnairénto the local languageof their
studypopulation Althoughtheydid not reporton theimpactof this actionin
their questionnaireélevelopmenprocessit is worth consideringjf appropriate.
It is importantto considerthe differentmethodsof administratiorof a KAP
guestionnairé for examplewritten, electronicor interviews asthis could
affectthe datacollectionanddatacompletenesatthetime of the study.

Althoughnoneof the studiesin this scopingreviewevaluatedhis aspecttaking
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into accounthe preferencendability of thetargetpopulationto completethe

KAP surveycouldhelpimprovethe quality of thedata.
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Chapter 4: Phase One Study

Thischapterdescribed?haseOne,thedevelopmendf a KAP questionnairgo assesshelevel
of KAP towardsCV healthin the Fijian Indian community A preliminary literature reviewwas
conductedo identifyrelevantquestiongelatedto CV healthand diseasgrevention An
advisoryteamconsisting ofnvited member®f thelocal communitywasformedto assesshe
contentvalidity of the questionnaireEachadvisoryteammembeiprovidedfeedbaclon the

selectedjuestionghat wasanalysedandintegratedinto thefinal studyquestionnaire.

4.1 Developmentof the Draft Questionnaire

4.1.1Literature Search

A literaturesearchof the HealthandPsychosocialnstrumentgHaPl), Scopus
andMEDLINE (via PubMed)electronicdatabasewasundertakenn Septembeand
October2018.Using keywordsfrom theresearclguestionsn this studythefollowing
searchtermswereselectedd h ehealthiOR heartdiseaséOR cardiovasculadisease
ORcardiovasculah e a ANDh66g u e s t DRsnunraABDefdth eithertheterm
0 k n o wl éeadtgtei @t purdaecsi @ ,e he s ahddohbuer | Gindudedfad each
databassearchBecause othe specificity of the keywordsselectedtherewereno
restrictionson theyearof publication.
4.1.1.1Inclusion Criteria

Referencesvereincludedif theywerewrittenin Englishandrelevantto the
topic of interest For examplejncludedarticles were those that assestterlevel of
KAP (includingbeliefs)of CV healthor diseasgreventionn the
population/communitywereavailablein full textandfor whichthetool usedto assess
thetopic of interestwaspresentedn thetext.
4.1.1.2Exclusion Criteria

Referencesvereexcludedf theywerespecifictoc h i | deakhmgender,

careeror aCV or otherhealthcondition for example a surveyon hyperlipidaemia
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(high cholesterol)Referencesverealsoexcludedf theywereirrelevantto thetopic of
interesttheresourcavasunavailablepr thetool usedwasnot pre-testedbeforeusein
the study.
4.1.1.3SearchResults

A total of 13 articlesmettheinclusioncriteriaandwereusedto developthe
draft questionnairgrior to expertreview. For eachdatabasearticletitles werefirst
screenedo identify duplicateresultsfor exclusion Theresultswerethenfiltered
throughtheinclusionandexclusioncriteria(describedabove)by readingthe abstracof
eacharticle If theabstracimetinclusioncriteria,theoriginal article (or primaryarticle)
wasobtainedfor afull-textreview.Last,thereferencdists of the original articleswere
exploredfor anyrelevantreferenceslf consideredppropriatethese weralsoacquired
andincludedassecondaryeferencsin thissearchTables 4.1 4.3 summarisehe
databaseesultsfrom theliteraturesearch.
Table4.1

SearchResultdromthe HaPI Database

Databasé HaPI
Knowledge| Attitude | Practice| Behaviour| Beliefs
Total results 22 8 10 5 3
Excluded 20 7 10 4 2
Relevantreferenceg 2 1 0 1 1
Table 4.2
SearchResultdrom Scopudatabase
Databasé Scopus
Knowledge| Attitude | Practice| Behaviour| Beliefs
Total results 83 72 123 211 7
Excluded 79 71 123 210 6
Relevantreferences 4 1 0 1 1
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Table 4.3

SearchResultdrom MEDLINE Via the PubMedDatabase

Databasé MEDLINE via PubMed

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

4.1.20ther Resources

TheWHOO &uideto Developingknowledge Attitudesand Practicessurvey,
theMoH ( N Z CavdsovasculaRiskAssessmernd Managemenof Primary Care
guidelines andexistingquestionnaires/KABurveyson CVD foundthroughGoogle
Scholarwerealsousedin development ofhe questionnaire.

Similarly, acombinediteraturesearchof the CINAHL (Cumulativelndexof
NursingandAllied HealthLiterature)databas@andMEDLINE via the PubMed
databaséor researchthat includedhe Fijian Indiancommunitywasalsoundertakenn
October2018.Thefollowing searchterms:6 F i [ndiaa AND Healthliteracy
asses drRae HndigaAND Healthl i t e d B ic ipdieaAND Healthsur v ey 0
ando F i [ndiaaAND Needsa s s e s warsaised.This was intendetb guideand
adaptthe questionnairesothatit wasrelativeto the communityof interest.
Unfortunately theresultsfrom this searchwereextremelylimited andirrelevantto the
topic of interest.This confirmedthe needto invite relevantieaderdrom thelocal
communityto be partof anadvisoryteamfor the developmenof the KAP
guestionnaire.
4.1.3Draft Questionnaire

The methodologicabpproacho developinga questionnaireised herdasbeen
employed imumerousstudies(e.g.,Wagneretal., 2005;Woringeretal., 2017).
Accordingto Hymanetal. (2006),it is perfectly acceptable to use questions from

previous surveydndeedtherearesignificantadvantage# doing so fonewresearch,
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including thatdrecyclingdquestiongreventshe needto Geinventthewheeb
Furthermore,hefactthatthesequestionhavealreadybeentestedmeans thapotential
researchersanbefairly confidentthatthe methodologicawork required for
conceptualisatioandaccurateneasuremerdf validity hasbeendoneandthe questions
aregoodindicatorsof their topic of interest(Hymanetal., 2006).In this study,the
following sourcesverealsousedto guidethe developmenof the questionnairdor
expertanalysisiAndsoyetal. (2015);Arikan etal. (2009);Awad andAl-Nafisi (2014);
Bergmaretal. (2011);lIbrahimetal. (2016);Magalhde®tal. (2015);Mayo Clinic
(2020);MoH (2018&); Mirza etal. (2016);Tovaretal. (2010 andVaidyaetal. (2020).
Questionsveredevelopedmodifiedand/oradaptedasedon their appropriatenessnd
relevanceo theresearclaimsandquestionof this study.Similarly, attention was paid
to the format and structure of tig@estiors and questionnaire desigased on the
abovenentioned sources

Eachsectionof thedraft questionnairevasfiltered for repetitive
guestions/statemengmdformattedfollowing consultatiorwith the studysupervisors,
anAuckland University of TechnologyAUT) biostatistician (advis@randpeers within
the Fijian Indian communityRolit andBeck (2006)was used agguideto assesghe
contentvalidity of the developed questionnaifgppendix3 presentshe evaluationof
eachrelevantarticle usedin the developmenbof thedraft questionnaire.
4.1.4Questionnaire ReviewForm

A guestionnaireeviewform wasdesignediusingPolit andBeck (2006)asa
guide(Appendix4). Eachmemberof the advisoryteamwasaskedo reviewthefirst
sectionof the questionnairePart1d Knowledge Attitude andPracticesf CV Health.

For everyquestioneachmembemwasaskedo usethe following criteriaasa
guideto measure:

1 theappropriatenessf the questionfor the categoryin whichit is grouped
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1 therelevanceof the questionfor assessingitherthe knowledge attitudeor
practiceof CV health
1 theclarity of thewording
For eachcriterion,memberavereaskedo selectoneoptionfrom a4-pointscale
to indicatethe extent to whickheyagreedor disagreedvith eachquestion strongly
agree, agree, disagree or strongly disagke@dvocatedy Lynn (1986),usinga 4-
point scaleavoidshavinga neutralandambivalentmidpoint(Lynn, 1986;Polit & Beck,
2006).The review formalsoprovidedspaceor eachquestionandthe overall
questionnairdor advisory team members ¢éxpressheir opinionor suggestions.
4.1.5Ethical Considerations
Ethicsapprovalfor the collectionanduseof the dataduringthefirst phaseof
this studywasobtainedfrom the AUT EthicsCommitteg(05/03/2019AUTEC 19/63
(Appendix5).
4.1.6Advisory Team
An advisoryteamwasformedby invitation tolocal/knownleadersn the Fijian
Indiancommunityandhealthprofessionalg§medical,nursing,healtheducatorsand
counsellorswho wereexpertsn thefield of CV healthand/orhad experiencevith
working with the Fijian Indiancommunityin Auckland,NZ.

Thefollowing publicly availablesourcesvereexploredto identify healthprofessionals
andlocal/knownleadersn the Fijian Indiancommunityfor invitation. An invitation letter

(Appendix6) wassentelectronicallyto eachof thesesources:
1 Friendsof Fiji
1 TheFiji Associationin AucklandInc.
1 TheFijian Indian AssociationWellingtonInc.
1 TheCardiothoraci@andVascularintensiveCareUnit at Auckland City Hospital

1 Tamaki Healthalocal public health service providerthe community
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1 Communityconnections/linkd giventhe PR Bnmediateconnectiorwith the

Fijian Indiancommunityin Auckland,NZ.

Accordingto Armstrongetal. (2005),therecommendedumberof expertso
reviewaninstrumenis 3i 20. For this study,the advisoryteamconsistef five experts
from thelocal community.

Eachmembemwasprovidedwith anelectroniccopy of the participant
informationsheet(Appendix7) anda consenform (Appendix8) following a phonecall
with the PR During this phonecall (andthroughoutherecruitmentphasg, all members
hadthe opportunityto askany questiongelatedto the studybeforesigningtheir
consenform.

Onceconsenformsweresignedandreturnedo the PR anelectroniccopy of
thedraft questionnairéAppendix9) andreviewform (Appendix12) wassentto each
expertfor themto assesshe contentvalidity of thequestionnaire.

Table4.4 briefly describeshe expertiseandprofessionatolein thelocal
communityof eachmemberof theadvisoryteam.

Table44

ProfessionaRoleand Expertiseof AdvisoryTeamMembers

Expert Expertise
1 A vocationallytrainedgeneralpractitionerwith morethan25y e a r
experiencen the medicalfield. Worked closelywith the Friendsof
Fiji Healthgeneralurgicalteamto providemedicaltreatmenand
trainingto thelocal communityin Fiji.

2 A registered nursspecialisin the Cardiothoraci@andVascular
IntensiveCareUnit locatedat AucklandCity Hospital.
3 A Fiji-bornindian, retiredmedicalpractitionerandmemberof

Soroptimistinternationalandthe University of the Third Age. Had
beenrecognisedor servicesn medicineandthecommunityandwas
amemberof the New ZealandOrderof Merit.

4 A doctor and the clinical directof thelargestindependent
healthcaregroupprovidinggeneralpractice urgentcareclinics,
specialisttentresandoccupationahealthclinic servicego ourlocal
community.

5 A well-known, Fiji-born healthcoachandselfFmanagemenrfacilitator
in oneof thelargestindependenhealthcargroupsprovidinggeneral
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practice,urgentcareclinics, specialisttentresandoccupationahealth
clinic servicedo thelocal community.

4.1.7Content Validation

The Content Validity Index CVI) measureshe @legreeo whichaninstrument
hasanappropriatessampleof itemsfor a constructboeingmeasured(Shi et al., 2012p.
1). It is themostwidely reportedapproachn instrumentdevelopmentTwo typesof
CVI canbecalculatedRodriguesetal., 2017;Shietal.,2012) (1) the CVI of
individualitems or item-level CVI (I-CVI); and (2)the CVI of theoverallscale or
scalelevel CVI (S-CVI). Thus the contentvalidity of the overallinstrumentcanbe
assessely calculatingeitherthe S-CVI/UA (universalagreementdr S-CVI/Ave
(average)Accordingto Shietal. (2012),a scalewith excellentcontentvalidity should
havel-CVI of 0.78or higheranda S-CVI/UA andS-CVI/Ave of 0.8and0.9 or higher,
respectively.

As recommendedy Polit andBeck (2006),the calculationsgdescribedn Table
4.5weremadeto evaluatehedraft questionnaire.
Table 4.5

MeasuredJsedto Asses€ontentValidity of the Draft Questionnaire

Thenumberof expertsn agreement.e.,expertsvhoé st r o
I-CVI agraaead g withéhéappropriatenesselevane or clarity of
thequestiondivided by thetotal numberof experts

Proportion

a. O 8t an Thenumberof questionstatedclearly/appropriately/deemed
b. &éAppr relevantdividedby thetotal numberof questionsn thatsection
c. O6Rel e

Thetotal numberof questionghatreceivedagreemenfexperts
whochosed st r & @ gdr & & g with ¢héappropriateness,
relevane or clarity of the question)oy all expertsdivided by the
total numberof questionsn thatsection

S-CVI/UA

Theaverageof thel-CVis for all itemsonthescalei.e.,thesum
S-CVI/AVE of the proportionstatedclearly/appropriate/deemedlevant
dividedby thetotal numberof expertgS-CVI)
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4.1.8Advisory Team Feedbackand Data Analysis

Forthesedata,a minimumI-CVI of 0.8 waschoserasanacceptablestandard
for contentvalidity (Polit & Beck,2006;Shietal., 2012).Forthe Knowledgesection,
themeanl-CVI (andS-CVI/Ave) was0.93,0.79and0.88for the appropriateness,
relevane andclarity of thequestionsrespectively(Appendix10, Tablesli 12).
Similarly, themeanl-CVI (andS-CVI/Ave) was0.88for appropriatenes$),.89for
relevane and0.82for clarity of the questionsn the Attitude section(Appendix10,
Tables4i 6). Finally, themeanl-CVI (andS-CVI/Ave) for the Practicesectionwas0.94
for appropriatenes$,.94for relevane and0.86for clarity of the questiongAppendix
10, Tables7i 9).

In addition,the expertsprovidedvaluablesuggestionendcommentn several
of thequestionsin the Knowledgesection(Appendix10, Table10), expertssuggested
changingheterm6 ¢ ar d i odvi asseica@lestionl (andthe overallquestionnaire)
to 6 h edair st eaatlsisavould makethe question/questionnai@asierto understand
andallow participantgo Gcompletethe questionnairé@ Two expertssuggestedlightly
rephrasingQuestions’ and10, andremovingQuestions, 9 and14 astheywere&oo
technicabfor theintendedaudience@epetitivedor similar to anothemuestionor were
@nnecessafor vaguequestiors that&could confusethe participanton how to answer
the questionappropriatelfd Forthe Attitudessection(Appendix10, Table11), the
expertssuggestedephrasinghreequestiong19, 22 and29) andremovingQuestion32
for thesamereasonsas aboveFor example pneof the expertscommented about
Question32, 6 teadthe nutrition panelinformationof eachproductthat! intendedo
b u ys@ggesting it waannecessarin this groupof questionsAnotherexpert
guestionedvhetherpeoplein this communitydvould haveenoughknowledgeof the
generakategoryof foodsHto be ableto reflecton sucha questionln thelastsection

(Practices)expertssuggestedewordingfive questiong38,39,42,43,and57) to
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improvethe clarity andunderstandingf the questionsThis includedchangingthe
wordso | e it § utmedds ptair meQiestiord2,6 s a | tob d peydba in o6
Question38andod 3 x / vioeHimdsaweeld(Appendix10, Tablel12).

Theoverallfeedbackaboutthe questionnairevasboth positiveandconstructive.
As anticipatedmostof the expertsfoundthe questionnairex it longdor lengthy;
however theydid acknowledgehatthe questionsvere&eally gooddandéppropriate
to createa goodprofile of the communityandtheir knowledgeof heartdiseasé The
expertsalsorecognisedhatthe questionnairevasccomprehensiv@enoughto achievea
@oodpictureof w h a goigondin the communityandthatdt is a goodinitiative, and
thecollecteddatawill bevaluablé& Oneexpertcommentedhatthe opernended
questionsncludedin the questionnaireould chelpin improvingthe policiesh
FurthermoreExpert 5 expressed their appreciation and support for the draft
questionnairdy stating thatdur peopleneedthisa

In summarythe initial reviewprocessdentifiedthatmostquestionsn each
sectionweredeemedappropriateandrelevantfor the draft questionnaireHowever,
somequestionfieededevisionto improveclarity. Nine of the 58 questionsn these
sectionsverereviewedbasedn feedbackrom theadvisoryteam.Tables4.6 and 4.7
summarisehetotal I-CVI analysisfindingsandoverallfeedbackon the draft
questionnairéy the advisoryteam respectivelyAlso includedaretheresponseand
planof action(highlightedin red) for revisingthe studyquestionnaireThese
calculationsandresultswerecheckedandacceptedy studysupervisorgollowing

review.
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Table 4.6

Summanyof the Total I-CVI for eachQuestionin the Knowledge Attitudeand Practices

Section
Total question4CVI analysis
Question Appropriateess-CVI Relevancd-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 06
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 o8 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-CVI analysis

Question Appropriateess-CVI Relevancd-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 expertsstronglyagreeor agree= 1.0
4/5 expertsstronglyagreeor agree= 0.8
3/5 expertsstronglyagreeor agree= 0.6
2/5 expertsstronglyagreeor agree= 0.4

QUICK SUMMARY OF RESULTS:

Forthesedata,aminimumI-CVI of 0.8 waschoserasthe acceptablestandardor content
validity (Polit & Beck,2006;Shietal.,2012)

Most of the questionavereappropriateandrelevantto eachsectionof the draft questionnaire
However,somequestiongequiredrevisionto achievemoreclarity (describedelow).

Nine of the 58 questionsn thesesectionsvererevisedbasedn thefeedbackrom the
advisoryteam.

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

Response/Plan of Action to Each Suggestion/Comment

Advisory team overall feedback about draft questionnaire

Expert 1 1) Generally the wholequestionairas too long. Will it be filled
approprriatelyif it is deemedo long and someustionsare quite
vague.

2) Section on attitudes, are those questions necessary as many (
can be ascertained from section ¢ questions and statements
Response & 1) The questionnaire will be spiitto two sectiond Part 1 and Part z
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 ¢
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Advisory team overall feedback about draft questionnaire

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

Expert 2

| feel that the questions are really go8dit few suggessions:

1. In attitude section c: questions 37 tod& the columns that htee
options never/rarely/sometimes/often/alwayat the questions 19
to 36 has different options like strongly agragrfee/not
certain/disagree/strongly disagree. If you need it that way its fir
But if you want to make it simple to avoid confusion to readers
look alike to make analysis easy, make it strongly aggeeé/not
certain/disagree/strongly disagree for ahd change the statemer
from questions 40 to 48 from question form to general stateme!
like:

Q40 My daily activity involves vigorous activitig®.g.)

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

Q42 | spend my leisure time to exercise at leastn2@utesper
session

Q43: | takeHealthsupplements/special diet that is not recomment
by a health professional

Q44 : | eat two fruit servings per day

Q45 | takethree vegetable servings per day

sometimegd eat dinner latén thenight before | sleep

Q47: | eatn between main megls.g €.

Q48 : | lead astress fulllife

2. Questions 49 to 58 | feel are more of knowlbdtieve related
guestions than practice related. So may be they can be clubbe
knowlede questions.

3a.underdemographic data, Q7ZhangeQuestions adn general,
how would you consider your health condition to be?

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

3c. Q92 underoption,medicaltermlike Atrial fibrillation, | wonder
how many will understand? Instead using irregularHasit
beatrate/rhythm might be an option?

3d. Q95 : Not surevhtherit is anapplicable to ask people, because
may be difficult for them to say? Can be remaved

Response &
action plan

1i 2) Relevant questions have been edited based on the individue
feedback fronexperts and question data analysis

3a) Changed Q73 to, 6l n gener
condition to be?b0

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

3c) I ncluded the definition 6
brackets next to o6atrial fib

3d) I think it is important to know and understand your level of risl
for CVD. People who have had th€DRA done may or may no
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. I think the questions are appropriate to create a good profile of
community and their knowledge of heart disease.
2. Openended questiodsgood questions
3. Demographié relevant questions
4. It will give you a good picture of whats going on.
5. Add not sure in the procedumgsestion

Response& 5) Q92: ONot sureb6 has been a

action plan option.

Expert 4 1. Change the words 6cardiova
community

2. Remove medical terminology
3. The operended questions would help in improving the policies
4. Update the risk factoranclude psychosis/schizophrenia/bipolar
well now (mental health)

- PREDICT tool (newer version2018)

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

-You can use the AUDIT screening tool questions on
Medtecl® use the first 3 questions.

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

-If a person scores 4 and abéveonsidered 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.i2) The term oO0cardiovascul ar
action plan di seaseb6 throughout the ques
terminology has been replaced/removed to improve clarity and
understanding of the overall questionnaire.
4) The following risk factors will be addedto Q6 Sev er e
i Il ness, i mpaired r edn(Rdferefica:n c
https://bpac.org.nz/2018/cvd.aspx)
5) AUDIT screening tool questions will be used instead of the cur
question (Q77).
6) The questionnaire will be split into two sectiérBart 1 and Part 2
as Expert 5 also suggested.

Expert 5 1. Change medical termslayperson langua@eeg q(69 will they
know what HDL is
2. Good open ended questiénthis is very important for our
community as they would be open to feedback
3. Questionnaire is bit lodgspilt it into smaller sections
4. Overall, very good questionnaireur people need this

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

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

94



4.1.9Revised Questionnaire and Review Form

Based on théndings and feedback described above, the following actions were
taken to revise the developed questionnaire. In Bagdction A (Knowledge), the
researcher removeguestions and 9 as they did not meet the acceptable standard of |
CVI 0.8 for clarity. Question 14 was also removed as it did not meet the acceptable
standard of-ICVI 0.8 for appropriateness and clarity. Question 17 was revised to
include the options severe mahilness, heart failure and impaired refaictionas
factors that could inease the risk of a heart attack or heart disease. In&&edtion
B (Attitudes), Question 32 was removed as it did not meet the acceptable standard of |
CVI 0.8 for appropriateness anelevane, and Question 22 was reworded to include
t he words 6for my height or agebé to cl ar|
feel about their present weight. In Padt $ection C (Practices), Questions 38, 39, 42
and 43 were slightly reworded to simplify and mékemeasier for a participant to
understand.

There were no changes/ actionenked o t he
guestionso6é in Part 2. Thr ebegocandédenhe exper
i mp o rfdr toentérget community. They stated that participamntsuld beo p et 6
providing feedback and the opended question®vould help tamprovep ol i ci es 6.

In the last part of the questionnaire, P&rtBarticipant Demographics and
Current Health Status, Expert 2 suggest e
woul d you consi der vy.d&xpert3suwgestdd mcoparatirtyithe i o n
WHO Alcohol Use Disorders Identification TE€gtUDIT) screening tool questioras
used in primary care (clinical settings) so timgtquestionnair@vould bein line with
current clinical practicéWHO, 2001).The final change/action suggested by the experts
forthh s series of questions was to add the

0i rregul ar fast heartbeat/rate/rhythmé,
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The questionnaire was split into two separate documents to help participants
manage and complete this comprehensive survey. 8P of CV health questions
and Part @ Openrended Questions made up one document, and @& agicipant
Demographics and Current Health Status were presented in the other.

Table4.8 summarises the proposed changes to the questionnaire. These changes
were highlighted in a revised lettékgdpendix11) to the advisory team for their
information. A revised review form was also created for the advisory team to assess six
guestions that were rephrased/reworded to meet the standards of each review category
(appropriateness, relevance and clarity) andifemtto provide any further/additional
commentsAppendix12).
Table 4.8

Summaryof the ProposedChangedo the Questionnairg~ollowing AdvisoryTeam

Review
Original question Action/revised quesin

(6):Ifyour6 good
cholestero(HDL) is  This questionhasbeenremovedirom the
highyou areatrisk guestionnaire.
for heartdisease

(92 tltrerfr?sl;?;\?tk:g?m This questiorhasbeenremovedrom the
f/)ourhealth questionnaire.

(14): The healthiest

iﬁgwgﬁ‘ée ﬁﬁgﬁ/ﬁggptige heart This questiorhasbeenremovedrom the
breathingfor a questionnaire.
sustainegeriod
o (17): Rephrasedo, 6 Wh iofahe

(%;I)c-)://vviglc?acgttt)r;g following factorsincreasstherisk of a
increasgherisk of a heartattackorheartd i sease?0
heartattackor heart Addedtheoptions:severementaliliness,
disease? heartfailure andimpairedrenalfunction

] to theanswerselection
22):1 feelmy present .
( wc)aightis tog ﬁigh for (22): Rephrasedb, 6 feel my present
SectionB: my health weightis too highfor my heightora g e
Attitude (32):1 readthe

This questiorhasbeenremovedrom the

nutrition panel . .
questionnaire.

informationof each
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Original question

Action/revised guesin

productthatl intend

to buy

(38):1 usemorethan3 (38): Rephrasedo, 6 semorethan3
teaspoonsf salt/day  teaspoonsf saltperd ay 6

(39): 1 consumdatty (39): Rephrasedb, 6 tonsumdatty foods
foodsmorethan hanthreeti 6

3x/week morethanthreetimesawee

(42): Do you spend
your leisuretime to

(42): Rephrasedo, 6 D u ryounspare
time, doyou exercisdor atleast20

SectionC: exerciseatleast20 . : R
. ) . minutes(pers essi on) ?6
Practice minutespersession?
(43): How oftendoyou
takeanyhealth (43): Rephrasedio, 6 H ooftendo you
supplementsr areon
L takeanyhealthsupplementsr areona
aspecialdiet?i.e., e i
) specialdietthatis notrecommendedy a
thatis not . "
healthpr of essi onal ?0
recommendedtly a
healthprofessional
(73): Ingeneral,you ( 73) : Rephrased to
would consider your  would you consider your health conditic
health to be? to be?bd
(77): Rephrased to include the AUDIT
screening tool questions (used in clinic
settings).
1. How often do you drinkultiple
choice answer).
(77): Do you drink If the patient selects an option apart fron
alcohol? Onever 6, then the
Participant will emerge:
Demographics 2. How many per day? (Multiple choice
& Current answer)

Health Status

(92): Please indicate i

any of the following
medical

conditions/procedure

are known in your
immediate family

3. 6 or more per day? (Multiple choice
answer)

Action 1:

The definition o6ir
heartbeat/ rate/rh
brackets next to atrial fibrillation (one c
the answer options)

history (i.e., parents Action 2:
yl.e.,p " Add t henoteuprteiéo nt 06 t f
grandparentsr :
e . selection
siblings):

Overall

Action 1: Split the questionnaire into two separate documents

Thesix questionsunderfinal review (Table4.9) wereevaluatedo confirmthat

theywereappropriaterelevantandclearfor thefinal versionof the questionnaire.
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Table 4.9

ThelList of QuestiondJnderFinal Reviewby the AdvisoryTeam

Section No Question

1 Heartdiseasas a diseasdhatis relatedto heartandbloodvessels

6 Only exercisingwill lower a persoi@s chanceof developingheart
disease

8 Heartdiseaseanoccurin youngpeople

16 1d o rthink of myselfasatrisk of heartdisease

26 | shouldmaintainmy weightaccordingo my BMI; i.e., theright
weightfor my height

53 | dond knowwhatis considered healthydiet thatwould prevent
mefrom developingheartdisease

Practi¢Attitude Knowledge

e

4.1.10Final Review. Feedbackand Data Analysis

As in thefirst reviewprocessthis studychosea minimum|-CVI of 0.8 asan
acceptablestandardor contentvalidity in the final review(Polit & Beck,2006;Shi et
al.,2012) Theappropriatenesselevane andclarity of eachof the six questionsn
Table 4.9veretested For appropriatenesshe meanl-CVI (andS-CVI/Ave) was0.97
(Appendix13, Tablel), for relevane themeanl-CVI (andS-CVI/Ave) was0.97
(Appendix13, Table2) andfor clarity themeanl-CVI (andS-CVI/Ave) was0.80
(Appendix13, Table3). Basedon this, oneof thesix questionsn thefinal review
(Question26) wasrevisedasit failed to meetthe minimumI-CVI of 0.8for clarity.
Basedon thefeedbackrom the expertsthe questiorwasrewordedo, 6 $houldensure
thatmy weightis appropriatdor my h e i ¢phthefnal questionnaireThe expertsalso
suggestedephrasingQuestionl6to, 6 # o rthink | 6 atrisk of havingheartd i s eas e 6,
andQuestion53to, 6 ¢l o rkidowv abouthealthydietsthatwould preventme from
developingheartd i s et@nsakedhese questiorasierto understand.

In termsof overallfeedbackmostof the expertsfoundthefinal versionof the
guestionnairégood Gimpledandd@ppropriaté With all thechangesnade,oneexpert
foundthe questionnair@easierto understand Oneexpertnotedthatthe Gquestionnaire

seemedoo longdandthat Gsomepeoplemight not havethetime or the patienceto
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completethe questionnair@ This wascertainlya potentialdrawbackof the developed
guestionnairatthis point. Thus,time anddatacompleteneswereassessenh the next
phaseof thestudyi.e., Phase Two

Despitethis concernanotherexpertstatechow helpful theyfelt this
questionnairevould be for dunderstandinghe currentstatusof CV healthin this
communitypandhow the questionnairevasduite relevantto currenthealthconcerns
within this particularcommunityd This wasreassuringeedbackor this studyasthere
Is aneedfor furtherresearctandsupportfor CVD preventionn thiscommunity.

Tables4.10 and 4.13ummarisghefindingsof thefinal reviewanddata
analysisthisincludestheresponseandthe planof action,highlightedin red,employed
to finalise the studyquestionnaireThesecalculationsandresultswerecheckedand
acceptedy the studysupervisorgollowing their review.
Table 4.10

Summanyf the Total I-CVI for RevisedQuestionsn the KAP Questionnaire

Advisory teand final questionnaire reviedv question analysis
Appropriateess Relevance Clarity

I-CVI [-CVI [-CVI
1 Heartdiseases adiseasdhatis 1 1 1
relatedto heartandblood
vessels
o 6 Onlyexercisingwill lowera 0.8 0.8 0.8
= persords chanceof
2 developingheartdisease
% 8 Heartdisease&anoccurin 1 1 1
Z youngpeople
16 1d o nhink of myselfasat 1 1 0.8
risk of heartdisease
26 | shouldmaintainmy weight 1 1 0.6

accordingto my BMI; i.e.,
theright weightfor my height
53 | donmd knowwhatis 1 1 0.8
consideredh healthydietthat
would preventmefrom
developingheartdisease

Practice |Attitude
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KEY:
5/5 expertsstronglyagreeor agree= 1.0
4/5 expertsstronglyagreeor agree= 0.8
3/5 expertsstronglyagreeor agree= 0.6
2/5 expertsstronglyagreeor agree= 0.4

SUMMARY OF RESULTS:

As in thefirst review,a minimumI-CVI of 0.8 waschosemasanacceptablestandardor

contentvalidity (Polit & Beck,2006;Shietal., 2012)

Basedon this criteria,oneof six questionsn the questionnairavasrevisedbasednthe
feedbaclgivenby the advisoryteam.Otherfeedback/suggestiorisom the expertswvere

alsotakeninto consideratior{describedelow).

Table 4.11

FeedbacKkrom the Expertson the Six RevisedQuestiondncludingthe Response/Plaaf

Action
Advisory team final questionnaire review
Exp | Exp
Question Expert ert ort Expert Expert
1 4 5
2 3
Heartdiseasas a
1 diseasehatis related i i ) i i
to heartandblood
vessels
Acti | No changewill be madeto this questionas5/5 expertsagreedhatthe questionis
on: | appropriaterelevantandstatedclearly.
o gwgre;eglss(;%swl" Exerciseis oneof
o 6 P . thefactorsthat - - - -
9 chanceof developing
Q@ ; canhelp
= heartdisease
2 No changewill bemadeto this questionas4/5 expertsagreedhatthe questionis
X1 Acti appropriaterelevantandstatedclearly. Also, the questionis atrue or falsequestionand
on: | thecorrectanswerto this questionis FALSE becauseasExpertl suggestséexercisas
oneof thefactorsthatcanhelpblower the chanceof developingheartdisease
Heartdiseasean
8 occurin young - - - - -
people
Acti | No changewill be madeto this questionas5/5 expertsagreedhatthe questionwas
on: | appropriaterelevantandstatedclearly.
Changeo d
| d o rthink of d o rthink
16 | myselfasatrisk of - - - - I'm atrisk of
heartdisease havingheart
diseasé 6
ol Act Althoughthe questiorhasbeendeemedappropriaterelevantandstartedclearly by 4/5
S on: experts] agreethatrephrasinghequestionto d don'tthink | amatrisk of havingheart
‘g " | diseaséwould be easierto understand.
. d should Changeo d
| shouldmaintainmy
: . ensurethat should
weightaccordingo — o
s goodreference my weightis | maintainmy
26 | myBMI;i.e.the . - - . )
. ) poirt appropriate | weight
right weightfor my ; .
height or my accordmgoA
height my height 6
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Advisory team final questionnaire review
Basedon thefeedbaclof 3/5 expertsthe questionwill berephrasedo, d shouldensure
Acti | thatmy weightis appropriatdor my heighth In my opinion,thisis importantbecauseo
on: | maintainweightyou needto ensurethatyou arethe appropriateveightfor your height
first, especiallyif we areto useBMI asareferencepoint.
Changeo d
| don'tknow whatis d o rkidotv
consideredihealthy | If theansweris abouthealthy
o| 53 dietthatwould yesthenthegroup | ) i dietsthat
L preventmefrom will needto be would prevent
3 developingheart educated mefrom
a disease developing
heartdiseasé
Acti Althoughthe questionrhasbeendeemedappropriaterelevantandstartedclearly by 4/5
on: experts] agreethatrephrasinghequestionto,d d o rkidotv abouthealthydietsthat
" | would preventme from developingheartdiseaséwould make iteasietto understand.
Table4.12

Final Feedbackrom Eachof the Expertson the Final Questionnairdncludingthe

Response/Plaaf Action

Advisory team overall feedback about draft questionnaire

1) Generally the whole questionaire is too long. Will it be filled

approprriately if it is deemed to long and some qustions are quite
Expert 1 vague.

2) Section on attitudes, are thapeestions necessary as many of th

can be ascertained from section ¢ questions and statements.

1) The questionnaire will be split into two sectidrBars 1 and 2 (as

Expert 5 also suggested).
Response & 2) Based on individual feedback from each expert and question
action plan  analysis, some questions have been rephrased or removed in ea
the sections. However, the three sections: Knowledge, Attitude, &
Practices, will rerain in the questionnaire.
| feel that the questions are really good. But few suggessions:
1. In attitude section c: questions 37 to 48 has the columns that h
options never/ rarely/ sometimes/often/ always. But the questions
to 36 has different options like strongly agree/ agree/ not
certain/disagree/strongly disagree. If you needait Way its fine. But
if you want to make it simple to avoid confusion to readers and lo
alike to make analysis easy, make it strongly agree/ agree/ not
certain/disagree/strongly disagree, for all and change the stateme
from questions 40 to 48 from ggteon form to general statement. lik
Q40: My daily activity involves vigorous activities (e.g.)
Q41: 1 walk for atleast 10 mins to get to and from places every de

Expert 2

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

Q43 : | take Health supplements/ special diet that is not recomme
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 I eat in between main
Q48 : | lead a stress full life

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

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

3b. Q76 to 78 :smoking/alcohol/kava habbiisYes, in options,
wondering if specifying quantity would be more beneficial in addit
to times

3c. Q 92 : under option, medical term like Atrial fibrillation, 1 wond
how many will understand? Instead using irregular fast heart
beat/rate/rhythm might be an option?

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

1i 2) Relevant questions have been edited based on the individue
feedback from experts and question data analysis
3a) Changed Q73 to, o6l n gener
condition to be?0
3b) Only the question about alcohol will be rephraseddtch the
AUDIT screening tool as this is used in the clinical setting. The ot
Response & two questions (smoking and kava) include a quantity component
action plan  the answer.
3c) I ncluded the definition 6
brackets rdetritdadatomidal( Q9 2)
3d) | think it is important to know and understand your level of ris|
for CVD. People who have had their CVDRA done may or may ni
know or remember what their risk is despite having had an
assessment.
simple and appropriate
Expert 3 other changes are good
simplified questiond appropriate.

Re;ponse& N/Ad nootherchanges
action plan
Otherchanges are okay
Expert 4 All the best
Re_sponse& N/Ad nootherchanges
action plan
With the changesnade the questionnairés easyto understand.
Thequestionnairevill bequite helpfulin
understandinghe currentstatusof CV health
Experts C .
in this community.
Quiterelevantto currenthealthconcernswithin the particular
community
Response
andaction  N/Ad nootherchanges
plan

Note.Thewordingandspellingof the expertfeedbackn thistableareverbatim.
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4.1.11Final Questionnaire

Thepurposeof Phase Onwvasto developa questionnaird¢o assesshelevel of
KAP towardsCV healthin the Fijian Indiancommunity.Therewasa total of 92
questionglividedinto threepartsto form thecomprehensiv€V healthKAP survey.
Thefinal versionof the studyquestionnairés providedin Appendix14. Its three parts
were

1 Partld KAP of CV Healthwas comprised dd4 questionssplit into three
sectionsThe purposeof this partof the surveywasto assesshe level of KAP of
CV healthin the communityandto createa foundationuponwhich further
studiesor recommendationsould be madeto supportthis communityin
preventingCVD. Thefirst section Knowledgeof CV Health,was comprised of
13true/falsestatementsboutCV healthanddiseaseandtwo multichoice
guestionsaboutthe knownrisk factorsof a heartattack/heartliseaseand
symptomf a heartattack.The secondsection AttitudestowardsCV Health,
was comprised df 7 questiondo which participantsvereaskedo indicatehow
muchtheyagred or disagred with eachstatementln thelastsection,Practices
towardsCV Health,thereweretwo subgroup®of questionsThefirst was
comprisa@ of 12 questiongocusedon physical/dailyactivitiesandthe second
wasmadeup of 10 questionsaboutperceptions/beliefeelatedto CV health.As
in the attitudessection participantsvereaskedo indicatehow muchthey
agreel or disagred with eachstatement.

1 Part20 OpenendedQuestionsgcontainedour questionsThe purposeof this
partof the surveywasto askthe peopleof the Fijian Indiancommunityfor their
feedbackjdeasandsuggestionenwhattheyconsideed wouldhelpimprove
thec 0 mmu nundergténdin@f heartdiseaseandwhathealthresourcesr

servicesvould bethe mosthelpful for themto learnandunderstananoreabout
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healthdisease/heattealth.This would providevaluableinformationfor future
healthpromotionstrategieandinterventions.

1 Part30 ParticipantDemographicandCurrentHealthStatuswas comprised of
34 questionsThe purposeof this sectionwasto betterunderstandhe present
characteristicsf the Fijian Indiancommunityandto asses# socio
demographidactorsinfluenced thec o mmu nKAP tpwaisCV healthand

diseasgrevention.
4.2 Chapter Summary

This chaptemasillustratedthe developmenbf a KAP questionnairéo assess
thelevel of KAP towardsCV healthin the Fijian Indiancommunity.A comprehensive
literaturesearchwasconductedo identify appropriateguestiongelatedto CV health
anddiseasereventionQuestionsverechoserand/oradaptedor thedraft
guestionnairdasedon their appropriatenesandrelevancedo theresearctaimsand
guestionsof this study.An advisoryteamconsistingof five invited membersof the
local communitywasformedto assesshe contentvalidity of the questionnaireEach
advisoryteammembeirprovidedfeedbackon the selectedjuestionsywhich werethen
analysedisingPolit andBeck (2006)asa guide.Final analysisof the developed
guestionnaireevealednoderate to higlsontentvalidity with ameanl-CVI of 0.94for
appropriatenesg meanl-CVI of 0.94for relevanceanda meanl-CVI of 0.86for
clarity. TheoverallS-CVI/Ave for this studyquestionnairavas0.91.Furthermorethe
advisoryteamprovidedpositivefeedbackon the overallquestionnaireThe study
guestionnairevasthenfinalisedfor the nextphaseof this studyd thefeasibility study

(Phaserwo).
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Chapter 5: Phase Two Study

ThischapterdescribedPhaseTwo of this study,in whichthefeasibilityandappropriatenessf
the questionnairevasassessewith a group of participantsfromthe Fijian Indian community.
Following ethicsapproval,30 member®f the AucklandFijian Indian communitywere
recruitedto completethe questionnaireand providefeedbaclon their experienceTo assesshe
feasibilityandreliability of thequestionnairetesi retestreliability testingwasconductedData
werecollectedovera two-weekperiod with eachparticipantcompletingthetestonceandthen
a secondimetwo weekdater. Theresultswereanalysedo determinevhetherthe developed
gquestionnairevasfeasibleand appropriateto be usedasa surveyin thewider Fijian Indian

community

5.1 Methods

5.1.1Recruitment Preparation
5.1.1.1Participant Information Sheet,Consentform and RecruitmentFlyer

A participantinformationsheetandconsenform (Appendix15 & 16) were
createdor Phaselwo. A recruitmentlyer wasalsocreatedo advertisethe studyin the
local community(Appendix17).
5.1.1.2Versionand Distribution of the KAP Questionnaire

Two versionsof the KAP questionnairaverepreparedor this phaseof the
study.For their convenienceparticipantshadthe optionof choosingto fill outa
physical,printedcopy of the questionnair@r anelectronicversionof the questionnaire
via thewell-known Qualtricssurveysoftware(Qualtrics,Provo,UT). Qualtricsis a
securegcloud-basedlatformfor creatinganddistributingweb-basedsurveyslt is
widely usedfor academiandmarketresearcli{Qualtrics,20223). To ensuraiser
friendlinessa simpleversionof the questionnairevascreated Carewastakento ensure
thatparticipantsvereableto go backandreviewanyansweror skip any questionghat
theywerenot comfortableansweringjustlike someonavho hada physicalcopyof the

questionnairevould. Furthermorethe electronicversionof the questionnaireouldbe
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completedbn anydeviceavailableto the participant(Appendix18). Both the hardcopy
andelectronicversionsof the questionnaireverecheckedtestedandapprovedy the
researclsupervisors.
5.1.1.3ScoringInstructions

To evaluatetheresultsof the questionnaire iRhase Twpscoringinstructiors
werecreatedFor SectionA (Knowledgeof CV Health),Questiors 11 13, the maximum
scorefor thecorrectanswermwas5. For Questiors 14 and15, 1 pointwasgivenfor each
multichoiceoptionchoserasall optionsavailablewerecorrectanswersThus,the
maximumscorefor this sectionwas87. For SectionB (AttitudestowardsCV Health),
Questiors 16 32, the maximumscorefor eachpositiveresponsavas5; thusthe
maximumscorefor this sectionwas85. Similarly, for thelastsection(Practicesowards
CV Heath),themaximumscorefor eachpositiveresponsavas5; thereforethe
maximumscorefor this sectionwas110(Questions33i 54). To calculatethe overall
percentag®f eachsectiontheindividual scorewasdividedby thetotal scorefor each
sectionandmultipedby 100.A percentagef Oi 50%representeg@oor,51i 80%was
fair and81i 100%indicatedgoodknowledge attitudeor practicetowardsCV health
Theremainingquestionsn the questionnairaverenot scored putwerenumberedo
entertheminto the dataanalysissoftware SPSSVersion28.0.1 for furtheranalysis.
Appendix19 showshow eachquestionin the questionnairevasscoredor data
analysis.To testwhetherthe scoringinstructiors would work inpractice theresearcher
pilotedthemwith four membersof herfamily andfoundnoissuedn evaluatingtheir
responsesr enteringtheminto Microsoft Excel. Onceagain,the scoringinstructions

werecheckedandapprovedoy theresearctsupervisors.
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5.1.2Feasibility Study
5.1.2.1Amendmento Auckland University of Technolog¥thics Approval
As guidedby the AUT ethics adisor, theresearcheappliedfor anamendment
to the AUT researclethicsapproval A copy of the participantinformationsheet,
consenform, recruitmenftlyer, scoringinstructions participantreviewform andboth
versionsof the developedjuestionnairavereincluded inthe applicationEthics
approvalfor the collectionanduseof dataduringPhases Two and Threéthis study
wasobtainedirom the AUT EthicsCommitteg(23/06/2020AUTEC 19/63 (Appendix
20).
5.1.2.2RecruitmentPhase
The purposeof this feasibility studywasto furtherrefinethe questionnairetest
for appropriatenesasndunderstandingandevaluateiming andambiguity. This study
aimedto recruit30 individualsfrom the Fijian Indiancommunityin Auckland(Moore
etal.,2011;Pernegeetal., 2015).Theanticipatechumberof participantduringthis
phaseof the studywasdiscussedavith anAUT biostatistician
Therecruitmentlyer waspromotedn thelocal communityaswell asvia word-
of-mouthto encourage&oluntaryparticipation.Theinclusioncriteriafor this phase
were:
{1 adult malesandfemaleg(>18yearsof age)
1 individualswhoidentifiedasbeingpartof the Fijian Indianethnicgroup
1 individualswho hadnot beendiagnosedvith a CVD or sufferedfrom a CV
conditionsuch aseartattack
1 individualswith sufficientproficiencyin English
During thisrecruitmentphasejnitial contactwasmadeby interested

participans. The PRthenprovideda copy of the participantinformationsheetwith a

107



consenform via email/postafterconfirmingthat aninterestegparticipantmetthe
inclusioncriteria.

Oncethe participantshad beersenta participantinformationsheetandconsent
form, afollow-up call wasmadeby the PRto confirm their understandingf the study
andanswerany questiongegardingthe study.If the participantwantedmore
information,wasunableto provideanemailaddressor wasnot ableto completethe
guestionnair@nline,the PRarranged convenientime/locationto discussheresearch
study,andcompletethe consenprocessandstudyquestionnaireOneonone
participantmeetingsvereheldat eitherAUT North/Southcampusor a public venue
such as #ocallibrary, dependingon time andconveniencef theinterestecparticipant.

Onceconsenformsweresignedandreturnedo the PR the participantwas
providedwith a Qualtricssurveylink or a printedcopy of the questionnaireEach
participantwasallocateda studynumberandtheir nameanddetailsaddedo a secured
(passworgprotectedparticipantfile to maintainanonymityin the studydata.
Recruitmenfor this phaseof studyendedoncea total of 30 participantsvasreached.
5.1.2.3Preferenceand Time/Duration

At baselinethis studyfoundthatparticipantgreferredo completeanonline
versionof the studyquestionnaireTen of the 3@articipantscompletedhewritten
version,and20 participantscompletedhe online versionvia the Qualtricssurveylink.
Based orthis preferencetheresearchedecidedthatanonline versionof the survey
would bethe primarydatacollectiontool for PhaseThreeof this study.

The Qualtricssoftwareestimatedhatit would take20 minutesto completethis
guestionnaireSimilarly, whentheresearchepilotedhow long it would taketo
completethe written versionof the questionnairevith four of herfamily membersshe

alsofoundthatit took anaverageof 20 minutesto completethe questionnaire.
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At bothtimepoints thetime for questionnaire completion feachparticipant
was recorded~or participantsvho optedfor awritten version,theresearchewasable
to recordhow long it took themto completetheir questionnaireisinga stopwatchFor
participantsvho choseto completetheir questionnair@nline, the Qualtricssoftware
electronicallyrecorcedthetime at whichtheystartecthe questionnair@and that when
theycompletedt. At first, theresultsof this assessmentereambiguousFor
participantsvho completedhe written version,therewasanaverageof 25 minutesat
baseling Timepointl) and17 minutesatfollow up (Timepoint2). However,the
averagdimesfor participantsvho completedhe online versionwerequite different
from each otheat both timepointsA small number obutliersin theseresultsmay have
resultedfrom the participantclosingthe questionnair@at somepointandrecommencing
atanothettimed possiblythe nextday.Uponreflection,this finding will be used to
improve the data collection process in the next phase of the study {[Pinege
Luckily, thiswasnotanissuewith the participantsvho completedhe written version.
Whentheseoutliers(n = 5) wereremovedrom thetime resultsin the online participant
group,theaveragdime was21 minutesat baseling Timepoint1l) and23 minutesat
follow up (Timepoint2). Overall,theaveragdime was22 minutesat baselineand21
minutesatfollow up for bothgroupswhich s similar to the Qualtricssoftware
estimationandthe pilot testonther e s e a family priordoparticipantinvolvement.
5.1.2.4Data Checkingand Cleaning

Datawerecollatedin Microsoft Excelandcheckedhreetimesto ensurehey
werecleanandtherewereno dataentryerrors.Participantdatawasmatchedor each
timepointandcheckedy theresearchsupervisorbeforedataanalysiscommenced.
This studyfoundlessthan1% of the dataweremissingat bothtimepoints(Table5.1).
This wascalculatedoy countingthe numberof missingvaluesin eachsection(KAP)

anddividing it by thetotal numberof questiondor 30 people Forthetestretest
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reliability dataanalysisfwo participantsvereexcludedastherewereseveral
discrepancies the datathat madet difficult to accuratelynatchtheir data.Thiswas
alsocheckedandconfirmedby researclsupervisorsThefinal numberof participantsan
thetestretestreliability dataanalysisvas28. The proportionof missingvaluesin this
final testretest reliabilityanalysisdatagroupwasalsolessthan1% (Table5.1).
Microsoft Exceland SPSSsoftwarewereusedto completeall dataanalyses.
Table5.1

Data Completenesfor Part 1 KAP of CV Health Questionnaire

Total numberof questions  Baseline Follow up

1,620 11 missing 9 missin
Originaldatase{n =30) (30 participantsx 54 9 9
: values values
questions)
Final datase{n = 28) 1512 3 missin 2 missin
(28 participantsx 54 9 9
. values values
guestions)

5.1.2.5QuestionnaireReliability and Review

Thetwo fundamentaklementof evaluatinganinstrumentsuch as
guestionnairarevalidity andreliability testing.By definition,6 ¢ o n s/tad u igltthet y 6
extentto which aninstrumentmeasuresvhatit is intendedto measureandreliability is
its ability to measurehis consistently(Tavakol& Dennick,2011) Theliteratureoffers
severaguidelinesandexamplesn how to successfullypre-testanadapted
guestionnair¢Azraii etal., 2021;Collins, 2003;Colucietal., 2009; ESCAPStatistics
Division, 2010;Hymanetal., 2006;Nguyenetal., 2021b; Niu etal., 2022;0zdenetal.,
2022;Radhakrishna2007; Tsangetal.,2017) Forthis phasethis studyfocusedon (1)
determiningthe stability of the questionnaireria atest retestreliability analysisand(2)
apreliminaryassessmermf theinternalconsistencyf the questionnair@asa measure

of questionnaireeliability.
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5.1.2.5.1Test RetestReliability Analysis

Test retestreliability refers tothe stability andaccuracyof a constructacross
time. Thisis typically assesselly administeringheconstrucd in this casethe study
questionnairé to eachparticipanttwice within a predeterminedime (Salkind,2007).
Thecorrelationbetweerthetwo scoreds then calculatetb assesshe stability and
accuracyof the construct(Buelow,2020).

In this study,participantavereaskedo completethe KAP questionnairettwo
timepoints.Timepointl wasrepresentativef baselineor pretestdatg which each
participantprovidedfollowing the consenprocessAt Timepoint2, scheduled fotwo
weeks laterposttestdata,wascollected Researchasshownthata onetothreeweek
periodbetweemmeasuremesis appropriatdor testingthereliability of aquestionnaire
(Daveyetal., 2016;Gambling& Long,2021;Marx etal., 2003;Polit, 2014).Each
participantwassenta reminderby the PRvia email (or phone)oneweekandthen one
daybeforetheir secondimepointto completetheir questionnaireAll participants
completedheir questionnaireat bothtimepoints.

To establishevidenceof test retestreliability, theP e a r $ \@lneivas
interpretedusingCoherds criteriaof 0.1 for aweakcorrelation,0.3for amoderate
correlationand0.5for a strongcorrelation(Cohen,1992; Salkind,2007).

A Pearsod sorrelationcoefficientwascomputedo assesgherelationship
betweeroverallKAP score total knowledgescore total attitudescoreandtotal practice
scoreacrosghetwo timepoints.For the overallKAP score therewasa strong positive
correlationbetweerthetwo timepoints,r(28) = 0.65,p < 0.01. Fortotal knowledge
scores, therewasa strong positivecorrelationbetweerthetwo timepoints,r(28) = 0.59,
p =0.01, as was also truer thetotal attitude(r(28) = 0.70,p < 0.01) andtotal practice

scores (r(28) = 0.82,p < 0.01). Despitethe smallsamplesize,the statisticallysignificant
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positivecorrelationsseenin this analysissuggestdreasonablstability andreliability

of the KAP questionnaire.

Theseresultsweresupportedy similar averagescoredor eachsectionand

overallKAP scorebetweerthetwo timepoints.The averagescorefor the overallKAP

at Timepointl was204andat Timepoint2 was206. Theaveragdotal knowledge

scores were63 and65; averageotal attitudescores were68 and67; andaverage

practicescores were73 and74for Timepoint 1 and?, respectively(Appendix21,

Table5.2).

Table 5.2

Test RetesReliability Analysisfor the KAP Questionnaireat the Two Timepoints

Overall Total Total Total
KAP score knowledge attitude practice
(T1) score(T1) score(T1l) score(Tl)
OverallKAP Pearsofi s 0.649"
score(T2) correlation
Sig. (2- <0.001
tailed)
n 28
Total Pearsod s 0.586"
knowledge  correlation
score(T2) Sig. (2- 0.001
tailed)
n 28
Total attitude Pearsof s 0.704"
score(T2) correlation
Sig. (2- <0.001
tailed)
n 28
Total practice Pearsod s 0.823"
score(T2) correlation
Sig. (2- <0.001
tailed)
n 28

** Significantatthe0.01level (2-tailed).

5.1.2.5.2InternalConsistency
Internalconsistencys definedasthe extentto which all itemsin an instrument

measurdghe sameconcept/construandis determinedy theinterrelatednessf items
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in thetest(Tavakol& Dennick,2011).Cronbackh alpha( Us)themostusedmeasure
of internalconsistencyandis expresse@sa numberbetweerD andl (Bolarinwa,2015;
Taber,2018;Tavakol& Dennick,2011).1f theitemsin atestarerelatedto eachother,
thevalueof Uis higher Generally Uvaluesof 0.6 0.7 indicateanacceptabldevel of
reliability, while Uof 0.8 or higherindicatesvery goodreliability. However,Uvalues
greaterthan0.95mayindicatea level of redundancyetweernitems(questions)that is,
replicationof contentacrosshe questiongHulin etal., 2001;Streiner,2003; Taber,
2018;Ursachietal., 2015).

Table5.3 presentshe preliminaryresultsfor tests ofinternalconsistencyor
eachsectionof the KAP questionnaireThe KnowledgeandPracticesectionquestions
weredivided basedon the formatof their answeroptionsto enhancehe accuracyof the
test for exampletheansweroptionsfor knowledgeQuestionsli 13 werepresentecésa
Likert scaleandthose for @estionsl4 and15weremultiple choice.

TheKnowledgesectionconsistedf 13 questionsandtwo multiple choice
questionswith Uof 0.28and0.65for these two typesespectively The Attitudes
sectionconsistedf 17 questionsvith Uof 0.27.Thefirst partof the Practicesection
consistedf 12 questionsaandthe secondparthad10 questionswith Uof 0.64and0.2,
respectively(seeChapterd). While some sections of the questionnaire recorded an
acceptabléJscore (Table 5.3), these results suggest that the study was insufficiently
powered to detect internal consistency of all sections in the feasibility ted38).
Table 5.3
Thelnternal Consistencyeasurecoy C r o n b Alghafér EachSectionof the KAP

Questionnaireat Timepointl

Numberof questions Cr o n b a@phd( aJ

Knowledge(Questionsli 13) 13 0.281
Knowledge(Question14 & 15)* 2 0.650
Attitude (Questionsl6i 32) 17 0.271
Practice(Questions33i 44) * 12 0.640
Practice(Questionsisi 54) 10 0.197
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*Indicates an acceptable level of internal consistency

MostpublishedKAP 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 faot analysis (either exploratory or confirmatory factor analysis),
alongside an assessment of internal cons.i
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 O0to det el
variables or factors that account for the variation and covariation among a set of
obser ved (Browm 3005 pd®). @hiswasparticularly important irthe current
study as KAP surveys are made up of associated questions that are intercorrelated
because they share a common catle is,they are influenced by the same underlying
construct (Brown, 2015However for a robust factor analysis a large dataset is needed
to yield significant results.
5.1.3ReviewForm Analysis

At Timepoint2, participantsn this studywereaskedo completea brief review
form (Appendix22) to assessvhetherthe questionsvereappropriateandeasyto
understandh eachsection theyhadany suggestionsn how the question/sn that
sectioncouldbeimproved or theyhadanyadditionalfeedbackaboutthe
guestionnaire/survey.
5.1.3.1Knowledge

Overall,the participantfoundthe questionsn this sectionappropriateandeasy
to understand30/30and29/30patrticipantsrespectively(Appendix23). Theone
participantthatfoundthe knowledgequestiondifficult to understandlid notleaveany

commentor indicationof which question/gheyfounddifficult to understanéndwhy.
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However,otherparticipantshadsuggestioneandcommentdor how to improvethe

guestionsn this section(Table5.4). In thistable,theactiontakenin responséo this

valuablefeedbackis alsodescribed.

Table 5.4

Participant Feedbaclon Questionsn the KnowledgeSection

Participant Feedback Action to be taken
A\/A questionsare very
1 straightforward . A
Vaybeincludesomemore
medicaljargon sopeople
becomeawareof thewider
13 pos_3|b|I|t|esof causeputin N/A
sayingthat, | guesghey
wereappropriatefor people
whojust havebasic/little
knowledgeof heartdiseasé .
It seemghe participants referringto
Orhereweremaybeoneor i .
. . Q93 ¢Eatingalot of redmeatincreases
two questionghat| couldn't . . ~
. therisk of heartdiseasébut mayhave
answerwith yesor no, for . )
4 misunderstooavhatthe questiorwas
example] thinktherewasa : :
; asking,or theymaybereferringto
guestionthat askedf | SRR .
anothemuestionin eitherthe attitudeor
neededo reducemeator . : . .
27 . . practicessection.This questionwasa
addmorevegesto mydiet. | .
. statementelatedto CV healthto whicha
alreadydon'teatmeatand o Y
; : participantwasmeantto selectdruedif
eatmostlyveges.Henceit ) PR
A theyagreedwith the statementfalse&if
w a s ayednotype > . .
: N theydid notandot sureif theywere
guestionfor me.Butthatts . . : .
) iy N uncertainNo actionwill betakenin
just specificto med )
responséo thiscomment.
29 d thinktheyare verywell N/A

sunmed upd

5.1.3.2Attitude

Overall,the participantfoundthe questionsn this sectionappropriateandeasy

to understand29/29and29/30participantsrespectively(Appendix23). Like with the

Knowledgesectiononeparticipantfoundthe questionsn this sectiondifficult to

understandbut did notleaveany commentsor indicationof which question/gheyfound

difficult to understanéndwhy. Otherparticipantshad someuggestionandcomments
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on howthe questionsn this sectioncouldbeimproved(Table5.5). In thistable,the
actiors takenin responseo this usefulfeedbackaredescribedaswell.
Table 5.5

ParticipantFeedbaclon Questionsn the AttitudeSection

Participant Feedback Action to betaken
This comments aboutQ283 4 preferto
spendmoretime on my electronic
@neofthequestionsvas  device(s)or watchingtv ratherthan
@do youpreferto spend exercisin@ | canseehow this question
moretimein frontof T V é canbeconfusinggivent hi s par |

thanexercising whichl context.However theyhaveindicatedthat
17 foundto be somewhaat theydo preferto sitin front of thetv. The

ends,asyes,| don'tlike key termin this questions @refe®

exercisingand| would regardingtheir attitudetowardsexercising.

preferto sitin frontofthe = Theywould haveanopportunityto

TV butl still exercised indicatetheir exercisehabitsin the

practicesection.No actionwill betakenin
responséo this comment.
No.Actuallythe questions
wereverygoodandasked
27 avarietyof thingsthat | N/A
would normally not think
aboutbutdo exist.

5.1.3.3Practices

Overall,the participantfoundthe questionsn this sectionappropriateandeasy
to understand28/29and28/30participantsrespectively(Appendix23). Similar to the
review of theKnowledgeandAttitude section oneparticipantdid notfind the questions
in this sectionappropriateTheydid notleaveany commentor indicationof which
question/gheyfoundinappropriateandwhy. Two participantfoundthe questionsn
this sectiondifficult to understandone left nocommens to clarify which question/s
theyfounddifficult to understan@ndwhy, but Participantl0 saidd oftentakehealth
supplementspr | amon a specialdiet. Specialdietis too generah Theircommentwas
aboutQuestion39 (AHow oftendo you takehealthsupplementsr areon a specialdiet
thatis notrecommendedtly a healthprofessional@. Their suggestioron howto

improvethis questionwasas follows:@erhapdisting exampleof specialdietsafter
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may helpd Althoughthis was avaluedsuggestionthe purposeof this questiorwasto
examinein generalhow manypeoplein thiscommunityweretaking health
supplementandwereon specialdietswithout guidanceor advicefrom a health
professionallt would makesenseo adda list of examplesf this studywantedto
identify which healthsupplements/specidietspeoplein thecommunityweretakingor
doingin their daily lives to maintaintheir health.
5.1.3.4Additional Comments
Someparticipantsalsoprovidedadditionalfeedbackaboutthe
survey/questionnairen the review formTable5.6 summariseshis feedbackin
generalresponseo this questionnaire/surveyerepositiveandencouragingndit
seemedo bewell receivedby the participantsn this phaseof the study.
ParticipantlO6 feedbackwas particularly interesting and migitplain why
this studyresultssaw marginal differences in the overall and average KAP scores
between the two timepoints
doingthequestionnaird¢wice (after2 weeks)wasreally helpful asthefirst time
roundyou get a glimpseof whatis goingto be askedof you, sonaturallyyou
wantto improve for example, theuestiomabouthow oftenyou exercisefirst
time aroundwas1i 2 timesaweekbut knowing| wasgoingto beaskedt again
| madea pointto exercisemoreoften. The openendedquestiongorcedmeto

go andresearchn my owntime beforedoingthe questionnair@gainsol hada
betterideaof whatwasbeingaskedof me

Neverthelesst is very encouragindo readthatthe questionnairdnadsucha
positiveimpacton this participant.
Table 5.6

ParticipantFeedbaclon Questionnaire

Participant Feedback

7 dGoodquestionnaire/reviewmakesusreflecton whatwe doa
doing the questionnairdwice (after 2 weeks)wvasreally helpfulasthe
first timeroundyouget a glimpseof whatis goingto be askedof you,

10 sonaturally youwantto improve for example, theuestionabouthow
oftenyouexercisefirst timearoundwas1i 2 timesa weekbut knowing
| wasgoingto beaskedt againl madea pointto exercisemoreoften.
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Theopenendedguestiongorcedmeto go andresearchin myown
time beforedoingthe questionnaireagainsol hada betterideaof
whatwasbeingaskedof med

d feelthequestionsvereappropriateandapplicablefor the survey.

e Thankyoufor includingmein yourresearcia

20 Everythingwaseasyto follow and questionsvereall appropriateand
understandabl@

22 dijian Indiansare sobadat knowingall thisinfo soités greatthatyou
guysare doingthesestudie®

27 Prettygoodquestionsl lovethat questiomabouthealthbeingin God's

hands!Lol mademelaughbothtimesé butis sotrue too'a
Note. The wording and spelling of tharticipantfeedback in this table are
verbatim.

5.1.4Analysis of Open-endedQuestions

Thematicanalysiswas conducteto analysethe qualitativeresponseto thefour
openendedquestionsn the studyquestionnairéBraun& Clarke,2022).The purpose
of thematicanalysiss to generatgatternsof meaning that is,@dheme$acrossa dataset
thataddressearesearchguestionln this study,this methodof analysiswasusedto
answertthefinal researctgyuestion How shouldthe KAP of CV healthin this community
be promotedandenhanced?

Accordingto BraunandClarke (2022), therearesix importantphasesn this
analysismethod:(1) familiarisingyourselfwith the dataset(2) coding;(3) generating
initial themes|4) developingandreviewingthemes{5) refining, definingandnaming
themesand(6) writing up. Table5.7 describeshe overallprocessnvolvedin each
phaseof this analysismethod.

Table 5.7
TheSixPhasef ThematicAnalysis(Adaptedrrom the Official ThematicAnalysis

Websiteof The University of Aucklan@022)

Phase Description
This phaséanvolvesreadingandre-readingthe data,to
Familiarising becomammersedandintimately familiar with its content,
1 oneseliwith the andmakingnoteson initial analyticobservationsaind
dataset insights,bothin relationto eachindividual dataitem (e.g.,

aninterviewtranscript)andin relationto the entiredataset.
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This phaseanvolvesgeneratingsuccinctlabels(codes)hat
captureandevokeimportantfeaturesof the datathatmight
berelevantto addressingheresearclyuestionlt involves
codingthe entiredatasetwith two or moreroundsof
coding,andthencollatingall codesandrelevantdata
extractsfor laterstagef analysis.

This phaséanvolvesexaminingcodesandcollateddatato
beginto developsignificantbroadematternsof meaning

Generating (potentialthemes)lt theninvolvescollating datarelevant

initial themes to eachcandidateheme sothatthe researcher camork
with the dataandreviewtheviability of eachcandidate
theme.

This phasdnvolvescheckingthe candidatehemesagainst
the codeddataandthe entiredataset{o determinewvhether
theytell aconvincingstory of the datathataddressethe
researclguestionln this phasethemesarefurther
developedywhich sometimesnvolvesthembeingsplit,

2 Coding

Developingand
4  reviewing

themes combinedor discardedIn the thematic analysepproach
applied hergthemesaredefinedaspatterrs of shared
meaningunderpinnedy a centralconcepibr idea.

Refining, This phasdanvolvesdevelopinga detailedanalysisof each

theme working out the scopeandfocusof eachtheme,and
identifyingthe6 s t of eaghdt alsoinvolvesdecidingon
aninformativenamefor eachtheme.

Thisfinal phasenvolvesweavingtogetherthe analytic

6  Writing up narrativeanddataextractsandcontextualisinghe analysis

in relationto theliterature.

5 definingand
namingthemes

Briefly, theresponseto eachof the openendedquestionsverecarefullyread
andcodedby the PR The codeditemsin the datawerethengroupedogetherandsorted
into initial themesTheseinitial themeswverethenfurtherrefinedto determinghe scope
andfocusof thetheme ,andensurehatit addresse theresearctyuestion Appendix24
illustratesthe detailedprocessandresultsfrom this analysis.This wasreviewedand

supportedy studysupervisors.
5.2 Results Preliminary Findings for the KAP of CV Health Survey

5.2.1Participant Socicdemographics

Thestudyparticipantsvere 14 malesand14 females Most wereaged4Gi 60
years(42.9%)andbornin Fiji (85.7%).More thanhalf of the participantsveremarried
(67.9%)andhadfive peoplein theirfamily (39.3%).Almostall the participantswvere
Hindu (89.3%)andhad lived in NZ for 10 yearsor more(89.3%).Most hadcompleted
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atertiaryeducation(82.1%)anda high proportionwereemployedfull time; that is,
worked40 hoursor moreaweek.Lasty, English,Fiji Hindi andHindi werethe most
fluently spokenanguagesn this group.Appendix25, Table liststhesocio
demographicharacteristicef the studyparticipantgroup.

5.2.2Participant Health-related Characteristics

In generalthe participantsconsideredheir healthto beé g o (39 34%).The
majority hada family doctor(89.3%)andhadhadtheir latesthealthcheckup atalocal
healthcentreor family doctorsin the previousthreemonths(39.3%).At thetime of the
study,14.3% ofparticipantsverediagnosedvith high blood pressurel17.9% of
participants werdiagnosed apre-diabetc, 7.2% of participantsvere diagnosed with
Typel or Type2 diabetesand 14.3% of participants were diagnosed Witih
cholesterqglby a doctor or registered health professioRatthermorenoneof the
participantshadbeenhospitalisecbecause oproblemswith their heartor bloodvessels
nor werecurrentsmokers.

Whenaskedo describeheir lifestyle, almosthalf of the participantsaidthat
their lifestyle wasrelatively stressful46.4%),whereastherssaidit wasfreefrom
stresq35.7%).This studyfoundthat n a typical weekimnost ofthe participantdid at
least30 minutesof exercisg(e.g.,walking, running,cycling, jogging) on 1i 2 daysand
atefruit andvegetable®n 51 6 daysaweek foodshighin transfats (e.g.,bakedgoods,
fried food, snacksmargarine)on 1i 2 daysaweek andfoodshighin saturatedat (e.g.,
dairy foods,meat)on 3i 4 daysa week.Mostadded saltto food during cooking for
meals eateathome(64.3%)but neveraddedsaltto theirfood atthetable(64.3%).In
termsof alcoholconsumptionhalf of the participantsdrankalcoholon a monthly (or
less)basisandonly five (17.9%)drankkava,the (traditional)nationaldrink of Fiji.

More thanhalf of the participantg64.3%)indicatedthattheydid not know their

currentBMI northeir level of risk for CVD despitethe presencef seriousmedical
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conditions/procedurds theirimmediatefamily suchashypertensior{23.1%),heart
diseasd€22%), hypercholesterolemi@l7.6%)anddiabetes rallitus (16.5%).
Surprisingly,27 of the 28articipants (96.4%hadnota cardiovascular risk assessment
undertakerof whichtheywereaware Appendix25, Table Zummariseshe
abovementionetiealthrelatedcharacteristicef the studyparticipants.
5.2.3Knowledge of Cardiovascular Health

Most of the participantgn this studywereableto correctlyanswereachof the
knowledgerelatedstatement§éAppendix21, Tablel). However,50%thoughtthatthe
mostcommoncauseof heartattackwasstressandsomewerenot certainaboutwhether
eatingalot of redmeatincreasedherisk of heartdiseaseln termsof identifying all the
risk factorsfor heartdiseasethe averagescorefor this questionwas9 from amaximum
of 13 points.Severanentalillnessandimpairedkidneyfunctionweretheleast
recognisedisk factorsfor heartattack/heartiseas€Appendix21, Tablel).
Interestingly theaveragescorefor identifying symptomsof a heartattackwas6 from a
possibled points.Vomiting tendencynauseapandfatigueweretheleastrecognised
symptomsamongparticipanty Appendix21, Tablel). Theaveragdotal knowledge
scorewas63 from a possible87 points(Appendix21, Table4) amongthe study
participantgn = 28). Thelowesttotal knowledgescorefor a participantvas49 andthe
highestwas76 points(out of a possible 87 pointdlthoughthesefindingswill needto
be confirmedin alargersamplesize,thesepreliminaryresultssuggesthatthe study
population,on averagehad afair level of knowledge(72%)aboutCV health.
5.2.4 Attitudes towards Cardiovascular Health

In this section thereweremanyexamplesf the positiveattitudesof thestudy
participantsowardshealthierifestylesandCVD preventionFor instance 96% of the
participantsagreedhatto maintaina healthylifestyle they shouldbe exercisingand

eatinglessoily food. All agreedhattheyshouldincludefruit or vegetablesn their diets
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to maintaintheir healthand92%knewto avoiddrinking carbonatedirinks. A total of
71%of participantdndicatedtheywereableto manageheir stressand85%said they
madetime to takecareof themselvegAppendix21, Table2). As aresult,theaverage
total attitudescorewas68 from a possible85 points(Appendix21, Table4) among
studyparticipantgn = 28). Thelowesttotal attitudescorewas60 andthe highestwas
78 points(out ofa possibled5 points) Overall,theseinitial findingssuggesthatthe
studypopulation,on averagehada goodattitude(80%)towardsCV health.However,
theseresultswill alsoneedto be confirmedin alargersamplesize.
5.2.5Practicestowards Cardiovascular Health

This studyhasalsoshownthatin the participantgroupthereweresomepositive
practicesandbeliefstowardsCV Health.For example mostof the participants
exercisednorethan20 minutes,3 timesaweekandrarely consumedatty foodsmore
than3 timesaweek.Participantoftenwalkedfor atleast10 minutesto getto andfrom
placesandduringtheir sparetime, they sometimegxercisedor atleast20 minutes.
Most participantdbelievel thatincreasingexerciseandeatinga healthydiet would
reducetheir chance®f havinga heartattackor stroke.Despitetheseexampleshalf of
the participantsverestill concernedboutthelikelihood of havinga heartattackor
strokein the nearfuture.More thanhalf of the participantsalsobelievedthathavinga
heartattackor strokewasalwaysfatal or thattheir wholelife would changef theyhad
a heartattackor stroke.As aresult,theaveragdotal practicescorewas73 out of a
possiblescore of110(Appendix21, Table4) for the studyparticipantgn = 28). The
lowesttotal practicescorewas58 andthe highest 89 (out of a possible 110 points)
Overall,theseresultssuggesthatthe studypopulation,on averagehadfair practices

(66%)towardsCV health
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5.2.6Knowledgev. Attitudes

UsingC o h ecnitérisn asa guide,this studyfoundno statistically significant
correlationbetweerthe Knowledgeof CV healthandAttitudestowardsCV healthin
thestudyparticipantsy(28) =1 1,p =0.96 (Appendix21, Table5). A largersample
sizeis neededo determineherelationshipbetweerthesetwo variables.
5.2.7Knowledgev. Practices

Similarly, this studyfoundno statistically significantorrelationbetweerthe
Knowledgeof CV healthandPracticesowardsCV healthin the studyparticipants,
r(28) =1 1,p=0.96 (Appendix21, Table6). A largersamplesizeis neededo
determingherelationshipbetweerthesetwo variables
5.2.8Attitudes v. Practices

Lasty, this studyfoundno statistically significantorrelationbetweerthe
Knowledgeof CV healthandPracticesowardsCV healthin the studyparticipants,
r(28) =1 @®1,p=0.28(Appendix21, Table7). A largersamplesizeis neededo
determingherelationshipbetweernthesetwo variables
5.2.9KAP v. Participant Sociodemographics

This studyexploredwhethertherewasa differencebetweerthelevel of KAP
andgenderin this studypopulation Although no differencesvere foundn theaverage
total knowledgescoregdmales:63, n = 14;females63,n = 14; Appendix21, Table9),
therewereslight differencean the averagdotal attitudeandpracticescoresFemalesn
this studypopulationhada slightly higheraverageotal attitudescorethanmales
(males:67, n = 14;females69, n = 14; Appendix21, Table10); whereagshe maleshad
aslightly higheraverageotal practicescorethanthefemalegmales:76, n = 14;
females71,n = 14; Appendix21, Table11). Thus,this studyfoundasmalldifference
in theaverageoverallKAP scorebetweemalesandfemalesn the studypopulation

(males:206, n = 14;females203,n = 14; Appendix21, Table8). Unfortunately the
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datafor theremainingparticipantsociodemographicsveretoo few andvariable
(Appendix 25, Table 1p beableto compareheir effects onthelevel of KAP towards
CV Healthin this community.
5.2.100pen-endedQuestionsabout Cardiovascular Health

Thethematicanalysisof the four operendedquestionsn this surveygenerated
threethemes(1) ManagingHealthTogether)(2) RecognisingBarriersto CV Health
and(3) TargetedCV HealthPromotion.Table5.8 describeshe characteristicef each
of thesethemes.
Table 5.8

Characteristicof the Themes Developed Following Thematic Analysis

Theme Characteristics
Thisthemereflectshowthe communityare
awareof whattheycandoto look after their
hearthealthbut alsothe needfor ongoing
advice,guidanceandsupportfrom health
professionalskor peopleat risk of CVD, it
is a journeyonwhichtheywill needregular
healthcheckg€o managetheir healthbetter
andpreventthedevelopmendf CVD.
Thisthemeacknowledgethevarious
challengesdentifiedby participants
towardsthe givenKAP of CV healthin the
community.
Thisthemerecogniseshe suggestiondy
participantsto promoteandenhancehe
¢ o mmu runderstahdingf CV health
anddiseaseData suggestocusingon areas
TargetedCV HealthPromotion thatare highly accessedby the community,
building a relationshipwith community
leadersandreligiousfiguresandincreasing
the presencef the healthforcein the
community.

ManagingHealthTogether

Recognisingarriersto CV Health

5.2.10.1Managing Health Together
ThethemeManagingHealthTogetheracknowledgeshe awarenessf positive
healthbehavioursn the community.Someparticipantanadesuggestionaround

exercisingregularlyandeatinghealtly to supportCV health.Forexample
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Regularexercise eating healthy drinking plentyif liquid (water) (Participant?)

At least3 daysaweekfor 20 minuteswould really help our people
(Participantl9)

A few participantsalsocommentedn the useof oil in the preparatiorof food andthe
importanceof beingstresdreeandconsiderat®f o n ehéath.

Thesefindings suggestshattherewasanunderstandingn thecommunitythat
healthis notjust aboutphysicalhealthbutap e r smentélhealthaswell. More
importantly,thesecommentshowthatthe peopleparticipatingin this communitydid
careabouttheir healthandundersbod the needto be mindful of their health.For
example

Eathealthyfood; lessoil in cooking (Participant2)

Controlyour eatinghabits exerciseregulaty; be stresdree (Participant2)

Be considerat@boutyour health (Participantl3)

Equally,severaparticipantdndicatedthatthey neededadditionalsupportfrom
healthprofessional$o be ableto betterunderstandheir healthandto learnwaysto
incorporatepositivehealthbehavioursFor example

Regularcheckup andadvicewith afollow up. (Participant3)

Giving advice on keepingourselvedealthyby eatinghealthyandmaintaining
ourdiet (Participant)

With regularcheckupsto preventit from happeningn thefirst place
(Participantl0)

Coachingpeoplein healthydiet (Participantl3)

Giving mea betterpictureof my healthissues(Participant24)

Advising usmoreon our diet plans (Participant?)

Theencouragementf bloodtestsfor 6 a ti  pdtidghts (Participantl6)
Thesecommentgeiteratethatpeoplein this communitywereconcerneagbout

their health,but somemay not havehadthe skills or knowledgeof howto manageheir

CV health,or healthin general For a populationthatis at a high risk of developing
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CVD, thiswould significantlyimpactthelevel of KAP towardsCV healthin this

community.

5.2.10.2RecognisingBarriers to CardiovascularHealth
ThethemeRecognisingBarriersto CV Healthhighlightssomeof the challenges

thecommunityarefacingwhenit comesto betterunderstandingheir CV healthand

knowinghowto preventCVD. Thisincludeshavingtime to look afterthemselves,

currentpracticesselfmotivationandaccesso healthservicesForexample

Peopleareusuallysobusyatwork sotheydon'thavetime to do somethingor
themselves(Participantl3)

Regularfull checkupsandadvice atthemomenttheyonly do bloodtests
(Participan26)

Well somelndiars dond takehealthseriouslysoité idealto beaccountabléor
themandtheir health (Participantl0)

It wasan awesomesurvey.lt refreshedny mindtoo abouthow crucialit is to
look afteryour health.Normally, | work long hoursandwhenl comehome,||
amtired. Therefore] don'tdo anythingfor myself (Participantl3)

Schoolsnotto participatein unhealthyoptionsfor fund raising e.g, chocolate
bars (Participant25)

Havingdoctorsaskaboutheartrelateddiseasesgftervisits andjust ensuringwe
areawareof whatwe canbedoingto reducethe chance®f developingsucha
disease(Participant23)

| think thereis enoughinformationavailableto meto initiate a healthiedifestyle
if andwhenl makethe effort. (Participantl3)

Thehistoryof our peopleshouldmakeus moreconsciousof our healthrisks but
therearetoo manywho arecomplacentthis includesme.
(Participan25)

Freecheckupsin communitiegParticipant26)

Addressingmisbeliefsandlack of awareness the communitywasalso
recognisedy participantdn this studyasabarrierto the KAP of CV health.For
example:

Reducingthe misbeliefsof whatidealhealthis. And thatmedicationwill not
cureall diseasebut we haveto makelifestyle changes(Participantl4)

More awarenesat communityevents e.g, free healthcheckupdtakesurveys
andfollow up. (Participantl8)
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Fijian Indiansneverexercise (Participantl9)

Educatingandaddressingnisbeliefsin the communityabouthealth (Participant
14)

Theseexamplesandperspectivesrom the communityarevaluablefor
understandinghe needof this communityandplanningfuture interventiongo support
CV healthanddiseasegreventionn thiscommunity.
5.2.10.3TargetedCardiovascular DiseasBromotion

ThethemeTargetedCV HealthPromotioncollatesthe participantdideas
aroundhelpful resourcesindservices specifically,for thecommunityto learnand
understananoreaboutCV healthandCVD. Therewerearangeof suggestionghat
grouped into several categories, as follows:

1. Simplifying andtailoring information

Makeit morestreamline to understangmostinformationout thereis too
complexfor someoneavithouta medicalbackgroundr someoneavhois less
literateto understandinformationis moretargetecdat anolderaudiencemore
informationregardingyouth/youngadultswould be helpful to reducerisksor
help makelifestyle changegoingforward. (Participantl)

Provideflyers on hearthealth (Participantl?)

Giving brochure outfor themto read insteadof salesadvertisementhere
shouldbe healthadvertisementgParticipantl0)

Possiblya websitetargetedat Fijian Indianswherethereis specificinformation
targetedabouttherisksof heartdiseasendprevenative measuregor how to
reducerisks)thataretailoredto the communityasopposedo generic
informatiord(Participantl)

More educationn schoolsaroundit. (Participantl9)
ThroughFacebookasmostFijian Indiansareon there (Participantl9)

Local advertisingvia socialmedig e.g, radio, TV & newspapers;ultural
events (Participant25)

Healthprofessionalshouldcreatemoreawarenesabouttherisks of heart
diseaseMaybemonthly newsletters¢o go aroundthe communityor hold
talks/workshopso educatgeople Healthcolumnin thelocal Indian
newspapershouldfeatureheartdiseasesandrecommendliet recipesand
exercisedo controlit better.Interviewpeoplewho haveheartdiseasendcreate
awarenesaboutthe daily problemsassociatedavith it: peoplefeel moreinclined
to changdf it is comingfrom someonen their own community.Local Hindi
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radio stationsdo not havea healthbasedorogrammenheretheydiscuss
diseaseshataffecttheIndo-Fijian community easyto reachpeoplethroughthis
especiallythe oldergeneratiorastheyaremoreinclinedto listento theradio
thanreadthe newspaperLocal Hindi TV stationshouldhavea similar
programme(Participantl8)

2. Bringingthehealthforceto the people

Haveworkshopgo addresshe growingrateof heartdiseasen the Fijian
community.Theycanaddressvaysto achievea healthiedifestyle, more
programmes on radioregardingthe benefitsof exercisinggatinghealthyand
nonsmoking (ParticipantP27)

Having peoplego aroundto communitybasedeventsto give talks (Participant
1)

3. Increasingresencen thecommunity

Building awareness the communityby doing smallcampaign®tc
(Participantl?7)

Maybeincreasinghe awarenesattemplesandindian supermarketsvith
pamphletor simplesignsdescribingthe commoncausesndpotentialoptions
to reducethelikelihood of gettingheartrelateddiseaseqParticipant23)

Targetplaceswherethe communitygatherslike religiousevents Startby
introducinghealthyfood itemsin the menu.Haveworkshog andecturesby
healthprofessionals(Participant27)

4. Building relationshipsvith communityandreligiousleadergo promoteCV
health

Approachcommunityleadergo makeit compulsoryto spendatleast10 min
suggestindhe healthissues(Participant24)

Somethingo look into couldbetheinclusionof medicalhealthpractitioners
within thereligiouscommunity.Many Fijian Indianswill oftenlistenmoreto
thewordsof religiousfigureswithin thecommunity,andoftenaremoreopento
discusgssueslf priestsweremoreawareof symptomsperhapgheycould
directtheir peopleto theappropriatemedicalservices(Participant6)

Theadvantagef thesesuggestionandideasis thatthey camalirectly from
memberof thecommunity. The participantselieved thattheseresourcesvould help
supportthe communityto learnmoreabouttheir hearthealthandhow to reducetheir

risk of CVD.
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5.3 Chapter Summary

This chapterasdescribe the secondphaseof this study; in whichparticipants
from the Fijian Indiancommunitywasrecruitedto complete the KAP questionnaire on
two occasions (baseline and then two weeks later) and then provide feedback on their
experience of completintpe developedAP questionnaireAn analysisof KAP scores
at the two timepoints revealed excellegi retestreliability as supported by the
statisticallysignificantcorrelationan the overallKAP, total knowledgetotal attitude
andtotal practicescores betweerthetimepoints.The testretest reliability correlations
and the participant responses in the epeded questions support that the KAP
guestionnaire is reliablfeasibleandappropriategool to be used assurveyin the
wider Fijian Indiancommunity.The preliminaryfindings of the questionnairgat
baselinelandthematicanalysisof the openrendedquestionsarealsodescribedn this

chapter.
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Chapter 6: Discussion

Thischapterdiscussesghe significanceof thefindingsin PhaseOneand PhaseTwoandhow
theyrelateto the studyaimsandresearchquestionsThediscussiorin this chapteanalyse
howthesefindingscomparewith the existing body of knowledgedthen the additional
insights that the study findings afiit the studypopulationandthe NZhealth systerrLasty,

this chapterdescribedhe strengthsand limitations of this study.

6.1 Revisiting the Aims and Hypothesesof This Study

Thefirst aim of this studywasto developandtesta questionnairéo measurdhe
level of KAP towards CV healthin the Fijian Indiancommunityin NZ. The secondaim
wasto assesshe feasibility of applyingthe developedjuestionnairgo testthe KAP
towards CV healtim the Fijian Indiancommunity.The combinedhypothesidor these
two aimswasthatthe developedjuestionnairevould effectively measurehelevel of
KAP in theFijian Indiancommunity(Table6.1).

In PhaseDne,this studydevelopeda KAP guestionnaire using a scientific
process outlined by the WH@Vorld Health Organization, 2008)he PR
systematicallyesearchethe questionnairdesignby reviewingthe literature and
current CV healthrelated questionnais¢o understand thappropriate format and
structure of the KAP questionnaii@ this study Questions were developedpdified,
and adapted from relevant questionnaires asasdiéedbackom peers within the
Fijian Indian community and study supervisarle purposeof this questionnairevas
to identify the level of KARowards CV health and use this informattorinform
strategies to support CV health promotion and disease prevention ifjidhdrdian
community Phaserwo testecthereliability andfeasibility of the questionnairdy
recruitingmemberf the Fijian Indiancommunityandcompletinga test retest
analysisaswell asgatheringfeedbackon the questionnaireisinga reviewform.

Consideringhe breadth of the work undertakand the time allocated to complete this
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PhDresearch, the final phase of this styBhase Threds proposed as a followp

study.

Table 6.1

TheAimsandHypothesesf EachPhaseof This Study

Aims Hypotheses

PhaseOne To developandtesta Thedevelopedjuestionnaire

guestionnairéo measurehe will effectivelymeasurehe

level of KAP towardsCV level of knowledge attitude

healthin Fijian Indian andpracticedn theFijian

community Indiancommunity.
PhaseTwo To assesshefeasibility of

applyingthedeveloped

guestionnairéo assesshe
KAP towards CV healtim the
Fijian Indiancommunity

Phasélhree To assesthelevelof KAP (i.e., Thelevel of KAP towardsCV
(proposed not behaviourandbeliefs)towards  healthamongthe Fijian Indian
actioned) CV healthin theFijian Indian communityis poor/low.
communityin Auckland,NZ.
To understandherelationship ~ Therearepositiverelationships
betweerKAP (i.e.,behaviour betweenCV health

andbeliefs)andCV health knowledge attitude,and

amongthe Fijian Indian healthpracticesandCV health

communityin Auckland,NZ. in the Fijian Indian
community

131



6.2 PhaseOne: Developingthe Cardiovascular KAP Questionnaire

Developinga surveyquestionnairés a multifacetedorocessBecausehefocus
of this studywasto determinghe KAP towardsCV healthin the Fijian Indian
community,theWH O d&gsidelines fordevelopinga KAP surveywereusedalong with
otherrelevantresourcegAndsoy et al. (2015); Arikan et al. (2009); Awand AFNafisi
(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).

Thecurrentstudyis oneof thefew to haveusedthe WH O @&ysidelinesto
developanovel CV healthrelatedKAP questionnairdor an at risk populatio(Mirza et
al., 2016; Vaidya et al., 2013While atherrelevant studiehave e@scribedhe
development of their CV healttelated KAP questionnaii@lertzetal., 2019;
Mohammacetal., 2018;Shammietal., 2021) theprocess involved in the development
of these questionnairegasdifficult to ascertainFurthermore, a key focus of the
current studyvas to deelopa KAP questionnairasing arobust, scientific process
well as gain feedback froexperts and peers in the Fijian Indian community

Draft questionavereselected or developdzhasedn their relevanceo the
purposeaimsandresearchguestionf this study Similarly, thestructureof the
guestios and questionaire designn this studywas guided by similar questionnaires
(discoveredn scopingand literature review)peers in the Fijian Indian community,
experts in the fieldadvisory teamand the stdy supervisorgseeChapter 4.1.3 Draft
Questionnaire)

Polit et al.(2007)wasusedasa guideto calculatecontentvalidity indexof the
guestionnair@s a measure of content validigbdulkaderMohamedetal., 2022;
Chengetal., 2022;Kumaretal.,2022;Wu et al., 2022)contendingwo key

recommendationfor assessingontentvalidity. The frst wasto carefullyselecta panel
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of expertswith relevantexperiencen thefield or topic of interest.In this study,the PR
invited 10 expertsfrom the local community,with five consentingo committheir time
andavailability. Thesefive expertshadarangeof experiencen working with the Fijian
Indiancommunity,local communityhealthservicesandhealthpromotion.

Polit etal. s§2007)secondecommendatiomwasfor the questionnair¢o be
composedf items(questionsihathavel-CVI of 0.78or higherandS-CVI/Ave of 0.9
or higher.In this study,eachmemberof the advisoryteamassessedhetherthe draft
questionsn Partld Knowledge Attitude andPracticesof CV Healthwereappropriate,
relevantandstatedclearly. Theinitial reviewfoundthatmostquestionsn eachsection
wereappropriateandrelevantfor the questionnaireandthe overallfeedbackrom the
advisoryteamwaspositive.However,six questionsn thedraft questionnaireneeded
improvementdo meettheminimum|[-CVI of 0.8 requiredfor moderate to higlsontent
validity (Polit etal., 2007).Thesequestionsvererevisedandpresentecgainto the
advisoryteamfor final review.A final analysisof the cardiovasculalK AP questionnaire
showedmoderate to higlsontentvalidity with meanl-CVI of 0.94for appropriateness,
meanl-CVI of 0.94for relevanceandmeanl-CVI of 0.86for clarity. TheoverallS-
CVI/Ave for this studyquestionnairevas0.91.

Thefirst partof the questionnaireonsistedf 15 knowledge, 17 attitude and
22 practice(behaviourandbelief)-basedjuestionsThe numberof questionsn each
sectionwassimilarto that inMohammacdet ald €2016)studyquestionnairehut more
thanthe study questionnairaa Hertzetal. (2019, Mirza etal. (2019 andShammiet
al. (2021).Thesedifferencesmaybedue tothefocus/topicof the questionnaireand
expertopinion.Forexample Shammiet al6 £021)KAP questionnairdias fewer
guestiongersectionsince it focuses mormen understandinghe dietarypatternsof
participantsandtheir associatiorwith CVD risk factors While the purposeof the

currentstudywasto identify the level of KARowards CV health ithe Fijian Indian

133



community to inform strategieto supportCV healthpromotionanddiseasgrevention
in the Fijian Indiancommunity.

FurthermoreAndradeet al.(2020)suggestdthatwhencreatinga KAP
questionnaire/survey, is usefulto includeoperendedguestionsothatparticipants
canexpressheir thoughtsregardingopicsnot addresseh the questionnaire.
Thereforeakeyfeatureof thiss t u duesiiennairevasthatit includedoperended
questiongPart2) to gatherthec o0 mmu nthoughté&/'ssiggestiorssoundCV health
promotionandcommunityhealthsupport Anotherkey featureof the questionnairavas
its extensivequestionsaboutthe demographi@ndcurrenthealthstatusof the
participantgPart3). The purposeof this sectionwasto obtaina betterunderstanding
andprofile of thecommunity,asthereis very limited informationandscant literature on
the CV health offijian Indiancommunityin NZ. OtherCV healthrelatedKAP studies
have used onlg g e n guestioouchasage,genderandeducatiorto createa basic
profile of their participantqHertzetal., 2019;Mirza etal., 2016;Mohammacktal.,

2018;Shammietal., 2021;Vaidyaetal., 2013).
6.3 PhaseTwo: Feasibility Study

The purposeof thefeasibility studyin Phasel'wo wasto helprefinethe
developedjuestionnairetestfor appropriatenesandunderstandingandevaluate
timing andambiguity.By providing bothwritten andelectronicversiors of the
guestionnairethis approachwasableto determinevhich methodof administrationvas
preferred/favourely communitymembersTwenty of the 30 participanthoseto
completethe surveyonline, possiblybecause atherapidgrowthandwidespreadiseof
theinternetin countriessuchasNZ (Hohwiietal., 2013).Moreover participantsvere
ableto easilyaccesshe questionnairevia the Qualtricssoftware(the online platformfor
the studyquestionnairejrom anydevicethey preferred including theirphone laptop,

computeror tablet. The only drawbackof this methodis thatsomepeoplewho do not
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haveaccesdo adeviceor internet most likely the older age groupswill notbeable
to participatein the next phase of thresearch. Thust will benecessaryo arrange
alternativemethodsof reachingthis cohort of théargetpopulation suchasby having
theresearchieamvisit local generapracticesandtemplesor settingup one-on-one
meetingswith interestedgarticipants.

Thelengthof aquestionnairés animportantfactorthatdeterminests feasibility
because thidirectly affectsresponseatesanddataquality (Galesic& Bosnjak,2009;
Hugick & Best,2022;Kost & deRosa,2018).Researclhasshownthatdataquality
sufferswhensurveys/questionnairéakelongerthan20 minutesto complete
(Deutskenstal., 2004;Galesic& Bosnjak,2009;Liu & Wronski,2018;Revilla &
Ochoa,2017).In this study,the Qualtricssoftwareestimatedhatit would take20
minutesfor a participantto completethe studyquestionnair@nline. Similarly, in a
smallpilot studyconductedyy the PRto estimatehe completion time fothe written
versionof thequestionnairéhe average time taken w28 minutes.Theseresultswere
supportedy the averagdime it took participantdo completethe questionnairet
baseling Timepointl) andfollow up (Timepoint2) in thetest retestreliability analysis.
Lessthan1% of data(surveyanswersweremissingat bothtimepoints suggestinghat
participantsunderstoodhe questionsandwereinterestedn answeringhem.

In this study,a two-weekintervalwaschoserbetweereachtimepoint.Similar
studieshaveconsideredhis timeframeto be appropriatdor participantdbecausdt is
neithertoo shortto recalltheresponsegsortoolongto influenceKAP (Al-lelaetal.,
2011;Koohi etal.,2021) Thetest retestreliability analysisrevealedstatistically
significantcorrelationdbetween timepoints fdhe overallKAP, total knowledgeotal
attitudeandtotal practicescores. Theseresultsweresupportedy similar averagescores
for eachKAP sectionas well agotal KAP scorebetweertimepoints. Thesefindings

suggest certaindegreeof stability andreliability of the studyquestionnaire
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Unfortunately thesefindings could not be comparedvith those ofpreviousstudieson
theKAP of CV healthor CVD because ohadequatenformationandclarity regarding
thedevelopmenandvalidationof thequestionnairereportedn thosestudiesHertzet
al.,2019;Mirza etal., 2016;Mohammacdktal., 2018;Shammietal., 2021;Vaidyaet
al.,2013)

Participantsn this studywerealsoaskedo openlyprovidefeedbackon the
questionnairat Timepoint2. This wasanimportantopportunityto seekfeedbackand
suggestiongrom memberof this community,which hasnot beendonepreviously
(Hertzetal.,2019;Mirza etal., 2016;Mohammacet al., 2018;Vaidyaetal., 2013,
2013)and in this communityAll but oneparticipantfoundthe questionsn eachof the
sectionsappropriateandeasyto understandThis participantdid notleave any
commentgo indicatewhich question/gheyfoundinappropriateor difficult to
understandBecausehe datawereanonymisedtheresearchewasunableto follow up
with the participantto clarify this point, which wasa limitation of this studydesign.On
reflection itmayhavebeenhelpful if afocusgroupsession/fiadbeenheldto gather
feedbackrom participantonthe developedjuestionnaireashas been done the
previous studiegGeeretal., 2006;Woringeretal., 2017).Neverthelesghe developed
guestionnairevaswell receivedandvaluedby the participantgroup.

Thefocusof this questionnairevasto not only understandhe KAP towardsCV
healthin the communitybutto gatherinformationfrom the communityon how health
professionalgould promoteandsupporttheir understandingf CV healthanddisease,
whichwas not done ithepreviousCV healthrelatedKAP studiesreviewedin Chapter
3. The currenstudyis thefirst to gatherfeedbackanddeterminenvhetherthetarget
populationfoundthe developedjuestionnair@asyto understandndappropriatdor the

community.Giventhelack of researchn the Fijian Indiancommunity,this wasa
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crucialstepfor predictingthe acceptancandsucces®f the developedjuestionnairén
thenextphaseof this study.

As describedn Chapter3, Mirza etal. (2016),Mohammacet al.(2018),Hertz
et al.(2019)andVaidyaet al.(2013)createdheir CV healthrelatedK AP questionnaire
from variousapproached.ike the currenstudy,Mohammacet al.(2018)andHertzet
al. (2019)assessethe contentvalidity of their questionnaireisingexpertsn thefield.
Unfortunately theresultsof the currentstudycannotbe comparedvith those studies
becauseheydid not publishor cite the findings of their content validity analysis
Vaidyaet al.(2013)wastheonly studyto assesshereliability of their questionnairdy
measuringCronbackd alpha( b} internalconsistencyfamong777 participants)In the
currentstudy,thereweretoo fewparticipantgo identify thetrueinternalconsistencyf

thequestionnairen Phaselrwo.

6.4 ResearchQuestionl: Is the DevelopedQuestionnaire Feasibleand
Appropriate to Assesghe Level of KAP in the Fijian Indian

Community?

This studywasableto developa questionnairehatwasappropriateandfeasible
to assesshelevel of KAP towardsCV healthin this community.The participantsn
this studyfoundthe questionsn eachsectionrelevant.appropriateandeasyto
understandThe estimatedime to completeboththewritten andonline questionnaire
wasanaveragef 20 minutes.Thefindings of both Phase OneandTwo provided
supportfor thefirst hypothesisf this study, that is,thatthe developedjuestionnaire
will effectivelymeasurghelevel of KAP towards CV healtim the Fijian Indian
community.

To beableto usethis questionnaireonfidentlyin clinical practiceandfuture

researchadditionalpsychometridestingis necessaryThus,a key recommendation
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from thefindingsis to determinghe constructvalidity andinternalconsistencyf the

guestionnairén alargersamplesize(describedn Chapter?).

6.5 ResearchQuestion2: What isthe Level of Cardiovascular Health
Knowledgeamongthe Fijian Indian Community?

Knowledgeandunderstandin@f hearthealthis animportantprerequisitdor
enablinghealthpromotingbehaviourandpreventingCVD (Homkoetal., 2008;Jafary
etal.,2005).Accordingto Amindeet al.(2017),adequateawarenessf chronicdiseases
suchasCVD, andtheirrisk factors is neededor the effectivepreventionandcontrol of
thesediseaseg¢Amindeetal., 2017).Healthbehavioumodelssuchasthe HealthBelief
Model statethatbehaviourchangerequiresknowledgeof the negativehealth
consequenced abehaviour(Glanzetal., 2008;Janz& Becker,1984;Rosenstock,
1990).It is this awarenessr knowledgethatmotivatesindividualsto adopthealthy
attitudesandpractices/behaviouts reducetheir risk of developinga chronicdisease
(Becker,1974;Ford& Jones;1991).

A majorbenefitof assessinghelevel of knowledgein a high-risk communityis
theability to identify crucialknowledgegapsandto usethis informationto inform
futureinterventionssuchascommunityhealthpromotion/educatioprogrammes
(Andradeetal., 2020).The preliminaryresultsin this studysuggesthatthe memberf
theFijian Indiancommunitysurveyechad afair level of knowledge(72%)aboutCV
health therisk factorsfor CVD andsymptomsof a heartattack.Althougha larger
samplesizeis neededo confirm this finding, thisis thefirst studyto asses€V health
knowledgein a high-risk NZ community.

In this study,50% of the participantghoughtthatthe mostcommoncauseof a
heartattackwasstress Someparticipantsverealsouncertainaboutwhethereating
large amountsf red meatincreasedherisk of heartdiseaseandwhenparticipants

wereaskedo identify the commonrisk factorsfor heartdiseaseseverementalillness
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andimpairedkidneyfunctionweretheleastrecognisedisk factors.Similarly, vomiting
tendency(nauseapndfatigueweretheleastrecognisedsignsof a heartattack.These
findings differed from those reportedtime studiesdescribedn the scopingreviewin
Chapter3. For example, ivaidyaet al6 €013)study,only 20% of the participants
identified chestpainasawarningsignof heartattackandalmost7% thoughtthatfried
food or saturatedat (suchasghee)werehealthyoptions.Mohammacdkt al.(2018)
foundthatonly 37%of participantknewthatobstructedloodvesselavereassociated
with CVD andonly 16%of participantknewthedifferencebetweergoodandbad
cholesterolThelow level of knowledgein thesestudiescompared with the current
studycanbeattributedto severafactors,includingdemographidifferencesn the
studypopulation studylocationanddatacollectionmethod/tools (ul Hagetal., 2012).
This underscores theeedto explorethelevel of CV healthknowledgein this
community.To beableto improvethelevel theknowledgeaboutCV health,it was

importantto first identify the gapsin knowledgein high-risk populations.

6.6 ResearchQuestion3: What are the Attitudes Towards
Cardiovascular Health among the Fijian Indian Community?

Knowledgealonecannotcreatebehaviourchangg Homkoetal., 2008).This
notionis basedonthed p e r csasceptibilityandperceiveds e v e gomnponedsf
theHealthBelief Model (Rosenstock]1974).As describedn Chapter2, perceived
susceptibilityreferstoap e r s peneceptorof risk or susceptibilityto contractinga
conditionor illness.Perceivedseverityrelateso ap e r soontdrmsegardingthe
seriousnesef contractingthe condition/ilinessandpotentialconsequencg®eDonnoet
al.,2022)

Theinitial findingsfor this cohortof the Fijian Indiancommunitysuggest the
community feld apositiveattitude(80%)towardsCV health.This finding is consistent

with those ofotherCV healthrelatedKAP studiesincluding (Mirza et al.(2016),Hertz
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et al.(2019),Mohammacet al.(2018),andShammiet al.(2021),but not with those of
Vaidyaet al.(2013).In the currenstudy,96% of the participantsagreedhatto
maintaina healthylifestyle they shouldbe exercisingandeatinglessoily food. All the
participantsagreedhattheyshouldincludefruit or vegetables their dietsand92%
knewto avoiddrinking carbonatedirinksto maintaintheir health.In addition,71%
indicatedtheywereableto manageheir stressand85% madetime to takecareof
themselvesin Vaidyaet al6 €2013)study,mostof the participantdid notconsider
themselveso beatrisk of CVD nor did theywantto changeheir lifestyle. Almost 32%
saidtheydid not havetime to takecareof themselvegand59%did not think that
changingheir behavioumwould reducetheir risk of CVD. Importantly,asdiscussed
above thesedifferences in studyfindings couldbe due tothedifferentstudypopulation,
studylocationanddatacollectionmethod/toolused However thesefindingsemphasse
thelikely influencetheseperceptionsnay haveon behaviourchangeHence there is a
needto furtherexplorethe perceptionandattitudesowardsCV healthin high-risk

populations.

6.7 ResearchQuestion4: What are the Practicesof the Fijian Indian

Community Towards Cardiovascular Health?

Theonsetandprogressiorof CVD canbedelayedf knownrisk factors
(modifiablefactors)areminimised by adoptinghealthylifestyle habitsandundergoing
appropriatdreatmentgArnettetal., 2019;Carringtonetal., 2009;Rippe,2018).The
initial resultsof this studysuggesthatthe Fijian Indiancommunity,on averagehad
fair practiceq66%)towardsCV health.Althougha largerstudyis neededo confirm
thesefindings, theseresultshighlight the needto further promotethe adoptionof
healthylifestylesin this high-risk community.

Diet, physicalactivity, weightmanagemerandsmoking cessatioarefour

elementof a healthylifestyle thatcanreducetherisk of CVD andotherlong-term
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healthconditions(Arnettetal., 2019;Claas& Arnett,2016).Mostparticipantan the
currentstudyexercisedor morethan20 minutes(3 timesa week)andoftenwalkedfor
atleast10 minutesto getto andfrom places Somealsoexercisedduringtheir spare
time, for atleast20 minutes.To someextent,theseresultsareassociatd with the
MoHb6 secommendedctivity levelsof Gatleast2¥2hoursof moderatgor 1%2hoursof
vigorousphysicalactivity) spreadhroughoutheweeld(MoH, 202%). However this
finding will needto beconfirmedin thewider Fijian Indiancommunity.
Consideringhe otherCV healthrelatedstudiesdiscussedn the scopingreview
(Chapte3),t hi s fndingdwerévastlydifferentfrom those oMirzaet ald s
(2016)studyin which not only didmostparticipantdail to allocatetime for exercise,
but only 22% believedthatanactivelifestyle could preventcoronaryarterydisease.
Mohammacet al.(2018)discoveredhatmanyof their participantdfoundit difficult to
avoidfried food everyday.However participantdn the currenstudyindicatedthat
theyrarely consumedatty foodsmorethanthreetimesaweek and none wereurrent
smokersVaidyaet al.(2013),Mohammacet al.(2018)andShammiet al.(2021)found
thatseverabf their participantsvereregularor occasionabmokersAside from their
obviousdifferences in terms ofsamplesize,thetool/instrumenusedandthe study
environmentthesestudiesdemonstrat¢hatpracticesowardsCV healthcanvary from
onecommunityor populationto anotherTherefore a betterunderstanding@f these
practiceswill allow healthprofessional¢o developnewstrategieandinterventionsto
enhanceurrentskills andpracticesn thecommunity.
6.7.1How do ThesePreliminary Findings Align With the Health Belief Model?
Healthbeliefsplay akeyrole in theadoptionof preventativehealthpractices
andundergoingof healthtreatmentg§Ramaswamytal., 2020).As describedn Chapter
2, theHealthBelief Model hasbeenusedto explainandpredictthe adoptionof many

preventativenealthbehavioursandinterventiong Carpenter2010).Accordingto this
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model,individualsaremostlikely to adoptpreventativeneasures theyperceiveCVD
asaserioushreat( 6 p e r £ @ v & rdadithgyargpgersonallysusceptibléo CVD
(6pergses ve ptfeekoniidentingniplementingherecommended
preventativeactions( 0 seef |ffi caadpeycéiyethatengagingwith thesepreventative
measuresasfewercoststhanbenefits( 6 perlten efeidt s 6) .

Althoughthecurrentstudyd guestionnairevasnotdrawnfrom this theoretical
framework,somequestionsalignedwith its key elementsTheseinclude d am
concerneaboutthelikelihood of havinga heartattack/stroken the nearfutured(Q46),
dmy wholelife would changédf | hada heartattackor stroked(Q48) andd should
includefruit or vegetablesn my dietfor maintainingmy healtld(Q32).

In this study, half of the participantsvereconcernedboutthelikelinood of
havinga heartattackor strokein the nearfuture. Thisfinding relatesotheé per cei ved
S U s c e p tomponehtf theyHéalthBelief Model andthusmayberelatedto current
practicesowardsCV healthin this participantgroup.Similarly, morethanhalf of the
participantdelievedthathavinga heartattackor strokewasalwaysfatal andthattheir
wholelife would changeaf theyhada heartattackor stroke.However therelationship

betweerthesepreliminaryfindingswill needto be confirmedin alargerstudy.

6.8 ResearchQuestion5: What are the RelationshipsbetweenKAP in

the Fijian Indian Community and Cardiovascular Health?

KAP studieshavedemonstratednassociatiorbetweerthe elements dkAP
beyondassessinthe prevalencef each.For examplethreestudiesreportecthata
higherlevel of knowledgess positivelyassociatedvith the practiceof preventative
behaviour§Hoqueetal., 2020;Vaidyaetal.,2013;Vermaetal., 2019).Similarly,
studieshaveshowna positiveassociatiorbetweerattitudesandpreventativdbehaviours
(Lakshmietal., 2020;Shammietal., 2021;ul Hagetal.,2012).Understandinghe

relationshi betweerthe elements dKAP canbebeneficialfor the developmenof
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effectivehealthpromotionstrategieandinterventionsThis mightincludetargeted
communityawarenesgterventionan populationsvherethelevel of knowledgeis
positivelyassociatedvith attitudesandadherencéo preventativenealthbehaviours
(Devkotaetal.,2021).The currenstudyfoundno statisticallysignificantcorrelations

betweerthe elements oKAP towardsCV healthin thiscommunityat this time

6.9 ResearchQuestion6: What are the Demographicand Sociocultural
Factors That Influence the Knowledge, Attitude and Practicesof

Cardiovascular Health in the Fijian Indian Community?

Demographidactorsandsocioculturafactorshavebeenshownto influencethe
level of KAP in targetpopulationsShenet al.(2017)foundthatsignificantgender
differencesexistin the KAP towardsCVD amongAsianpatientsn Singaporeln their
studyof 1,000participantsmaleswerefoundto havelower knowledgeJower attitude
andhigherpracticescoreghanfemalegShenetal., 2017) In this study, there were
slight differencesn the averageotal attitudeandpracticescoresetween males and
females and therefortherewasa smalldifferencein overallKAP score Althoughthe
differenceswverenot statisticallysignificant,the findingsreveala potentialstrategyfor
supporing CV healthpromotionin this community for example py adoptinggender
specificeducationaprogrammes or public healthcampaignghatfocuson building the
KAP towardsCV health(Muhamadetal., 2012).

Educationevelshavealsobeenfoundto affectKAP levels.Duberet al.(2018)
foundthatparticipantswvith a highereducatiorievelin Beijing andShanghawereable
to recognisamorerisk factorsfor CVD. However,participantdn Bangalore with lower
educational attainmendemonstratethe oppositeassociatior{Duberetal., 2018).
Thoughthis currentstudywasunableto identify morepotentialassociationst
emphasisesow multiple factorscaninfluencethe KAP towardsCV healthin different

communities.
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6.10ResearchQuestion7: How Shouldthe KAP Towards
Cardiovascular Health in This Community be Promoted and

Enhanced?

To answer this researcjuestionthe feedback/opinionsf the studyparticipants
in responseao the openendedquestionsvas exploredusingthematicanalysisBraun&
Clarke,2022).Thematicanalysisis a popularmethodfor analysinggualitativedatain
manydisciplines/fieldsncluding social,behaviourabndappliedsciencesilt is widely
usedby researchert explorepatternof meaning( 6 t h emaelaadetOne of the
advantagesf usingBraunandClarkes (2006, 2012 methodof thematicanalysiss
thatit canbeusedto addresglifferenttypesof researclguestiorrelatedtoap er son 6 s
experiencesyiews, perceptionspracticesor behavioursThe current study founithree

themeghataddressetheresearchguestion.
6.11 Theme One: Managing Health Together

ThethemeManagingHealthTogethershowedexamplesof how participants
knewof waysto managedheir hearthealthandwellbeing for examplepy doingregular
exercisegatinghealthly, usinglessoil in the preparatiorof food andbeingstresdree.
However,severabparticipanteexpressedhe needfor additionalsupportfrom theirlocal
healthprofessionalsParticipantsuggestedegular/scheduledheckups,coaching,
encouragemergndadviceaboutmaintaininga healthierifestyle/diet,sotheycould
havead b e p it @ tolthreiehéalth.

Regularhealthcheckupsareimportantnot only for the heartbut for general
health servingto identify early signsof diseaser iliness,especiallyfor peoplewho are
atahigherrisk. Accordingto theMoH6 €VD RiskAssessmerand Managementor
Primary Careguidelines CV risk assessmentsr MU o PacificandSouthAsian
populationgin which Fijian Indian peoplehavebeenclassified)shouldbeginl5 years
earlierthanfor otherpopulationsthat is,at 30 yearsof agefor menand40 yearsfor
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women.For individualsconsideredat a higherrisk (>15%),it is recommendethatrisk
managementeviewstakeplaceannually,andfor thoseindividualsat alowi medium
levelrisk (<3i 14%),repeatassessmentd CVD risk couldbeevery2i 10 years(MoH,
201&; Wellsetal., 2017).

Giventhesilent, progressivenatureof CVD, it isthemanagememfap er son d s
daily health/lifestyl® especiallythoseat higherrisk of developingCVDd thatis most
importantin preventingthe developmenof CVD. Evidenceof abenefis of a healthier
lifestyle for CVD risk managemens well documentedhn theliterature(King etal.,
2007;Li etal.,2020;Lv etal.,2017;Menottietal.,2022;Tsaietal.,2020).In NZ,
primary carephysiciansareadvisedo encourage healthylifestyle (regardlesef CVD
risk) andto effectivelycommunicateisk to individualsaspartof shareddecision
makingandCVD risk managemenMoH, 201&).

TheNew ZealandHeartFoundatiordescribe® s h alecisiahma k i asapré
to patientcentredcareandLTC managementt involvesa

healthprofessionabndpersonworking togetherto considerevidencebased

clinical informationabouttests treatmenbptions,likely benefitsandoutcomes,
andpotentialrisksandthenchoosingjn collaborationthe courseof treatment,

managementr supportthatbestfits thep e r simfarn@edpreferences(The
HeartFoundation2022, p. 1

The literaturesuggestshatshareddecisionmakingnot only improveshealth
professiondlpatientcommunicationbutalsoincreasep e o pKnaviedgeabouttheir
condition,treatmenbptionsfor their participationin careandconfidencen their
knowledgeandsel-managemergkills (de Silva, 2012).

Similarly, healthcoachingandCVD preventionprogranmes globally havebeen
shownto successfullyeducateencourageandsupportpeopleatrisk of, or living with
CVD. Healthcoachings aneffective patienteducatiormethodthatimprovesthe
managementf chronicdiseaseand havepositiveeffectsonap e r sphysiélagical,

behaviourabndpsychologicaktatus andsignificantlyreduceoverallmortality (Kivela
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etal.,2014).Forexample Byrneset al.(2018)foundthatparticipantgwith CVD)
enrolledin the Coachingon AchievingCV Health progranme achieved statistically
significantdecreasén overallmortality andhospitalcostscomparedvith participants
who receivedusualcare.This study,whichwasconductedn Australia,alsofounda
dosé responseffecton the overallmortality rateandhospitalcosts that is,thosewho
receivedfour or morecoachingsessionfiada substantiateductionin mortality and
hospitalcost(Byrnesetal., 2018).By usingthe healthcoachingprocesshealth
professional€andssispatientsto identify barriersto behaviourchangegdetermine
healthrelatedgoalsandcomposeealisticplansfor achievingthesegoalsby listening,
askingopenendedquestionsandproviding supportandaccommodatingeedback
(Zuraidaetal., 2022 p. 177). In thesameway, severacommunity andhospitatbased
CVD preventionprogranmes haveled to improvementsn CVD risk factorsandpatient
education(Eliassoretal., 2021;Gomesetal., 2021;RambaCastroetal., 2017;Soltani
etal.,2021).

ThethemeManagingHealthTogethelis aboutprovidingthis communitywith
ongoing,regularsupportfrom healthprofessionalso manageheirrisk of CVD.
Whetherit is throughscheduledollow-ups,engagemenwith alocal healthcoachor a

communitypreventionprogranme, thereis aneedandrequesfor additionalsupport.
6.12 Theme Two: RecognisingBarriers to Cardiovascular Health

Thesecondheme Recognisingarriersto CV Health,highlightsthe needto
addresghe challengeshe communityfacesin betterunderstandingV healthand
diseasgreventionParticipantsdentified barrierssuchasthe availability of time, sel-
motivation,accesgo healthservicescurrentpracticesn schoolsandhealthservices
andmisbeliefsin the communityasinfluencingtheir KAP towardsCV health.

Adoptinga healthylifestyle canoftenbedifficult becaus®f time constraints

andlossof motivation(Aditamaetal., 2015;Devineetal., 2009;Escotoetal., 2012;

146



Schutzei& Graves2004;Seguinetal.,2014).As Participantl3in this studydescribe,
gpeopleareusuallysobusyatwork, sotheydon'thavetime to do somethingor
themselve8andormally,| work long hoursandwhenl comehome | amtired.
Therefore] dond do anythingfor mysel& Caruso(2006)linked the effectof long work
hoursto lesstime to exercise|esstime to prepareandconsumea nutritiousdiet,andan
increasan harmfulbehavioursuchastobaccoandalcoholuse(Caruso2006).
Complacencyr thelossof motivationcanalsoleadto a disregardor healthpromoting
behaviour{Hardcastleetal.,2015;L j u beital., 2022;NationalAcademyof Sciences
(US),1995;Westetal., 2011) thusincreasingherisk of illnessor diseaseHessleret
al. (2019)suggestdthatthereareoftenlegitimatereasonsvhy effectivehealth
promotingbehavioursarenot performed Reasonsuchasa perceivedack of urgency,
fearof failure, lack of resourcesind/ora beliefthatit will notbe effectiveor will cause
harmcanresultin a persomot makingor maintaininga positivebehaviourchange
(Hessleretal., 2018).

Misconception®r misbeliefsabouthealthcanlimit ap e r sabilitydtesmanage
theirrisk of illnessor diseaseThemisconceptionsr misbeliefsaround CVDare
commonandcanarisefromap e r spoecobceiveddeasaboutthe condition or from
well-intentionedfriendsandfamily membergAngusetal., 2012;Lin etal., 2012).
Accordingto Lin et al.(2012),é lack of understandingf illnessmay partly resultin
misconceptionaboutilinessfrom their own experienceand/orsocietalbeliefs,for
example diabetesneanghe amountof sugareatenandheartattackis a sudderdeattd
(p. 5). Although participantsn the currenstudydid not provideany specific
example(spf misconceptions/misbeliefa the community,a classicexampleof a
misconceptioramongcardiacpatientss thatexercisecancauseangina(chestpain),and
thatthisis 6 b dad the heart.This notioncouldleadpatientsto avoidregularexercise

to thedetrimentof their CV rehabilitation(Lewin, 1997 ascitedin Angusetal., 2012).
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Furthermore, @rticipantsn this studyraisedconcernsaboutcurrentfundraising
practicesn schoolsandfollow-up servicesn healthcarefor examplegschoolsshould
not participatein unhealthyoptionsfor fundraising such aghocolatebar(Participant
25).Richardset al.(2005)foundthatmostschoolsn NZ participatel in sponsorship,
incentiveandfundraisinginitiatives. Although someschoolswverefoundto deliver
positivehealthmessages their study,otherswerelinked with productsor activities
thatwerepotentiallyharmfulto health.This includedthe provisionof foodshighin
sugarandfat to studentsandfundingfrom organisationshatgeneratd profits from
gamblingandalcoholsales(Richardsetal., 2005).Schoolsprovidetheideal
environmenfor primary preventionrandhealthpromotionamongyoungpeople Health
educationn NZ is focusedon encouraging/oungpeopleto makehealthyfood choices
andleadactivelifestyles(Ministry of Education2022b).However,sellingchocolate
barsand holdingsausagsizzlesarethe mostcommonfundraisinginitiativesin NZ
schoolgPledgetretal., 2012).This greatlyundermineshe efforts of healthpromotion
andhealtheducationn schools.

Lasty, participantgproposedfree checkupsin thecommunityd Healthcare
costsareanotherbarrierfor peoplein receivingtimely, appropriatesupportto manage
their healthandwellbeing(Leeetal., 2010;Parikhetal., 2014).Financialbarriersto
healthcararenot unusual Accordingto the HealthQuality and SafetyCommissiorof
New Zealand(2020) appointmentostwasthe mostcommonbarrierto patients
accessingpealthservicesor visiting ageneral practitioneor nurse(HealthQuality &
SafetyCommissiorNew Zealand 2020).Moreover,patientswho deferredprimary
healthcar€bothdoctoranddentist)becausef coss hadpoorerself-ratedhealth,and
physicalhealthandmentalhealthsummaryscoreqJatrana& Crampton2021).Free
healthcheckupsin thecommunitymaybetheanswerto this barrierbecauseegular

medicalcheckupsare vital especiallyfor thoseat considerableisk of LTCs.
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Overall,recognisinghebarriersto CV healthin the communitywill providea
betterunderstandin@f how to approacikCV health promotiomwithin this community
This couldhelpfind solutionsor strategiego reducethesebarriers find newwaysto

promoteCV healthin thecommunity,andreduceCVD risk.
6.13ThemeThree: Targeted Cardiovascular Health Promotion

This leadsto the lasttheme, TargetedCV HealthPromotion.Participantsn this
studyofferedarangeof suggestionen howto educatehe communityon CV health
anddiseasegreventionOneof the key suggestionsvasto 6 s i mandtailér y
I nf or roahecommuadity.Previousresearcthasrecommendethiloring health
promotioninitiativesto therealisticculturalnormsandperspectivesf individuals
(Lawtonetal., 2006).In 2010,Renzahandcolleaguepublisheda systematiageview
of the effectivenes®f preventionprogranmes for obesityandchronicdiseasexmong
immigrantsto developectountries Theyfoundthatinterventionghat(1) weretailored
to the culturalneedsof the population that is,culturalnorms,attitudesandbeliefs,(2)
wereimplementedn thecommunity,and(3) usedtranslatedgulturally relevant
educationatoolsandcommunitybasedrainededucatorsed tosignificant
improvementsn healthrelatedbehavioursncludingchangesn dietandexercise
amongparticipantyRenzaheetal., 2010).Similarly, Jiwaniet al.(2018)reviewedthe
impactof culturally tailoredinterventiongo reduceCVD in SouthAsians.Despite the
limited numberof studiesthereviewfoundfoundationakevidencefor the effectof
culturally competentnterventionan improving CVD risk factorsin the SouthAsian
migrantcommunity.Similar to Renzahcet al.(2010),this reviewalsosupportedhe use
of trainedcommunityhealthworkersas6 a g efrc th & ningthee ilnplementatiorof
culturally tailoredinterventiongn the community(Jiwanietal., 2018).

More recently,Kandulaet al.(2020)publisheda clinical trial protocolfor a

communitybasedculturally adaptedifestyle interventionfor SouthAsianadults.The
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intervention titled &GouthAsian HealthyLifestyle Interventiorbwasdesignedo
improvehealthyeating,physicalactivity andstressmanagementia the use of
evidencebasedehaviourchangestrategiesvith culturally adaptedstrategieandgroup
motivationalinterviewing.Thefindingsof this promisingstudywill inform community
modelsto reduceatheroscleroti€VD risk in SouthAsiansanddeeperthe evidenceon
lifestyle interventiondor diversecommunitiesn the USA (Kandulaetal., 2020).
Likewise,a conceptuakhift from thed o -sizefits a | tb admoretailored,individual
approactcouldimprovethe KAP towardsCV healthin the Fijian Indiancommunity.
Participantalsosuggested b r i thegheafthforcetothep e o @mmde 6
0 i n cr mpesendémtigec o mmu moipronyoteCV healthin thecommunity(Bader
etal., 2006).This couldoccurin severalwaysincludingcommunityhealthscreening
andinformationsharingat communityevents charity eventsandlocal Indian
supermarketsCommunityhealthscreeningprovides anopportunityfor targeted health
educatiorandfree/inexpensivéealthassessments determinerisk of developinga
medicalconditionsuchasdiabetesor CVD (McKeirnanetal., 2015).Recently Health
Screening\NZ hasreleased new,innovativeheartscreeningandintervention
managemerdapp,calledCardiactionlt displaysandexplainsap e r sheartécieening
resultsandofferstailored,educationalnformationon theimportanceof improving
thesemetricsfor betterhearthealth.While this screeningserviceis currentlyonly
availablein selectpharmaciesn ChristchurchNZ), it hasthe potentialto identify
peopleatrisk of CVD andprovidetailoredsupportnationwide(HealthScreeningNZ,
2022).CV healthpromotionat communityevents charity eventsandlocal
supermarketss alsoaneffectiveway to motivateanddisseminatéenformationto
familiesandthewider community(Martin etal., 2022).Increasinghe presencef
healthprofessionalst Fijian Indiancommunityeventscould provideanenvironment

for peopleto learnmoreabouthow to manageheir health,askquestionsandhavemore
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informationabouttoolsandresourceshatareavailableto them,such aghe newly
introducedCardiactionscreeningservice.

Anotherkey subthemewasto 6 b ureldti@hshipsvith communityand
religiousleadergo promoteCV h e a ILikehm@anyethnicgroupsthe Fijian Indian
communityrespectindvaluethe adviceandguidanceof their communityandreligious
leadersResearchasdemonstratethe positiverole thatcommunityleadersyeligious
leadersandplacesof worshipcanplay in raisingawarenessf medicalconditionsand
promotinghealthylifestyle choicesandbehaviourgfAdedinietal., 2018;Ali, 2021;
Anshel& Smith,2014;Hopoi & Nosa,2020;Khalid etal., 2022;Krugeretal., 2010;
RiveraHernandez2015;UNICEF, 2020).Accordingto IslamandPatel(2018),the
iterativeengagememf communityandreligiousleaderds key to implementinghealth
promotionactivitiesandprovidingaccesgo activitiessuchashostingeducational
sessionsSuccessfuéxamplef theserelationshipshavebeenseenmaroundthe world,
includingNZ. In 2004,Simmonsandcolleaguegresentedhe resultsof atwo-year
churchbasedliabetegisk reductionprogrammen four churchesn SouthAuckland
(N2). In their study,theyusedthe supportof Pacificlslandchurchleadersand
committeemembergo adapt,enhancendprioritise varioussession®n diabetes
awarenesgxerciseandnutrition, sothatit wastailoredfor their people.Overall,they
foundthatdiabeteknowledgesignificantlyincreasedn bothinterventionchurches
Furthermorein oneinterventionchurch,weight,waistcircumferenceindregular
exercisamprovedoverthistime. Thesefindingsindicatethatwithout the supportof the
individual churchleadersandcommitteemembersthis programmewvould havebeen
lesssuccessfu(Simmonsetal., 2004).Thus,building relationshipsvith known
communityandreligiousleadersn the Fijian Indiancommunitymayalsoprovidea

valuableopportunityto improvethe KAP towardsCV healthanddiseasegrevention.
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To concludethefindingsof this thematicanalysishavehighlightedthatmore
effectivestrategieareneededo improveandenhancehe KAP towardsCV healthin
theFijian Indiancommunity.By 6 ma n ahgaltht @ g e © h e c & gharrierstd n g
CV h e a bhnddelévreringmore6 t a r Q\eheadthpp r 0 mo théresnhé potentialto
increaseawarenessf CV health build relationshipetweerthe communityandhealth
providersto empoweithe communityto takeownershipof their health andincrease
healthserviceutilisation.More importantly,this will createa pathto improvebaseline
healthstatisticsin this high-risk population.
6.13.1What I mplications do ThesePreliminary Findings Havefor Health
Education and Health Promotion Practicesin New Zealand?

This preliminarythematicanalysisoffers promisingevidencefor improving
healtheducatiorandhealthpromotionpracticesn NZ. Thefindingsalign with mostof
thekey actionareasf the OttawaCharter that is,build healthypublic policy, create
supportiveenvironmentsstrengthercommunityactionanddeveloppersonakkills
(describedn Chapter?). At presenthealthandphysicaleducationn the NZ School
Curriculumfocusesin the wellbeingof the studentshemselvespf otherpeople and
societythroughlearningin healthrelatedandmovementontext$(Te Kete Ipurangi,
2014).At the heartof this learningis four underlying,interdependentonceptscauora
orwe |l | bea tntgangwadleudes soécoiogicalperspectivedanddo h e a |l t h
p r o mo (fTe Ketalgurangi,2014).

ManyNZ schoolshaveadoptedhe HPSapproachwhichis basednthe
principlesof the OttawaCharter(MoH, 2012;WHO, 202Z). However,without strong
nationalleadershimnddirection,theimplementatioranddevelopmenof this approach
has beenadhoc,sporadicanddisjointed,with schooldackinga clearunderstandingf
the concept{Cushman2008;Cushmar& Clelland,2012).Accordingto McHughet al.

(2021),HPSapproacheseedto beadaptive that is,activelyinvolving community
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partnersandlinking to local initiativeswherepossible with supportfrom senior
managemerdndpolicy developersTheysuggestdstartingwith whatteachers,
studentandtheir parentsseeasbarriersto healthto createa whole schoolethosfor
wide-reachingandsustainablédiPSprogrammegMcHughetal., 2021).

In 2009,the NZ Governmentescinded policy requiringhealthyfoodsto be
soldin schoolg(Pledgeretal., 2012).This changemay havepreventedhe
implementatiorof schootlevel policiesandpracticeghatwerein line with the HPS
approach(Mclsaacetal., 2019).It is alsopossiblethatmanyschoolcanteenseturned
to offeringlargelyunhealthyd o ¢ ¢ a $oods,mtadr than followinghe previous
recommendatioof offering healthierfood daily (Pledgeretal., 2012).Equally,the
currentnationalguidancearoundfood-relatedfundraisingin schoolss thatas long as
the foodis safeandsuitable schoolscanusethis foodfor fundraisingupto 20timesa
yearwithoutregisteringt underthe NZ Food Act 2014 Thisincludeschocolates,
sausagsizzlesandcharity bakesalegMinistry of Education2022a).

Richardset al.(2005)foundthatmostNZ schoolswerednvolvedin somesort
of sponsorshipincentiveandfundraisinginitiatives,someof which hadthe potentialto
haveanegativeimpacton the healthof student§(p. 333).Given the lack osevere
restrictionson theseinitiativescurrently, it isthes ¢ h orespo@sibilityto havepolicies
andpracticesaroundfood sales/environmenncludingfundraising.

Recently,D &ouzaet al.(2022)evaluatedhe healthines®f NZ schoolfood
environmentandfoundthatthe nutrition policiesin NZ schoolswereweak,andthat
canteerandfundraisingitemswerelargely unhealthywhich diminishel the other
positiveefforts schoolsweremakingtoward healthpromotion.This studyconfirmsthe
needfor morerobustnationatlevel policiesconcerningschoolfood environments

( DO S etalz2a822).
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A keyto improvinghealthpromotionpracticesn NZisé c o mmuni t y
e n g a g eThepreliminaryfindings of this thematicanalysishaveprovidedevidence
for futureresearclandinnovativeideasfor engagingwith the Fijian Indiancommunity
abouttheir CV health.Traditionally, healthprofessionalgrimarily designedealth
relatedinterventionsor actionswith little or no contributionfrom theirintended
populationor community Researcherdyealthprofessionals&ndpolicy makershave
increasinglyfocusedon the meaningfulengagemerandinvolvementof membersof the
communityin public healthinterventionsor programmegLouise& Annette,2019;

O 0 MaBvesetal.,2015).

Thereareseverakexamplesf the benefitsandsucces®f community
engagemenh healthrelatedinterventionan theliterature includingthe ApneeSehat
project,aninnovativecommunityhealthandlifestyle interventionfor a SouthAsian
communityin the UK (Coe& Boardman2008).This projectaimedto identify and
tackletheissueof prematuradiabetesandheartdiseasen a culturally sensitiveand
acceptablenannerthroughalocal Sikh temple.lt wasbuilt on a partnershigetween
thelocal Sikh communityandlocal healthprofessionalsncluding thetown mayor,local
universityandhospital.A rangeof activitiesandinterventionsheld at the Sikh temple
includedhealthpresentationdailoredpostershealthfairs/lecturesandvarious
resourceshatsupportecandpromotedhealthylifestylesandexercisesln Coeand
B o a r d 12808)évaluationof this ongoingproject,theyfoundthatparticipants
welcomedhe interventionsandreportedraisedawarenesgjnderstandingndlifestyle
changestbothindividual andhouseholdevels(Coe& Boardman2008).A
communitybasednitiative like this demonstratetheimportanceof engagemenrdnd
co-designin initiating andsustainingchange.

GiventhegrowingandageingFijian Indiancommunityin NZ, health

professionalsvill be seeingmoreFijian Indianclients.Thereforethereneedgo be
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moreresearchocusedon the healthandwellbeingof this community,especiallyaround
thebarriersto CV healthanddiseaserevention.This mayleadto the developmenof
novelprogramsor approachethatareresponsiveo the healthneedsof this community

andincreasedheir potentialfor betterhealthoutcomes.
6.14Recommendationgo Te Whatu Orad Health NZ

This studyrecommendshat Te WhatuOrad HealthNZ consides the
suggestionsf the AsianHealthReformAdvisory Group(2022)for the benefitof the
Fijian Indiancommunityandall otherethnicminority groupsin NZ. The Fijian Indian
communitydeservesecognitionin the NZ healthsystemasa growingand significant
migrantpopulation notbehiddenor lostin statisti@al representatiqror duringthe
transitionalyearsof this newhealthsystem.

It is possiblethatthe healthneed=of the Fijian Indiancommunityaresimilar to
thoseof largerethniccommunitiesn NZ, but moreresearchs neededo supportthis
theory.Therefore a greaterfocuson the healthneed=of this community,through
innovativeresearcldesignsaandintersectoratollaborationjs imperativefor improving
healthservicesandoutcomesacrosshe NZ healthsystem.This recommendatiors also
in line with the currentNZ Health Strategy(describedn Chapter2).

The preliminaryfindings of this studysupportthefive key themesof theNZ
Health Strategy(Minister of Health,2016).For example Participant3 suggested
0 r e gchetkapsandadvicewith afollow u p Wwhjch falls into thefirst themeof
0 p e @mlwe rPartitipantl8 suggestedd m oawarenesatcommunityeventse.g.,
free healthcheckups,takesurveysandfollow u p Wwhjchrelatesso ThemeTwo,6 c | o0 s e
toh o mandParticipant27 recommendethrgeting@placeswvherethe community
gatherslike religiouseventse haveworkshors, lecturesby healthprofessionalg
whichfits into Theme Thregd v adndhghp e r f o r Bimilarly, @abticipant24

suggeste@pproachingommunityleadergo promoteCV healthandParticipantl hada
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suggestion to createwebsitefor the Fijian Indiancommunityto learnmoreaboutCV
health in line with Themes FourandFive, 6 o h e aamd® s may ¢ t Tdesdarebut
afew exampleof howthisstudyd s f i havdthepajestialto supportthe NZ Health
Strategy

More researchnto the healthneedsf this migrantcommunity(andotherethnic
migrantgroups)might furthersupportthe NZ healthsystemto find waysto facilitate
actiors of theNZ Health Strategy Te WhatuOrad HealthNZ is responsibldor
deliveringa betterhealthsystemfor all New ZealandergTe WhatuOra,2022).1f they
areto truly meetthesententions they mustacknowledgehe healthneed=of this

growingmigrantpopulationaswell.
6.15The Strengthsand Limitations of this Research

6.15.1Strengths

As thiswasthefirst studyto developanovel CV healthrelatedK AP
guestionnairdor this community,the engagement ainadvisoryteamwith
considerablexperiencen working with the Fijian Indiancommunitywasa major
advantageThe participantdn PhaseOneof this studywereextremelyprofessional,
enthusiasti@ndcommittedto supportingthe Fijian Indiancommunity. They
volunteeredheir time to developthis questionnairenotivatedby the fact thatfuture
researchusingthis questionnaireould providea foundationof empiricalevidence
aboutthis underresearchedommunity.

Anothermajor strengthof this studywasthe successfutecruitmentof
participantan Phasel'wo. Because ofhelack of researcton this studypopulation,it
wasdifficult to predicttherecruitmentandretentionof participantsrom the Fijian
Indiancommunity. The PRwasableto engageandretainall 30 participantsn Phase
Two of this study, with the exception of two participantdose data was incompleie

the final testretest reliability data analysi$his showedthatcommunitymemberavere
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interestedn thisresearchopic andthereis potentialfor recruitingmoreparticipantgor
thenextphaseof the study.Based ora searclof theliterature, this appears to bee
first-time participantdrom the Fijian Indiancommunityhavebeensurveyedn this
field.

Lasty, this studywasableto provideuniqueinsighs into thelevel of KAP in
thecommunityaswell asthoughts/viewgrom communitymemberon how the KAP
towardsCV healthshouldbe promotedandenhancedn their community.These
findingsarebothencouragingandwould contribute tadhe nextphaseof the study.
6.15.2Limitations

This studyhasa few limitations. Thefirst is thatanexperton
guestionnaire/survegevelopmentvasnot consultedor includedon theadvisoryteam.
Suchexpertiseandfeedbackhroughouthe developmenandtestingof the
guestionnairevould havebeenextremelyvaluablefor this study(Davis,1992).Second,
two differentmethod$ astopwatchanda softwaretimerd wereusedto recordsurvey
completiontimesin PhaselTwo. As aresult,theaveragdime to completethe developed
surveymaynotbeasaccuraterelative to if only one method had been used to assess
the completion timeThe hird limitation wasthe natureof the pre- andposttessin
Phaselrwo. Participantseflectedon theiranswersandactivelytried to improvetheir
knowledgeandtheir scoreon the posttest.While it wasencouragindo seethe
questionnairés positiveimpacton participantsthis may explainwhy marginal
differencesnverefoundbetweerthetwo testsin termsof averageandoverall KAP
scoresFinally, andmostimportantly,thelastphaseof this studycouldnotbe
completecbecause otherisein COVID-19 pandemiaasesn NZ. With uncertainty
aroundthen a t ilazkdd@wsrestrictionsyecruitmentanddatacollectionduringthis
time andphasewould havebeenextremelydifficult. A critical part of questionnaire

development is determining the construct validity of the questionredra.result,
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construct validity ould notbe determined for the questionnaire developed in the study,
which is a critical aspect of questionnaire developm¢ahethelesghis studyoptedto
usethe baseling Timepointl) resultsto understandhe prospectivdevel of KAP
towardsCV healthin thiscommunity.

Furthermorethe samplesize(n = 28) in Phaselwo was too small to provide
goodrepresentationf the communityor identify significantcorrelationdetweerthe
KAP towardsCV health.This limitation alsomeantthatthis studywasunableto
determingheinternalconsistencyandconstructvalidity of the developedjuestionnaire.
Thenextchapterdescribs thelearnings nextsteps and recommendations arisings from

these findingsfor this novelstudy.
6.16 Chapter Summary

This chapterhasdiscussd the key findings of Phase OneandTwo andhow
theyalignwith theresearclaimsandquestionf this study.This studydevelogda
guestionnair¢hatwasappropriateandfeasibleto assesghelevel of KAP towardsCV
healthin the Fijian Indiancommunity.PhaseOneinvolved developinghe KAP
guestionnaire as well assessing theontentvalidity of the studyquestionnairgwith
the help offive expertswith experiencevorking with the Fijian Indiancommunity,
local healthservicesandhealthpromotion.Thefinal analysisof the developed
guestionnairéendicatedmoderate to higlsontentvalidity regardingappropriateness,
relevanceandclarity. Phaselwo assessethefeasibility of the questionnairamong30
memberf the Fijian Indiancommunityvia test retestreliability analysisanda follow-
up reviewform. Thetest retestreliability analysisfoundsignificantcorrelationsn the
overallKAP, total knowledgetotal attitudeandtotal practicescores between
timepoints.Thesefindingsweresupportedy similar averagescoregor eachKAP
sectionandthetotal KAP scorebetweertimepoints suggesting certaindegreeof

stability andreliability of the studyquestionnaireSimilar toPhaseOne,participants
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alsofoundthe questionsn eachsectionrelevant,appropriateandeasyto understand.
Additionally, the preliminaryfindings of this studyquestionnairgevealeda better
understandingf this underresearchedommunityandpotentialwaysin which health

professionalgantargetKAP interventiongowardsCV health.
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Chapter 7: Conclusions

Thisthesisconcludesvith a summaryof thekeyfindingsof Phases Oneand Two, and possible

directions for futureresearch.

7.1 Summary of the Key Findings in this Research

Prior to this studythe KAP towardsCV healthhad notbeenexploredin high
risk communitiesn NZ. As agrowing migrantcommunity,the Fijian Indian
communityis underrepresenteth both healthservicepolicy andinterventionsand
researchn NZ. The presenstudywasdesignedo identify KAP of the Fijian Indian
communitytowards CV health and diseasev@etionin order toinform targeted
strategiego supportthe promotion of CV healtim this high-risk community.

Generally KAP surveysaimto identify whatis known, believedand
behaviourallyacteduponregardinga specificissuein a givenpopulation.Thus KAP
surveyscanrevealinformationaboutwhatis well knownandattitudesthatarewidely
heldin acommunityaboutparticulartopics.To a certainextent, KAP surveyscan
identify factorsthatinfluencebehaviourandattitudes andleadto developmenof
targetedstrategies/interventiortsasedn this information(AbdulkaderMohamedetal.,
2022;Alhaj, 2018).A scopingreviewof theliteraturefoundfive versionsof KAP
questionnairgrelatedto CV health(discussedn Chapter3). However, none of the
previously developed questionnaeere specifically focused on the general KAP
towards CV healtland disease prevention or the Fijian Indian community. Thus, this
study sought to develop its own questionnaire.

Thefirst aim of this studywasto developandtestthe questionnairéo measure
thelevel of KAP towardsCV healthin the NZ-basedFijian Indiancommunity.In Phase
One,a scientific approachsing the methotbr KAP questionnairelevelopment,
recommended by the WH®Vorld Health Organization, 2008)as used. Attention

was paid to the structure of the questions giliesimilar questionnairggdentifiedin
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scoping and literature revigvandgaining feedback from peers in the Fijian Indian
community and studgupervisor@&bout the developing of questions anddkerall
guestionnaireFve expertsanalysedhe contentvalidity of the questionnairdy
assessingvhetherthe questionsn eachsectionwereappropriaterelevantandstated
clearly.Eachexpertprovidedfeedbaclon the overallquestionnairandmade
suggestionso ensurethe questionnairevasfit for purposeln this study,thefinal
analysisof the developedjuestionnairshowedmoderate to higlontentvalidity for
appropriatenesselevanceandclarity. Expertsalsoprovidedpositivefeedbackon the
overallquestionnaireTakentogethertheseresultssuggesthatthe developed
cardiovasculaKAP questionnairevasappropriaterelevantandcomprehensiblé
assesthe KAP towardsCV healthin this population.

Theseconaaim of this studywasto assesshefeasibility of applyingthe
developedjuestionnairego testthe KAP towards CV healtin theFijian Indian
community.

In Phaserwo, 30 membersf the Fijian Indiancommunitywererecruitedand
askedio completethe developedjuestionnairat two timepoints(two-weekinterval
time). The purposeof this phasewasto assesshereliability of the questionnairetest
for appropriatenessndunderstandingandevaluateiming. Test retestreliability
analysisfoundstatisticallysignificantcorrelationan the overallKAP, total knowledge,
total attitudeandtotal practicescores betweerthetwo timepoints.Theseresultswere
supportedy similar averagescoresor eachKAP section thetotal KAP score and
Cronbach alpha for internal stabilififhesefindings suggestacceptabletability and
reliability of the studyquestionnaireAt Timepoint2 (follow up), participantsverealso
askedo providefeedbaclkon the questionnaireThis wasanimportantopportunityfor
this studyto receivefeedbackandsuggestiongrom membersf this community,which

hasnot beendonepreviously.In the qualiative evaluation of the questionnaire in Phase
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Two, participantdfoundthe questionsn eachof the sectionsappropriateandeasyto
understandThefindingsof Phaselrwo strengthenethe contentvalidity of the
developedjuestionnair@andprogressedhefeasibility of conductingthe nextphaseof
this study(PhaseThree)that will be undertakeas postdoctoral reseatch

Thepreliminaryfindingsat Timepoint1 (baselinesuggestair knowledge good
attitudeandfair practicesowardsCV healthin thecommunity. Thematicanalysisof
the operendedquestionsalsoidentified threethemedor CV healthpromotionand
diseasereventiorfor thiscommunity ManagingHealthTogether Recognising
Barriersto CV HealthandTargetedCV HealthPromotion.Overall, the preliminary
findingsof Phasel'wo contributein severalwaysto our understandingf the Fijian
Indiancommunityandprovideinsightinto newstrategieandwaysto promoteCV
healthanddiseasgreventionin thecommunity.

Figure 7.1lillustrates theorocessanddevelopmenof the studyandits findings.
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Figure 7.1

Quorum Flowchart of the Current Study
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7.2 Future Researchand Directions

A naturalprogressiorof this researchs to analysethe constructvalidity of this
questionnairén alargersamplepopulation(Phaserhreg. As a critical part of
questionnaire development, this process ensures the construct measures what it is
intended to measure and produces accurate and reliable rékidisould involve first
calculatinganappropriatesamplesizebasedn the currentpopulationsize confidence
levelandmarginof error(Cochran1977;Machaalanetal., 2022;Qualtrics,202d).
The next phaswill alsoneedto considerrecruitingadditionalparticipantgo
compensatéor anyincomplete datéSakpal,2010) Similarly, researclassistantsnay
be neededo recruitmemberof the communityatlocal communityeventstemplesetc
(AshaRanktal., 2020;Hertzetal., 2019;Koohi etal., 2021;Vaidyaetal.,2013).The
expert advisory teartinathasbeensupporting this research will be consulted regarding
guidance on the appropriatesearch assistantsthin the local Fijian Indian
community Steps will also be taken to ensgeoplewith limited or no accesdo the
internetor electronicdevicesare ableo participatein the next phase of thistudy.

A commonmethodof assessinghe constructvalidity of a KAP questionnairés
to runafactoranalysisnotablyanexploratoryfactoranalysigGuadetal., 2021).This
methodis usedby researcher® analysevhethera certainsetof items(questions)
measureandbelongto anintendedconstructlt canalsobe usedto explorethe
dimensionality or factor structure of the developedjuestionnairéKnektaetal., 2019).
Similarly, theinternalconsistencyCronbaclé alphg of aquestionnaireanbe
determinedvith alargersamplesize.During PhaseThree the oversightandsupportof
abiostatisticiarwill beessential.

Thefindingsfrom this largerstudywill haveseveraimportantimplications
includingthe potentialto inform migranthealthpolicy makersandeducatéhealth

professionalsThus,a communitypresentatiorno thelocal Fijian Indiancommunityof
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thefindingsandfocusgroupsessiorfollowing PhaseT hreewould be beneficial. This
communityengagemergessiorcould helpclarify anydiscrepancies thedataand
explorethec o0 mmu nviewsyprihe studyfindings. More broadly,furtherresearch
will alsobeneededo determinehow thesefindingscan inform and continue gupport
the currentNZ Health Strategyandprinciplesof the OttawaCharter.

A key focus othenewNZ health system (Te Whatu @raHealth N2)is to
deliver a better health system for all New Zealanddosvever, the NZ health system
has faiedto prioritise and address the health needs of Asian and other ethnic minority
migrantpopulationsThe Fijian Indian community is @owing and significantigrant
population that is undeepresented in theurrentNZ health systemA greater
emphasi®n the health needs tfis migrant community (and other ethnic migrant
groups)is not onlyessentiafor developinghealth servicegeducing the burden of
chronic diseasendimprovingoutcomesutfor strengtheningnd diversifyinghe
focus of the refaned NZ health systeninderstandinghe level of KAP towardsCV
healthin thiscommunitycreate the opportunityfor novel interventionsandtargeted
healthpromotionstrategieso be developedMore importantly,it highlightsthe
importanceof healthpromotion and health seeking behaviaarthe community which
canencouragenembergo take an active role ilearnng moreabouttheir CV health
risk factorsandwellbeing.At this stagethe findings of this studsepresent érst step
towardprovidingmoretargetedsupportfor betterCV healthoutcomedor this growing

and significant migrarpopulation.
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Appendices

Appendix 1. Fijian Indian Community Statistics

A. Population Counts, over time for Fijian Indian and Indian ethnic group, 20068
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 groupj 2008
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, 2Q068 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

@ 2006(% O 2013 (%) @ 2018 (%)
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F. Birthplace for the Fijian Indian ethnic group, 20608 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, 262818 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).

NMumber 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

[}
L]
el
=1
o
(]
(53}
i
=]
%]
(%3}
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

(=1
o
=]
@
[*]
(=]
¥
5]

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 4.8
Other sources of income 1.9 05

K. Highest qualifications for the Fijian Indian and Indian ethnic groups, 2@t8us
(Stats Nz, 2021b).

Highest qualifications for the Fijian Indian and Indian ethnic
groups, 2018 Census

Mo qualificaticmn |
Level 1 certificate EG—_—_——8
Level 2 certificate
Level 3 certificate
Leval 4 cortificate I
Level 5 diploma  —EEE—
Level & diploma - [E—"—
Bachelor's degree and level 7 ... EE—
Post-graduate and honours de...
Master's degree .
Doctorate degree 1L
Overseas secondary School o/

0 5 10 15 20 75 a0
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

Percent

. ]

Fulktime study Part-time study

@ Fijian Indian (%) Indian (%)
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Appendix 2: New Zealand Health System

A. The future of the New Zealand Health System (Department of the Rfimnger
and Cabinet, 2021a).

RAnsd of the wider ring of agencies will ot be changing
Minister of a5 part of these reforms — howaver, the 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 Heallth has
a direct ralationship with all
key organisations. Health

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

. - Cawe will confinuer 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 pguplesred,
provides services close to home, is designed for value and high performance, and
works as one team in a smart system (Ministefaxlth, 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

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 therdeBeoplepowered and Closer to Home in
New Zealand Health StrategjyRoadmap 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 SURVEYd PART 1 (PARTICIPANT DEMOGRAPHICS & CURRENT HEALTH STATUS)

Question

Answer Options

Justification/Comments

1. Which gender do you identify most
with?

o Male

Female

Transgender Female
Transgender Male
GendeNariant/Nonconforming
Not listed (please specify)

0 | prefer not to disclose

O O O0OO0Oo

General demographiéstotal sample population

N

Age (in years)

nyears

3. Country of Birth?

(Type Field)

4. What is your marital status?

o Single
Married
Widowed
Divorced

13 1§ e 1]

5. What is your highest level of
education attained

No schooling completed
Primary School

High School
Diploma/Certificate
Trade/Technical training
Bachel or 6s
Postgraduate Diploma
Master6s Degree
Doctor of Philosophy

Degree

6. In what languages can you speak
fluently?
(Please select all that apply)

English

Fiji Hindustani (Fiji Hindi)
Hindi

Fijian

Other (please specify)

O0OO0O0O0OD|0O0OO0CO0OO0OO0OO0OO0OO0O0OOO
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7. What is your current employment
status?

O O0OO0O0OO0OO0OO0OOo

Unable to work
Employed full time (40 or more hours per week)
Employed part time (up to 39 hours per week)
Unemployed
Selfemployed
Student
Homemaker
Retired

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 o0 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
0o No seeking behaviour
10. When was your latest health chagi 0 Within the last 3 months Andsoy et al (2015) | Relevant to practiaie
at your local health centre or family 0 Within the last 6 months general health awareness
doctor 6s? 0 Within 1 year
0 Inthe last 2 years and over
0 Not sure
11. Are you a smoker? o Yes Relevant to practia®
o No health behaviours
0 Ex-smoker
If yes, 0 | am a social smoker Ministry of Healthd
0 Upto5times a week CVDRA and
0 Upto 10 per day Management of
0 Upto 11 19 per day Primary Care
0 More than 20 per day
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12. Do you drink alcohol? o Yes Relevant to practia®
0o No health behaviours
If yes, o Every day
o 3i5times aweek
0 Once aweek
o Only on weekends
0 On special occasions
13. Do you drink kava? o Yes Relevant tgracticed
o No health behaviours +
relevant to target
community
If yes, o Everyday
o 3i5times aweek
0 Once aweek
0 Only on weekends
0 On special occasions
14. Have you been diagnosed by a docto o Yes Andsoy et al (2015) | Relevant to CVD risk
registered health professional as havi o No factors
high bloodpressure? 0 Not sure
If yes, o Yes
Are you currently taking medications { o No
control your blood pressure? 0 Not sure
If yes, o 1to 3 months
how long have you been taking this 0 Less than 6 months
medication? 0 6 monthsto 1 year
0 2to5years
0 More than 5 years
15. Have you had a fasting blood glucose 0 Yes Andsoy et al (2015) | Relevant to practice
test before? o No general health awareness
o Not sure
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16. Have you been diagnosed byactor or o Yes Relevant to CVD risk
registered health professional as bein o No factors
pre-diabetic? 0 Not sure
If yes, o Yes
Are you currently taking medications { o No
control your blood glucose levels? 0 Not sure
If yes, 0o 1to 3 months
how long have you bedaking this 0 Less than 6 months
medication? 0 6 monthsto 1 year

0 2to5years
0 More than 5 years

17. Have you been diagnosed by a docto o Yes Andsoyet al (2015) | Relevant to CVD risk
registered health professional as havi o No factors
Type 1 or Type 2 Diabetes? 0 Not sure
If yes, 0 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 t o No
control your blood sugar levels? 0 Not sure
If yes, o 1to 3 months
how long have you been taking this 0 Less than 6 months
medication? 0 6 monthsto 1 year
0 2to5years
0 More than 5 years

18. Have you been diagnosed by a docto o Yes Andsoy et al (2015) | Relevant to CVD risk
registered health professional as havi o No factors
high cholesterol? 0 Not sure
If yes, o Yes Andsoy et al (2015)

Are you currently taking medications t o No
control your cholesterol levels? 0 Not sure
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If yes, 0 1to 3 months
how long have you been taking this 0 Less than 6 months
medication? 0 6 monthsto 1 year
0 2to5years
0 More than 5 years
19. In a typical week, how many days do o Odays Awad & Al-Nafisi Relevant to practice
you do at least 30 minutes of exercisg o 112days (2014) health behaviours
(such as walking, running, cycling, o 3i4days
jogging)? o0 516 days
0 7days
20. How often do you eat healthy food? 0 Not every day Awad & Al-Nafisi Relevant to practice
(Plenty of fruits and vegetables, foods o Every day (2014 health behaviours
low in saturated fat, cholesterol, salt g
high fibre?)
21. Do you know what your curre@ody o Not sure Relevant to CVD risk
Mass Index (BMI) is? 0 Lessthan 18.5 factors
o 18.525
o 2530
o 30135
o 3540
0 More than 40
22. How do you describe your lifestyle? o Very stressful Awad & Al -Nafisi Perception and Relevant
0 Stressful (2014) to practicé health
0 Relatively stressful behaviours
0 Free from stress
23. Please indicate if any of the following 0 Hypertension (Highblood pressure) Andsoy et al (2015) | Family historyd CVD risk
medical conditions/procedures are o Diabetes Mellitus factor
known in yourimmediate family 0 Hypercholesterolemia (High cholesterol)
history (i.e. parents, grandparents ang 0 Heart Disease
siblings): o Cardiovascular Surgery
0 Atrial Fibrillation
0 Stroke
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24. Have you ever been hospitalised due o Yes Relevant to practia®
problems with your heart or blood o No general health awareness
pressure? 0 Not sure

25. In the past, have you had a 0 Yes i
cardiovascular risk assessment done? o No

0 Not sure

26. What do you think your level of risk is o Not sure Andsoy et al (2015) | fi

for cardiovascular disease? 0 <3% + MOH CVDRA
o 319% and Management of
o 10114% Primary Care
0 15+%

27. What sources have you used to find @ o None Andsoy et al (2015) | Relevant to future
more about cardiovascular health and o0 Physician/Family Doctor/GP improvements of
disease? 0 Radio/Television resourced indication of

o Family/Friends best information source
0 Nurse
0 Internet
o Written information i.e. pamphlet,
information booklet
0 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 lightheadedness
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 isrelated 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 bloodpressure 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? o0 High cholesterol factors

0 Physical inactivity Mayo Clinic

o Overweight

o Cigarette/Smoking

0 Smokeless tobacco

o0 Excessive alcohol

0 EXxcess stress

o Family history of a heart attack

0 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
includee o Pain in the chest, teeth and jaw (2013) and symptoms of a heart

o0 Pain or numbness in the arms attack are really

0 Excessive sweating/cold sweat Mayo Clinic | important

o}

o]

o]

o}

0

Loss of consciousness
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0 All of the above
A person always knows when they o True False Wagner et
haveheart disease o False al (2006)
If you have a family history of heart o True True Wagner et
disease, you are at risk of developini o False al (2006)
heart disease
The older a person is, the greater thq o True True Wagner et
risk of having heartlisease o False al (2006)
Smoking is a risk factor for heart o True True Wagner et
disease 0 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 f o True True Wagner et
heart disease 0 False al (2006)
Keeping blood pressure under contre o True True Wagner et
wi || reduce a pel o False al (2006)
developing heart disease
High cholesterol is a ristactor for o True True Wagner et
developing heart disease o0 False al (2006)
Eating fatty foods does not affect o True False Wagner et
blood cholesterol levels o False al (2006)
I f your 6goodd c o True False Wagner et
highyou are at risk for heart disease o False al (2006)
I f your oObaddé ch o True True Wagner et
you are at risk for heart disease 0 False al (2006)
Being overwei ght o True True Wagner et
risk for heartdisease o False al (2006)
Regular physical activity will lower a o True True Wagner et
personédés chance o False al (2006)

disease
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Only exercising at a gym or in an o True False Wagner et Vv
exercise class w o False al (2006)

chance ofleveloping heart disease

Walking and gardening are consider o True True Wagner et \%
exercise that will help lower a o False al (2006)

personéb6és chance

disease

Diabetes is a risk factor fateveloping o True True Wagner et \%
heart disease 0 False al (2006)

Irregular eating patterns has no harn o True False Ibrahim et Vv
to your health o False al (2016)

Doing housework as an exercise is o True False Ibrahim et \Y
enough for a day o False al (2016)

I f you have a sl o True False Ibrahim et Vv
need to exercise o False al (2016)

Cardiovascular disease can occur to o True True Ibrahim et V
young people o False al (2016)

Eating a lot of red meat increases o True True Bergman et Vv
heart disease risk. o False al (2011)

Most people can tell whether or not o True False Bergman et Vv
they have high blood pressure. 0 False al (2011)

The most important cause of heart o True False Bergman et V
attacks is stress. o False al (2011)

The healthiest exercise for the heart o True True Bergman et V
involves rapid breathing for a o False al (2011)

sustained period of time.

Men and women experience many @ o True True Bergman et \%
the same symptoms of a heart attacl o False al (2011)

Heartdisease is better defined as a o True False Bergman et \%
shortterm 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?

Ildonot
disease

perceive myse

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Vaidya et
al (2013)

Changed answer options for
consistency

Vv

| donot want t o chan

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Vaidya et
al (2013)

Removed example in questiomade
guestion sound antagonizing

| feel the amount of food | eat is too much, 4
| 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 dondét think chwibhngi
reduce my risk of developing heart disease

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Vaidya et
al (2013)

[ donot have time tad

Strongly Disagree
Disagree
Uncertain

Agree

Vaidya et
al (2013)
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Strongly Agree

God or a higher power ultimately determineg
my health

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Vaidya et
al (2013)

| should be doing exercise to maintain a
healthy lifestyle

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

If I 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)

| should maintain my weight according to my
body mass index (BMI)

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

| 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 electronig

device(s) or watching tv rather than exercisi

StronglyDisagree
Disagree

lbrahim et
al (2016)

Reworded the question
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Uncertain
Agree
Strongly Agree

| read the nutrition information of each produ
that | intended to buy

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

| choose to eat or buy fast food when going
with family or friends

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

Added family or friends to the questio

| can manage my stress

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

| 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 m
health

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

As above.
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| should take fruit ovegetable in my diet for
maintaining my health

Strongly Disagree
Disagree
Uncertain

Agree

Strongly Agree

Ibrahim et
al (2016)

As above.

| 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

Vv

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, mosd
etc.?

Never
Rarely
Sometimes
Often
Always

Ibrahim et al
(2016)

As above.

Do you spend your leisure time to exercise a
least 20 minutes per session?

Never
Rarely
Sometimes
Often

Ibrahim et al
(2016)

As above
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Always

Do you take any health supplements or on a
special diet? i.e. that is not recommended by
health professional

Never
Rarely
Sometimes
Often
Always

Ibrahim et al
(2016)

Reworded the question

How often do youake fruits in your diet?

Never
Rarely
Sometimes
Often
Always

Ibrahim et al
(2016)

As above

How often do you take vegetables in your dig

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? (B
shacking, 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?
It is likely that | will suffer from a heart attack or stroke in the futurg Strongly Disagree Tovar et al| Changed answer option to for] V
Disagree (2010) 5-point Likert scalé 2
Not Certain/Sometimes positives, 1 neutral and 2
Agree negatives
Strongly Agree
Not certain or Sometimes?
| am concerned about the likelihood of having a heart attack/strokg Strongly Disagree Tovar et al \Y,
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 Vv
Disagree (2010)
Not Certain/Sometimes
Agree
Strongly Agree
Increasing myexercise will decrease my chances of having a heart| Strongly Disagree Tovar et al Vv
attack or stroke Disagree (2010)
Not Certain/Sometimes
Agree
Strongly Agree
Eating a healthy diet will decrease my chance of having a heart at{ Strongly Disagree Tovar et al V
or stroke Disagree (2010)
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Not Certain/Sometimes
Agree
Strongly Agree

I dondét know appr oprredade ey riskoé r (
developing cardiovascular disease

Strongly Disagree
Disagree

Not Certain/Sometimes
Agree

Strongly Agree

Tovar et al
(2010)

I donot have time to exercise

week

Strongly Disagree
Disagree

Not Certain/Sometimes
Agree

Strongly Agree

Tovar et al
(2010)

| donot know what i's consi der ¢

from developing cardiovascular disease

Strongly Disagree
Disagree

Not Certain/Sometimes
Agree

Strongly Agree

Tovar et al
(2010)

| have other problems more important than worrying about diet ant
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
communityds understanding ol

2) What would be the most beneficial health resource or service
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?

| believe these 4 questions are our chance to ask the community about what th
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 contantlrer and email address:

i Contact numbéy

I Email address

Please note, your personal information will only be accessible to the primary researcher and the Research Team dugmf the smdy.

Recontact Requesi 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 itbeen validated? Comment
Andsoy et al | Knowledge and Attitudes No This reference | have onl
(2015) towards Cardiovascular Diseag used for Part 1
in a Population of North (Participant
Western Turkey: A Cross Demographics)
Sectional Survey
They usedirikan et al
https://www.journalagent.com/t (2009)to assess
kd/pdfs/TKDA_37_1 35_40%85 knowledge in their study
BA%5D.pdf (see below).
Arikan et al | The Cardiovascular Disease | Yes Recent literature data, patient education materials Developed in Turkey
(2009) Risk Factors Knowledge Level prevention guidelines of national and international
(CARRFKL) Scale: a validity cardiology societies were reviewed to prepare the| Samplé biased?
andreliability study scale. 16 items from the Heart Disease Fact
https://www.journalagent.com/t Questionnaire (HDFQ) and 4 items from thel#n | A S c-dem aveight for the
kd/pdfs/TKDA_37_1 35 40%5 Coraonary Heart Disease Knowledge Test were ad( incidence of existing risk
BA%5D. pdf and a scale with 28 items in total were prepared | factors in our country. Fo
instance, there was only
To determine its validity and reliability, the scale w one question about
administered to 200 participants older than 20 yeg obesity, although it is an
of whom 144 individuals were involved in tastest | increasing public health
evaluations. Internal consistency was estimatedu{ pr obl em i n
the Cronbachés a hgldiysof
the scale, individuals with CVD and/or family histo
were compared with those without CVD and/or
family history.
Wagner et al | Development of a questionnair{ Yes Based on extensive pilot data, the current study | This questionnaire
(2016) to measure heart disease risk analysed responses from 524 people with diabete| measuresieart

knowledge in people with
diabetes: the Heart Disease Fad

Questionnaire

assess the psychometric properties. The HDFQ is
readable to an average-§8ar old and imposes little

burden. It shows good content and face validity. It

diseaseisk knowledge in
people withdiabetes
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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
cience/article/pii/S0738399104
022907?via%3Dihub

demonstrates adequate internal consistency, with
Kudeii Richardsor20 formula = 0.77 and good iten
total correlations. Item analysis showed a desirabl
range inP-values. In discriminant function analyses
HDFQ scores differentiated respondents by
knowledge of their owrardiovasculahealth, use of
lipid lowering medications, health insurance status
and educational attainment, thus indicating good
criterion related validity

Samplé biased?

The HDFQ requires
additional development.
Tesi retest reliability
must be assessed in a
larger sample.

Ibrahim et al
(2016)

Knowledge, Attitude and
Practice of Malaysian Public
University Students on Risk
Factors for Cardiovascular
Diseases

https://www.researchgate.net/f
ofile/Mainul_Haque2/publicatio
n/296618703_Knowledge _Attit
ude_and_Practice_of_Malaysig
_Public_University _Students_¢
n_Risk_Factors_for_Cardiovag
ular_Diseases/links/56d6dbaf0
aebabdb402e45f.pdf

Yes

A set of KAP questionnaire was developed and
distributed to the participants. The questionnaire v
validated by conducting the ptesting among 15
students in a pilot study. The content validity of th¢
guestionnaire was verified by expert of lUM.

Bergman et al
(2011)

Development of a
Comprehensive Heart Disease
Knowledge Questionnaire

https://www.ncbi.nlm.nih.gov/p
mc/articles/PMC3124098/

Yes

The questionnaire was developed in 2 phases. Th
first phase (Phase ) was exploratory; we developg
and tested a paper and penciHi&n questionnaire
with a university student sample. The primary goa
were to validate the questionnaire's fol@main
structure and to reduce the number of items. We g
included additional items that evaluated participan
perceptions of their heart disease knowledge. In
Phase II, we validated a refined version of the sca

with a second university student sample.

The way that they have
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 revie
the content validity and face validity of the domain
and items selected for the finalized questionnaire
seen in Phase Il methods and results). The group
composed of 3 experts in cardiovascular akse
health psychology, and psychometrics. The 3 exp
were asked to independently check to see if the it
had the correct response, fit under thegstablished
domain, and were uf-date.

Vaidya et al
(2003)

Cardiovascular health
knowledge, attitude and
practice/behaviour in an
urbanising community of Nepal
a populatiorbased cross
sectional study from Jhaukhel
DuwakotHealth Demographic
Surveillance Site

https://bmjopen.bmj.com/conte
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
measurementznd other
sources for addressing
knowledge, attitude and
practice/behaviour issues

STEPS Instrument:
http://www.who.int/ncds/s
urveillance/steps/instrum
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 hg
hospital (15 patients) where it was translated and
back translated for comprehension and response

consistency. The survey follows the format from th

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/211/4
11

Behavioral Risk Factor Surveillance System
(BRFSS) of the North Dakota Department of Heal
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 folloed and questions were tak
from a Malaysian survey regarding women's KAP
toward CvVD.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 potentii current health status
risk factors in Kuwait: a cross items for the study instrument. Based on the litera| 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 versi
both forward and backward were checked, and
recommended amendments where necessary wel
discussed before being finalized. It was pretested
content, design, readability, and comprehension o
16 Kuwaitisubjects, and modifications were made
necessary so that the questionnaire was simple to
understand and answer yet gave accurate data.
Tovar et al | Development and psychometri¢ Yes Development of the HBCVD occurred in three AFuture stu
(2010) testing of the Health Beliefs stages. The first consisted of item development |[needed t o f

Related to Cardiovascular
Disease Scale: preliminary
findings.

https://www.ncbi.nim.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 clinic
expertise in diabetes guided initial item developmg

The initial item pool consisted of 25 items divided
into four subscales measuring four components of

content to make subscalg
more reliable, which
would lead to a more
consistent measure of
Health Beliefs related to
CVvD. o

he revise
ould be r
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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 a
barriers. Next, a panel of six doctorly prepared
experts in the areas of diabetes, CVD, health
behaviours and behaviour change evaluated the it
for representativeness, appropriateness and relev
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
items remained but the wording of a few was revis
to improve clarity. Finally, a focus group of 10 adu
with diabetes who reviewed the items for relevanc
and clarity approved of the instrument and offered

additional suggestions.

with a larger, more
diverse sam

NZ Ministry
of Health:
CVDRA and
Management
of Primary
Care

https://www.health.govt.nz/system/files/documents/publicationsfiskdassessmergndmanagemenrtor-primary-carefeb18

v3.pdf

Mayo Clinic

https://www.mayoclinic.org/diseasesnditions/hearattack/symptomsauses/sy20373106

Use for salt
question

https://pdfs.semanticscholar.org/509f/e783a395e9d7868e05385a6a9€924a9bf3d9.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/166@601/15/6/1251

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 speci
to cardiovascular health or disease.

Maeland & Havik (1986)

https://onlinelibrary.wiley.com/doi/abs/10.1111/j.146712.1987.tb00296.x

The questionnaire was developed to measure
coronary heart patien
disease. Questions a bit too in depth.

Smith et al (1991)

https://scholar.google.co.nz/scholar?cluster=12606438691774341777&hl=¢

_sdt=0,5

The questions in this test were specific to
coronary heart disease and relevant to their
cardiac rehabilitation programme.
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Appendix 4. Draft ReviewForm

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. Appropriatenesdor the questions for theategoryit is classified in.

2. Therelevanceof the question forassessing the knowledge, attitude and practises of cardiovascula

health.
3. Thew

ording of the question and whether it istated clearly.

For each criteria, please sel@cte option in the dropdown box to indicate how much yagree or disagrewith each question.

Category: Attitude towards Cardiovascular Health

ApDropriate Relevant to assess Question
. pprop attitudes towards Any
No | Question category . stated
e cardiovascular comment?
classification? clearly?
health?
19 2 7 A = A Le A w v A o —
L R2yQu LISNOSAQPS YeaSt¥ 02 0
20 L R2yQl ¢l ylG G2 OKFy3aS Yeé fA
21 | feel the amount of food | eat is too much, and | would like to @
down
22 | | feel my present weight is too high for my health
o3 | L R2y Qi GKAY1l OKLI y3IdnyHskd¥fé 06 S
developing heart disease
24 |L R2yQG KI @S GAYS G2 GF18 OF
25 . . .
God or a higher power ultimately determines my health
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26

I should be doing exercise to maintain a healthy lifestyle

27 If | need to go to places somewhere near, | choose to walk rath
than taking any other form of transport

28 I 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 watch
TV rather than exercising

32 | ! 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 | I should avoid drinking carbonateflinks

36 |! should include fruit or vegetables in my diet for maintaining m

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

237



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 ConsentForm
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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 Feedbackand Data Analysis

Table 1

ANALYSIS

Overall assessment of how appropriate guestions 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 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
. Apgsr':(’;grtiigg.. 072 | 100 | 094 | 100 | 100 | Scviave | o093
S-CVI/UA 0.72
Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number in agreement/total of experts
SCVI/UA Total _numk_)er o_f ques_tions that received agreement by all experts/total numbe
questions in this section
Eret?g\(l);tril(zn Number of questions deemed appropriate/total number of questions in this s€
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 i 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
f’lfz"po”iorff 089 | 100 | 089 | 1.00 | 1.00 | SCVi/Ave 0.96
elevant
S-CVI/UA 0.78
Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number inagreement/total of experts
SCVI/UA Total number of questions that received agreement by all experts/total number
questions in this section
;gg\?:ri]?n 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)

251



Table 3

Overall assessment of how clearly stated the questions were in the Section A (Knowledge).

ADVISORY TEAM i DRAFT QUESTIONNAIRE REVIEW - SECTION A (KNOWLEDGE)
Expert | Expert | Expert | Expert | Expert Number in ltem CVI
1 2 3 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
'-sgfé‘éoﬁfgﬁy-- 050 | 1.00 | 067 | 094 | 083 | scviave 0.79
S-CVI/UA 0.39

Key:
0 Strongly disagree or disagree
1 Stronglyagree 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 A
questions in this section
Proportion Number of questions stated clearly /total numberuEfstions in this section
Relevant
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 i DRAFT QUESTIONNAIRE REVIEW - SECTION B (ATTITUDES)
Eerrt Exgert Exgert Exgert Exgert l;l;rrzl;;rei:t ltem CVI
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
. AF;)rg%%rrtiigtne:" 044 | 1.00 | 094 | 100 | 1.00 | scviave 0.88
S-CVI/UA 0.44

Key:

0 Stronglydisagree or disagree

1 Strongly agree or agree

Item CVI Number in agreement/total of experts

SCVI/UA Total _number c_>f ques_tions that received agreement by all experts/total number o

questions in this section
;reolg\?;tri]?n Number of questions deemed appropriate/total number of questions in this sectid
S-CVI/Ave Sum of the proportion appropriate/total number of experts (overall scale CVI)
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Table5

Overall assessment of how relevant the questions were in the Section B (Attitudes).

ADVISORY TEAM i DRAFT QUESTIONNAIRE REVIEW - SECTION B (ATTITUDES)
Expert | Expert | Expert | Expert | Expert Number in ltem CVI
1 2 3 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
Proportion: 050 | 1.00 | 094 | 100 | 1.00 | scCviave 0.89
Relevant
S CVI/UA 0.50
Key:
0 Strongly disagree or disagree
1 Strongly agree or agree
Item CVI Number in agreement/total of experts
SCVI/UA Total _number c_>f ques_tions that received agreement by all experts/total number o
questions in this section
;rec?g\?;tri](:n 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 SggtitituBes).

ADVISORY TEAM i DRAFT QUESTIONNAIRE REVIEW - SECTION B (ATTITUDES)
Eerrt Exgert Exgert Exgert Exgert l;l;rrzl;;rei:t ltem CVI
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
'-sgfé‘éoﬁfgﬁy-- 028 | 1.00 | 089 | 1.00 | 094 [ scCviAve 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 . T .
guestions in this section
Proportion Number of questions stated clearly /total number of questions in this section
Relevant
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 i DRAFT QUESTIONNAIRE REVIEW - SECTION C (PRACTICES)
Ex;l)ert Exgert Exgert Exi)ert Exgert l;l;rrzl;;rei:t ltem CVI
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 |-CVI 0.94
. A?Sg%r:iig{‘é,. 068 | 1.00 [ 1200 | 100 | 1.00 | scviave 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
SCVI/UA Total number of questions that received agreement texpérts/total number of
guestions in this section
E;(?g\?;tri]?n Number of questions deemed appropriate/total number of questions in this sectig
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 i DRAFT QUESTIONNAIRE REVIEW - SECTION C (PRACTICES)
Ex;l)ert Exgert Exgert Exi)ert Exgert l;l;rrzl;;rei:t ltem CVI
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
f?é%ﬁ’g\:gﬂ?f 0682 | 1 1 1 1 SCVI/Ave 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
SCVI/UA Total number of questions that received agreement by all experts/total number o
guestions in this section
E;(?g\?;tri]?n 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 i DRAFT QUESTIONNAIRE REVIEW - SECTION C (PRACTICES)
Expert | Expert | Expert | Expert | Expert Number in ltem CVI
1 2 3 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
..Sgt%%c’:lf:rzly., 050 | 1.00 | 095 | 095 | 091 [ scviave 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
SCVI/UA Total number of questions that received agreement texpérts/total number of
guestions in this section
Egg\?gri]?n 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 CVI)
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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
rson ither. heart
E(r:dseorstand the SiseeaséJ isneste(:\z. change
Feedback A . 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 th@V| scores for appropriateness, relevance and clarity, the ter
Action: "cardiovascular disease" will behanged to "heart disease" in the questionnaire as this will
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 congenitg
heart diseses remai
asymptomatic and
diagnosed at later
stages in adulthood
So they may not
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 q
for this section. The purpose of this question is to test whether a person understands, like §

appropriate to
Feedback study. What
will this achieve

Action: describes thatcongenital heart disease remain asymptomatic and are diagnosed at later stg
in adulthood... so they may not know until they are diagnosed incidentally or become symp
later in life".

Question 3: If you have a family history of heartdisease, 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
guestion.

Action: No change will be made to this question as 5/5 experts agreed that the questappreasiate,

relevant, and stated clearly.

Question 5: Eating fatty foods does not affect blood cholesterol levels

Types of fatty
Feedback food matter.
Have good fats
and bad fats
Action: No change will be made to this question as all ex@agtsed that is question was appropriats
' and relevant and 4/5 experts agreed that the question was stated clearly.
Question 6: | f your 6goodd cholesterol (HDL) i §
Also if a question not necessary tq
know. The GP
related to the
. should know
catogories/
- and educate the
differences
person. The
between good
average person
and bad from Fiji ma;
To technical for | cholesterol can Il may HDL -
not know the .
Feedback general be added here or| distinction medical
population with MCQ type term
- between the
questions would "
two. Say "Do
create an
you know the
awareness amon| 7.
them if they do | difference
not know about between good
them and bad
' chloestrol?"
Based on théeedback and theCVI 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 ctrenge t
format of the questions and answers 1in
know and (3) it is "not necessary to know".
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Question 7: Only exercising at a gy m or developing nearg
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
gym or é.
Based on the feedback and th@V| scores for appropriateness, relevance and clarity, this
question will beephrased to say, "only exercising will lower a person's chance of develoy
Action: heart disease". This will ma}ir_ltain the format of the q_uestion/answer structure of this sect
' and test whether they (participants) understand the importance of a disease ipresadt
management. In response to Expert 1's feedback, this questionnaire is directed to peopl
ages.
Question 8: Walking and gardening are consi der ¢

developing heart disease

instead if heart
disease make it

Feedback .
as cardiovascular
disease at the en|
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 )
what somenoe now about eating
Feedback ; habits and cvd.
considers More of a
irregular. di .
iscussion
question not a
statement question
Based on théeedback and theCVI 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 conditoimsleénce
our eating patterns. | agree that this is more of a "discussion question" not a statement queq
Question 10: Cardiovascular disease can occur to young people
heart diseaseuse
this term chan_ge
Feedback . . medical
Repetitive questior
term
- notneeded.
Based on the feedback and th€\| scores for appropriateness, relevance and clarity, this
question will be rephrased in the questionnaire. Reason: it is a similar/repetitive statement t
Question 4 " the older person is, the greater their risk of having heart disease". The participg
Action: would be answering the same fact in both questions i.e., as Expert 3 said, "in this time/trend
people are also being diagnosed with CVD/heart disease" and that this qussta@imeeded. The
question will be rephrased to say "heart disease can occur to young people" as 3/5 experts
that the question was appropriate, relevant, and stated clearly.
Question 11: Eating a lot of red meat increases heart disease risk
what is a lot instead of heart
will mean disease, make it as
Feedback | differently to .
. 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 understandingiout the questionnaire

Action: . - . . N ; ;
| agree, "a lot will mean differently to different groups". However, if read in a general sense,
lot" can be referred to as "large amounts" and it is important to know the benefits of a balan
healthy diet when discussitggirning about cardiovascular disease.
Question 12: Most people can tell whether or not they have high blood pressure.
knowing high
bp can affect complete the
Feedback cvsis different | sentence by adding
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 an
Action: clearly stated question. 58xperts agreed this question was relevant. | agree with Expert 1 arf
' feedback and that is why | have included questions about the risk factors and symptoms of
disease at the end of the section.
Question 13: The most common cause of heaattacks 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 th@\| scores for appropriateness, relevance and clarity, this
Action: question will be removed from the questionnaire. Reasons: (1) too vague i.e., "what is susta|
' breathing or proper breathing" (2) it f&innecessary 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 diseasé a shortterm illness

once you have
heart disease
Feedback do you have it
always
No change will be made to this question as all experts agreed that it was an appropriate an
Action: relevant question and 4/5 experts said that it was stestly. In response to Expert 1's feedba
' - yes, by that stage, it is about managing your disease. However, the answer to this questio
false. Heart disease is a lottgrm illness.
Question 17: Which of the following factors increase the risk of heart attack or heart disease?
This questions
on its own
could give . .
ST S in the question add
Feedback | indication of factors increases,
knowledge and
behaviour re
CVDisease
Based on the feedback and th€\| scores fomppropriateness, relevance and clarity, this
Action: question will be rephrased in the questionnaire. Reason: grammatical error. The question wj
‘ rephrased to say "Which of the following factors incredie risk of a heart attack or heart
disease"
Question 18: Symptoms of a heart attack can inc
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 Expert Expert Expert Expert Expert
Y TEAM 1 2 3 4 5
Questi on [ekeive ysalf tomeéat risk of heart disease
"perceive”
probably wont
o understand this
Feedback \(/jv_ho Is this Q term. I
irected to
of myself to be at
risk of heart
disease.
Based on the feedback and th@V| scores for appropriateness, relevance and clarity, this
Action: guestion will be rephrased to " | donét t
' Expert 1's feedback, this question is mordess a selfeflection type of question. Their
perception of their own attitudes towards cardiovascular health.
Question 20: | dondt want to change my |ifestyl
Feedback | N/A
Action: N/A
Question 21: | feel the amount of food | eat is too much, and | would liki® cut down
Feedback | to vaque,
o No change will be made to this question as 4/5 experts agreed that it was an appropriate, re|
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 th€\| scores for appropriateness, relevance and clarity, this
question will be rephrased to "l feel my present weight is too high for my height or age". | ag
Action: with Expert 1's feedback that "people already have disappropeigiectations of weight" but on
positive note, it does show that they are aware of this risk factor. Therefore, creates an aver
discussion in the management of their health.
Question 23: I dondt think c ha ofglevelopingrhgart disedse vi o u
Feedback | N/A
Action: N/A
Question 24: I dondt have time to take care of
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 nearchoose 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)
| wonder how many Knowin
will know the term g
BMI, so using it in what BMI change
sim ’Ie term I?ke Define BMI in the | would need to wordi%l - less
Feedback mp . question in lay be pre 'ng
within bracket right Iy medical
. terms requisite to .
weight for my . ._| terminology
A answering this
height would uestion
explain? q
Based on the feedback and th@\| scores for appropriateness, relevance and clarity, this
Action: question will be rephrased to " | should maintain my weight according to my body mass inde
(BMI) i.e., the right weight for my height" for better understandinthefquestion.
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 or
myé. . ....
Feedback add this as practice
guestion instead of
having it as attitude
question
No change will be made to this question as all experts agreed that it was an appropriate, rel
andclearly stated question in this section. Although, | agree with Expert 2, this question can
Action: be a "practice" related question. This question has been included in this section to better

understand the concept of "attitude/perception/intention" and hatwélates to knowledge and
practice towards cardiovascular health.

265



Question 32:

| read the nutrition panel information of each product that | intended to buy

do people have
enough

Feedback | knowledge of unneccessary
general category
of foods
Based on the feedback and th@V| scores for appropriateness, relevance and clarity, this
guestion will be removed from the questionnaire. Reason: (1) 3/5 experts agreed that this qu
Action: was appropriate and relevant to this section and (2) it may eotdeessary to do this to be able
understand a participantoés attitude towar
whether people would "have enough knowledge of general category of foods".
Question 33: | choose to eat or buy fast foodhen 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 an
ction: : . R )
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, re
ction: T .
and clearly stated question in this section.
Question 35: | should avoid drinking carbonated drinks
Feedback 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 questioncleely 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 vegepeopriate 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
have natural
| use more than 3 .
.| salt-is that
Feedback teapsons/day of salt in .
i taken into
my diet
account when
they/we cook.
Although 4/5 experts agreed that it was an appropriate, relevant, and clearly stated questig
Action: this section, the question will be rephrased to "l use more than 3 teaspoons of salt per day’
improve the clarity of the question.
Question 39: Iconsume 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 questig
this section, the question will bephrased to "I consume fatty foods more than 3 times a wee|
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 éow of
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 froplaces such as café, classes, mosque
etc.?
Feedback gdpl the word
aily
Action: No change will be made to this question as all the experts agreed that it was an appropriat

relevant and clearly stated question in this section.
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Question 42:

Do you spend your leisure time to exercise at le@§ 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 questior
this section, the question will be rephrased to "During your spare time, do you exercise for g
20 minutes (per session)?" to improve the clarity ofgtnestion. The reason why | have kept "p¢
session" despite the suggestion to change to "per day" as you cannot guarantee that a pers
have leisure/spare time every day. For example, they may only have it every other day due
work/personal commitmén 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 {

Question 43:

recommended by a health professional

How often do you take any health supplements or are on a special diet? i.e., that is not

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 ques|
this section, the question will be rephrased to "How often do you take any health supple
or are on a special diet that is not recommended by a healtegsiohal?" 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 appropri
relevant, and clearly stated question in this section.

Question 45: Howoften do yau 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 appropri

relevant, and clearly stated question in this section.
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Question 46:

Sometimes | eadinner late at night before | sleep

sometimes is

Feedback there inquestion
and in (¢
Action: No change will be made to this question as 4/5 the experts agreed that it was an approp
ction: e .
relevant, and clearly stated question in this section.
Question 47: Do you eat in btweenmain 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 | will suffer from a heart attack or stroke in the future
Feedback Itis likely that |
may suff
Action: No change will be made to this question as 4/5 the experts agreed that it was an approprial
ction: e .
relevant, and clearly stated question in this section.
Question 50: | 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
I No change will be made to this question as 4/5 the experts agreed that it was an appropria|
Action: T .
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
o No change will be made to this question as 4/5 the experts agreed that it was an approprial
Action: A .
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 | agree with Expert 1 that what people classify as exercise and how much exercid
Action: do will differ, no change will be made to this question as 4/5 the experts agreed that it was
appropriate, relevant, and clearly stated question in thisicect
Question 55: Eating a healthy diet will decrease my chance of

having a heart attack or stroke

how does one classify

Feedback | calthy diet .
. No change will be made to this question as 4/5 the experts agreed that it was an approprig
Action: SR .
relevant, and clearly stated question in this section.
Question 56: I dondt have time to exercise for

most days of the week

Feedback

good question
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No change will be made to this question as all the experts agreed that it was an appropriat

Action: relevant, and clearly stated question in this section.
Question 57: I dondt know what i s consdedelopingd a
cardiovascular disease
excellent Change to change medical
Feedback question+ "heart disease" | term to heart
should be askeq or stroke disease

Based on the feedback and th@V| scores for appropriateness, relevance and clarity, t
question will be rephrased to " | don't know what is considered a healthy diet that wol

(U prevent me from developing heart disease" to improve the clarity andstaoiding of the
guestion.

Question 58: | have other problems more important than worrying about diet and exercise
what will this

Feedback Q achieve.
Too general

No change will be made to this question as 4/5 the experts agreed that it was an

Action: 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 Feedbackand 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 ltem
1 2 3 4 5 agreement | CVI

Heart disease is a disease
1 | thatis related to heart and 1 1 1 1 1 5 1
blood vessels

Only exercising will lower
aperson's chance of 0 1 1 1 1 4 0.8
developing heart disease
Heart disease can occur tg
young people

| donét thin

16 be at risk of heart disease 1 1 1 1 1 5 1

KNOWLEDGE
o

L
% I should maintain my
E weight according to my
~ | 26 | body mass index (BMI) 1 1 1 1 1 5 1
< i.e., the right weight for my
height
8 | don't know what is
[ considered a healthy diet
2 53 that would prevent me fron ! ! ! ! ! 5 !
E developing heart disease
Mean I-
eV 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 numbe
S-CVI/UA ; S .
guestions in this section
Proportion Number of questions deemed appropriate/total number of questions in this s¢
Relevant
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 tH
1 | is related to heart and blood 1 1 1 1 1 5 1
vessels

Only exercising will lower a
person's chance of developif 0 1 1 1 1 4 0.8
heart disease

KNOWLEDGE
o

Heart disease can occur to
young people

16I dono6t think 1 1 1 1 1 5 1

g at risk of heart disease
P | should maintain my weight
= according to my body mass
2 | 28 | index (BMI) i.e., the right 1 1 1 1 1 5 1
weight for myheight
EJ) | don't know what is
'L_) 53 considered a healthy diet thg 1 1 1 1 1 5 1
b3 would prevent me from
g developing heart disease
Mean I-
cvl 0.97
Proportion: "Relevant” 0.8 1 1 1 1 SCVI/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 o
S-CVI/UA ; o .
guestions in this section
Proportion : i in thi i
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 sectiauetiomnaire.

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 th
w | 1 | isrelated to heart and blood 1 1 1 1 1 5 1
Q vessels
w Only exercising will lower a
= | 6 | person's chance of developijf 0 1 1 1 1 4 0.8
% heart disease
X |g Heart disease can occur to 1 1 1 1 1 5 1
young people
I dondt think
g 16 at risk of heart disease ! ! L 1 0 4 08
P | should maintain my weight
= according to my body mass
2 | 28 | index (BMI) i.e. the right 1 1 1 0 0 3 0.6
weight for my height
EJ) | don't know what is
'(3 53 considered a healthy diet thg 1 1 1 1 0 4 0.8
b3 would prevent me from
g developing heart disease
Mean |-
eV 0.8
Proportion: "Stated Clearly" 0.8 1 1 0.8 0.5 SCVI/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 ofjuestions that received agreement by all experts/total number of
S-CVI/UA . o .
questions in this section
Proportion Number of questions stated clearly /total number of questions in this section
Relevant
S-CVI/Ave Sum of the proportion stated clearly/total number of experts (overall scale CVI)
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Appendix 14: Final Questionnaire

AU

TE WANANGA ARONUI
0 TAMAKI MAKAU RAU

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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