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Abstract

:

Rates of diabetes are high in many communities of Pacific Island peoples, including people from Fiji. This qualitative study explores knowledge and attitudes towards diabetes among i-Taukei Fijians to facilitate the cultural tailoring of diabetes prevention and management programs for this community. Fijians aged 26 to 71 years (n = 15), residing in Australia, participated in semi-structured interviews; 53% (n = 8) were male. Interviews were audio-recorded, transcribed verbatim, then thematically analyzed. Diabetes is recognized as an important and increasing health problem requiring action in the i-Taukei Fijian community. Widespread support for culturally appropriate lifestyle interventions utilizing existing societal structures, like family networks and church groups, was apparent. These structures were also seen as a crucial motivator for health action. Intervention content suggestions included diabetes risk awareness and education, as well as skills development to improve lifestyle behaviors. Leveraging existing social structures and both faith and family experiences of diabetes within the Fijian community may help convert increased awareness and understanding into lifestyle change. Ongoing in-community support to prevent and manage diabetes was also regarded as important. We recommend building upon experience from prior community-based interventions in other high-risk populations, alongside our findings, to assist in developing tailored diabetes programs for Fijians.
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1. Introduction


People originating from the South Pacific, including Fijians, are disproportionately represented in national diabetes statistics in Australia, where diabetes prevalence was estimated at 7.4% in Australians aged 25 years and over [1]. They are also more likely to be above a healthy weight [2,3,4] and are at higher risk of diabetes [1,5], with odds of diabetes being 6.3 and 7.2 times higher—after adjusting for age and socioeconomic status—for men and women born in the Pacific Islands compared to the Australian born population [2]. Diabetes-related hospitalization and mortality rates in Australia are 2.22 to 2.98 higher in South Pacific-born than Australian-born people [6].



Approximately 57,000 Fiji-born people live in Australia [7], with nearly 30,000 living in Sydney [8]. Predominant Fijian cultural groups are the indigenous i-Taukei Fijians and those of Indian ancestry (approximately 57% and 37% of the population in Fiji itself, respectively) [9]. These ethnic groups have distinct cultural, religious, and dietary practices [10,11]. This research focuses on the i-Taukei Fijian community (hereafter referred to as Fijian), approximately 13,500 of whom live in Sydney.



Culturally tailored diabetes prevention interventions have been shown to be effective in reducing risk factors among Pacific populations in New Zealand and in the USA [12,13,14,15]. There is a need for more culturally appropriate interventions to stem this ‘diabesity’ tide among specific Pacific groups, like Fijians. Perceptions of Fijians on diabetes and its risk factors could assist in culturally appropriate intervention development. This study aimed to describe Fijian cultural factors related to diet and physical activity in order to facilitate the development of appropriate and culturally tailored diabetes prevention interventions.




2. Materials and Methods


One-on-one qualitative interviews (or couple focused where married individuals participated), were conducted to explore perceptions of Fijians living in Greater Sydney about the importance of diabetes in their community and how the disease might be prevented or better managed. Purposive recruitment was predominantly through a Fijian well connected within their community. A snowball method, through which participants were asked to invite others, was used to recruit further participants. Individuals were also invited at community events. Participants were required to be 18 years of age or older and to identify themselves as i-Taukei Fijian. Diabetes diagnosis was not a criterion for recruitment, but participants’ knowledge of diabetes could be expected to be influenced by their experience, either directly or indirectly, with the disease.



Guided by a schedule, the interviews explored perceptions about health, knowledge of diabetes, facilitators and barriers to preventing and managing diabetes, suggestions for interventions, perceptions of healthy weight, and readiness for change. The Interview Schedule was adapted from a guide used in a previous study in another population of Pacific Island origin in Sydney by the authors (F.M., K.M., and D.S.). It has not been previously published. (Supplementary Data, Appendix 1: Interview Schedule). Photographic images [16] (validated for use in non-Pacific people for body image assessment) of females of various body sizes were used to prompt discussion around healthy weight perceptions (underweight, normal weight, and overweight).



Ethics approval (H12020) was received from Western Sydney University Human Research Ethics Committee (EC00314). Written informed consent was gained from all participants. All interviews were conducted in English by C.D. in quiet public places and were completed between January and April 2017. Interviews were digitally recorded then transcribed verbatim. Pseudonyms were used and identifying information removed from transcripts to ensure confidentiality. Occasional Fijian words were translated during transcription, guided by a Fijian community leader to ensure meaning was retained. Demographic details (age, gender, marital status, birth country, village or island in Fiji connected with, years in Australia, language spoken at home, education level, employment status, and diabetes status) were collected.



Interviews were analyzed thematically, where data were systematically arranged into meaningful groups (themes and sub-themes) [17]. An initial coding framework was developed after four researchers’ (C.D., S.D., F.M., and K.M.) independently coded one transcript. After consensus was met on the coding framework, one researcher (C.D.) coded all transcripts. Independent consensus checking of 10% of all data was then conducted (F.M. and K.M.). The coding process used Quirkos 2.0 qualitative analysis software (Quirkos Limited, Edinburgh, Scotland,). A narrative around each theme is provided in the results with example excerpts referenced in square brackets—for example, [E1.2a]—and included in all the tables except in Table 1. In this example [E1.2a], “E” means excerpt, “1”is the first theme, “2” is the second sub-theme, and “a” is the first quote in that sub-theme.




3. Results


Fifteen participants were recruited, mean age 49 years (range 26–71 years) (Table 1). Two additional people had agreed to participate but both were shift workers. After several attempts to schedule a convenient time for interviews with these two potential participants, it was not possible without undue inconvenience for each of them and interviews were not pursued. In total, 15 people were interviewed, including three married couples who were interviewed as couples. A total of 13 hours of interview data was recorded and analyzed.



Two participants reported a diabetes diagnosis. Another nine had a first degree relative, and a further three had close relatives by marriage with diabetes. Only one participant did not identify a close relation with diabetes.



Four overarching themes were identified: 1. Knowledge and awareness of diabetes, 2. culturally specific barriers to preventing or controlling diabetes, 3. structures that could be leveraged to prevent diabetes and its complications, and 4. recommended components of intervention.



3.1. Knowledge and Awareness of Diabetes


Participants spoke about their knowledge of health issues including diabetes-related complications (Table 2). When asked about common health problems experienced by Fijians in Australia, several participants identified obesity (n = 6), diabetes (n = 9), and heart disease (n = 9) [E1.1a–1.1d]. Most participants stated they knew family members and friends diagnosed with diabetes [E1.2a and 1.2b]. Some participants demonstrated an understanding of the mechanisms and had general awareness of diabetes [E1.3a and 1.3b] but others were unable to define the condition [E1.3c] or believed there was a general lack of knowledge around diabetes in their community [E1.3d].



Participants were aware that diabetes is related to poor lifestyles [E1.4a] and appreciated the contribution lifestyle choices, including physical inactivity, had on health [E1.4b–1.4d]. More specifically, excess sugar and consumption of refined and processed foods were identified as primary causes of diabetes [E1.4e and 1.4f]. Others spoke about the level of health literacy in the community in relation to diet and its link to health. Participant perspectives suggested some members of the community had a reasonable understanding of the connection between health and diet [E1.4g–1.4i].



A third of participants had some existing knowledge about complications of diabetes, though, primarily, either they or a close family member had been diagnosed with diabetes. Knowledge level was not assessed in depth in this study. The most widely identified consequence of diabetes, and the one described as most impactful, was amputation [E1.5a–1.5c]. Other identified issues included social concerns such as needing to deal with medications, social isolation, burden on family, and an individual’s loss of ability to earn a living—no longer being able to drive a taxi due to foot amputation, for example. [E1.5d and 1.5e]. Overall, diabetes was recognized as a health concern for Fijians living in Australia and for family living in Fiji [E1.6a–1.6d].




3.2. Culturally Specific Barriers to Preventing or Controlling Diabetes


Possible barriers to a healthy lifestyle and consequently to diabetes prevention and management were discussed in the context of traditional diet and physical activity. Negative effects on these behaviors, such as dietary adaptation, transition to a more sedentary lifestyle, and acculturation were related to migration to Australia (Table 3). Many participants reported more disposable income since relocating to Australia, facilitating increased accessibility to larger quantities and convenient food options [E2.1a and 2.1b], including take-away foods [E2.2a–2.2c]. Difficulty in accessing healthier aspects of the traditional Fijian diet and lifestyle were identified by several participants as being a contributor to diabetes [E2.3a–2.3c]. Conversely, others described the traditional diet as being carbohydrate rich, with the addition of coconut cream common [E2.4a–2.4e]. Consumption of kava, a traditional drink with soporific properties made from the kava plant [18] and the social aspects of kava consumption were also observed as being a barrier to a healthy lifestyle [E2.5a and 2.5b].



Despite adaptations to the Australian way of life, other Fijian practices in food consumption have not been abandoned. The incapacity to practice portion control was a common comment [E2.6a–2.6d]. Family members’ influence could also inhibit healthy eating practices, with feasting at frequently held gatherings customary [E2.7a–2.7d] and failing to indulge seen as failing to partake in family life [E2.8a and 2.8b]. Furthermore, overindulgence was felt to be acceptable as medication use could compensate for this [E2.9].



A lack of awareness and understanding of diabetes was seen as a barrier for some in preventing and managing diabetes, including older people and those less health literate, as this could lead to avoidant behaviors such as not visiting a doctor [E2.10]. Avoidance could be exacerbated by traditional Fijian approaches to health through prayer and herbal remedies. This was seen as another potential barrier, as individuals may delay consultation with mainstream health professionals until they have tried this approach [E2.11a–2.11c] and then may not be compliant with taking medications.



Community perceptions of body image also appeared to act as a barrier to a healthy lifestyle. Being ‘curvier’ was perceived as attractive [E2.12a], and to lose weight or be ‘skinny’ was considered undesirable [E2.12b and 2.12c]. Babies that weren’t ‘chubby’ were seen to be undernourished [E2.12d]. When shown photographs of female body images, the most common pictures selected to represent a healthy body shape were those of people with an underweight BMI of 16.7 kg/m2 (n = 9) and 18.45 kg/m2 (n = 11) or normal weight BMI of 20.33 kg/m2 (n = 6). Conversely, when asked about what images would be considered an attractive body shape for Fijians, the answers were more varied, ranging from underweight to obese BMI values (18.45 kg/m2 up to 35.95 kg/m2).




3.3. Structures That Could Be Leveraged to Prevent Diabetes and Its Complications


As part of their lifestyle, Fijians are traditionally very communal [E3.1a and 3.1b]. Several participants said seeing their family members suffer was an important motivator for them to adopt a healthier lifestyle, and that leveraging this effect on family could be important in reinforcing the impact of diabetes [E3.2a–3.2c]. Including the whole family, particularly children, in any intervention approach was recommended as participants felt healthy eating practices, for example, should be instilled across the entire family [E3.3a–3.3c]. Table 4 records participant responses when asked for suggestions for encouraging adoption of a healthier lifestyle and how interventions could be implemented.



Others suggested another motivator for lifestyle change could be having a spiritual aspect to an intervention [E3.4a and 3.4b], particularly since church usually plays an integral part in much of the community’s everyday lives [E3.5a and 3.5b]. Church leaders are seen as very influential in the community, and possibly could be providing better examples of healthy eating [E3.6]. The social structures of family, church, and community were also seen as being appropriate to deliver interventions [E3.7a and 3.7b]. Community radio and social media were suggested avenues to raise awareness of diabetes [E3.8a and 3.8b], though the most frequent suggestion by which to do this was the Fiji Day community event, held annually in Sydney [E3.8b and 3.8c].




3.4. Recommended Components of Interventions


Education around nutrition was seen to be needed and specifically on portion size, food choice, and healthier food preparation methods [E4.1a–4.1d]. Several participants suggested that education around diabetes prevention should be confronting to get through to the community, i.e., by highlighting the likelihood that diabetes can have a large impact on their own health and the ‘realness’ of diabetes [E4.2a–4.2d]. Integrating physical activity into regular activities, like church attendance or work, was seen as a potentially useful strategy [E4.3a–4.3c]. Most participants highlighted the importance of involving the Fijian community to ensure cultural aspects are appropriate, otherwise there would be a risk of non-engagement in interventions [E4.4]. A number of participants suggested utilizing respected Fijian community members, such as athletes/sporting figures, nurses, or community leaders to help in intervention delivery [E4.5a–4.5c]. It was felt they would be more influential due to common shared experiences and could be “looked up to” as role models. Community members currently managing diabetes well were also suggested as potentially powerful mediums because they are real life advocates for diabetes management [E4.6a–4.6c]. Excerpts of suggestions for possible interventions are summarized in Table 5.





4. Discussion


The main findings of this study were the identification of social structures, such as family and church, as potential avenues for the delivery of an intervention. Furthermore, while a number of cultural barriers to diabetes prevention and management exist, there was much support for an intervention, (built upon social concern), an awareness of diabetes and its possible complications, and an understanding of the link between obesity and increased risk of developing diabetes. These data suggest that while awareness is not an issue, a lower level of knowledge exists about diabetes and its prevention, which is consistent with findings in other Pacific communities [19,20,21].



This community faces many of the same challenges as the wider Australian population in adhering to a healthy lifestyle for diabetes prevention and management, including social issues like lack of time due to long working hours, family responsibilities, and environmental issues such as accessibility to fast and processed foods [22,23,24,25]. Findings from our research suggest several factors specific to the Fijian community preventing their adoption of a healthy lifestyle. One of the challenges to addressing the likely higher rates of overweight and obesity and diabetes in this community is the cultural perception that being larger is an indicator of good health and social status [26]. While some participants in our study indicated this was not the case (when viewing body images), there were some contradictory responses to what is perceived as a healthy weight, suggesting a possible disconnect between recognition of a healthy body size and taking positive action to achieve this. For example, when seeing someone lose weight, our participants reported the typical reaction in the Fijian community was that the individual must be ill instead of recognizing they were improving their health; thus, losing weight was viewed negatively. A useful resource in helping communicate messages on body weight and health risk may be a culturally-tailored visual tool, such as a series of photographic images of Pacific body types illustrating increasing body fat levels which can then be linked to increasing health risk. Body image photos have been used previously among Cook Islanders who were asked to select the image that represented their own current size as well as the most healthy and attractive sizes for their own and opposite sex [27]. Female participants in that study were accurately able to identify their own current size with both sexes indicating that their preferred size was smaller than their own body size. Participants ranged in age in the current study (26–71 years) and their perceptions of body image may also be age dependent.



Migration to Australia is another important influence in this community which has led to increased sedentary behavior and limited access to healthier traditional diets. Acculturation has led to the combining of two worlds leading to perfect conditions to enable an unhealthy lifestyle. For Fijians, feasting is a significant part of many social activities and gatherings, where any attempts to practice appropriate portion control may be overwhelmed by other factors, such as bigger being seen as ‘better’ with respect to food portions, family and community influences on eating (where not eating is seen to be not participating), and cultural norms of body image. This is far from ideal when coupled with increased income, facilitating the ability to buy excessive quantities of food and easy access to cheap, fast, and processed foods.



Given these cultural norms and practices, as well as ease in being able to adopt an unhealthy lifestyle, a whole community, culturally appropriate approach would appear to be the most practicable method for intervention in the context of the ongoing strong connections within the Fijian diaspora in Australia. Community based approaches can be achieved in several ways. First, based on Social Learning Theory principles [28], leveraging family and community experiences of diabetes may be a way to reinforce impact of the disease and as a motivator in adoption of a healthier lifestyle. This seems feasible given all but one of those interviewed had a close relative with diabetes. Second, as our data clearly conveyed that community—in particular family and church support—plays an integral role in everyday i-Taukei Fijian life; utilizing existing social structures like church groups could be a viable option for the delivery of a sustainable whole community intervention. This approach has been demonstrated as being effective in an intervention targeting Native Hawaiian populations in the USA and Pacific populations in New Zealand [13,15,29]. Furthermore, a recent study from the USA [30] illustrates how leveraging spiritual beliefs and practices in an African-American church based diabetes intervention may enhance health promotion and behavioral change. Third, any intervention should be culturally appropriate in consideration of established cultural norms and the spiritual nature of the community. Pacific churches play a significant role in the culture and authoritative systems of the communities that they serve, as well as providing a place for gathering and communication [31]. The adaption of existing cultural practices will likely be more realistic when aiming for adherence to healthier lifestyles, particularly as this approach has been shown to be effective in improving risk factors for progression to diabetes as well as diabetes management in minority populations elsewhere [32,33]. Fourth, working in partnership with the community to empower end-users to be involved in creation and implementation of health promotion-focused interventions in settings appropriate and attractive to the target group would ensure the uptake of programs [34] and long-term sustainability [35].



Cultural practices may also impact on access to health care, as traditional approaches to healthcare such as prayer and herbal medicines were mentioned as another possible barrier to diabetes prevention and management, which is similar to the findings of a study exploring barriers to diabetes care in New Zealand, including perspectives of individuals of Pacific origin, that also reported spiritual and alternative health belief barriers [21]. Members of the community engaging in these practices may be reluctant to connect with mainstream healthcare providers, as providers may be insensitive to traditional approaches if, for example, there is a lack of evidence to support safety and/or efficacy and the risk of interactions with herbal medicines [36]. From this perspective, too, the spiritual nature of the community as well as use of traditional herbal medicines should be respected, and interventions should be designed to incorporate these beliefs and customs. Integrative approaches incorporating treatment viewed through a cultural lens have been suggested to be successful previously in tailoring programs for mental health and substance abuse among Maori and Native Americans [37,38,39]. From the current data, it appears that there may also be others from the community who are not accessing health services, due to lower levels of health literacy, their learned experience growing up in Fiji where there is less accessibility to healthcare services due to limited availability and high expense, and being in denial about their health status. Consideration of access to health care and education of local primary healthcare providers should therefore be necessary elements of an intervention. Understanding the barriers to diabetes prevention and care can be used to create frameworks for healthcare providers to deliver support targeting barriers experienced by their patients [40].



Ensuring appropriateness of an intervention as well as leveraging of existing structures can also be achieved through involvement of community leaders like Ministers or lay leaders within churches in both development and implementation phases. By influencing the leaders in the community, there could be an established communication channel for disseminating information to the groups they guide. In Fiji, within the village setting, the Chief and the Minister would provide the day-to-day leadership to the community. Away from the village setting, members of the chiefly family still have an influential role in the community in other countries. Targeting these leaders first in an intervention so they can credibly support it will be essential. This is consistent with previous studies which explored community-engaged approaches and the influence of faith and tribal leaders in health-related issues [41]. Additionally, a number of participants suggested utilizing respected Fijian community members such as sporting figures, nurses, or community leaders to help in intervention delivery. These individuals may be influential in an intervention and potentially could act as role models and/or peer supporters for those taking part in an intervention. Peer support approaches have been shown to be effective in changing lifestyle behaviors, improving diabetes awareness, and reducing body weight in other culturally and linguistically diverse communities [42] as well as blood pressure and HbA1c improvements among individuals already diagnosed with Type 2 diabetes [43,44]. Additionally, a review of peer support interventions in New Zealand, including for Pacific groups, reported that peer support is useful [45]. This approach has been shown to be sustainable and cost effective.



Intervention content should also be culturally appropriate. Several suggestions were provided by the individuals we interviewed. Surprisingly, despite lack of physical activity being explicitly linked to diabetes risk by our participants, there were fewer suggestions on how to include a physical activity element in interventions, with much greater emphasis given to dietary-related interventions. It seems feasible that group activities, such as exercise classes, walking groups, or cultural dance classes, could be conducted through existing church and community groups. These types of community based, culturally specific exercise activities have been shown to be effective in increasing physical activity [46,47]. Potentially these activities can also be led by peer supporters under the guidance of an exercise professional. Suggestions around nutrition education were based on the need for a whole community shift in attitudes towards food, which would be consistent with a whole community approach. Adaptation of traditionally consumed foods, education on the ‘right and wrong’ foods, healthy food quantities, and alternative food preparation methods were all specific ideas proposed by our interviewees.




5. Strengths and Limitations


The semi-structured schedule used for the interviews was reviewed and tested with a member of the Fijian community prior to beginning the interviews to ensure cultural sensitivity and to ensure questions would be interpreted correctly. Our sample may not be representative of all Fijians in Sydney. The age range was heavily weighted to the 45–50-year-old age bracket, which may represent people who are more interested or more aware of diabetes, as it is more common as people age. However, the ages of participants did range from 26 to 71 years, ensuring representative input across the adult age range including the 65 years and over group, which accounts for only 9% of the Fiji born population in Australia [7]. Furthermore, the education level of our participants was high, and all spoke English well. This may have biased our data as those with lower education levels and who may experience language barriers when accessing healthcare could have lower levels of diabetes knowledge. However, less than 3% of Fiji-born people in Australia report speaking English not well or not at all [7]. All but one participant had a close relation with diabetes. Thus, sampling bias may have been evident as participants may have been motivated to participate due to their connection to someone already with the condition. Qualitative research does not aim to generalize; rather, it aims to explore the possible topics that are important to the target group. However, we recognize that perceptions may differ in individuals with different characteristics to the current sample.



The interviewer was Australian but has had extensive interaction with Fijian communities over the last 7 years. Though she has developed a level of appreciation of the Fijian culture, she may have missed some information that a Fijian would pick up on.




6. Conclusions


The data collected in this study in addition to the existing literature indicates that lifestyle interventions promoting a healthy diet and increasing physical activity for Fijians should be cognizant of their cultural values and practices. Interventions should incorporate Fijian cultural content. Leverage of family and church support would enable culturally acceptable and sustainable approaches. The supportive environment of a church community may be particularly suited to preventing and controlling diabetes in Fijians who are living away from the village structures in Fiji. Our findings have allowed us to develop a set of recommendations for future intervention development in this target group (Table 6).
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