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EXECUTIVE SUMMARY 
 

A locality based health promoting initiative funded by the Auckland District Health Board for South Asian 

people residing in the Mt Roskill suburb of Auckland was designed, implemented and evaluated. Multiple 

methods were used to develop a culturally appropriate and sustainable health promoting programme to 

address the health issues for this population. The overall goal of the programme was to promote healthy 

eating and healthy activity among South Asians. The coƳƳǳƴƛǘȅΩǎ ƛƴǘŜǊǇǊŜǘŀǘƛƻƴ ƻŦ ƘŜŀƭǘƘȅ ŜŀǘƛƴƎ ŀƴŘ 

healthy activity was used as a framework to ensure that the programme was culturally appropriate for the 

South Asian population. The programme aimed at facilitating ownership, building partnership, building 

capacity, increasing knowledge, maintaining cultural autonomy and ensuring sustainability. 

The South Asian Healthy Eating Healthy Action programme was implemented in community settings 

(accessed through local schools, community groups and religious groups) and South Asian food outlets in the 

Mt Roskill area. A participatory approach was used to ensure participation of the South Asian community at 

all levels. Diverse but complementary approaches were used to deliver the programme to the community, 

and a group of volunteers was trained to continue health promotion within their communities.  A healthy 

eating, healthy action manual was developed for this purpose. 

An evaluation of the SA HEHA project (education workshops, grocery store and food outlet intervention, and 

the train-the-trainee (TTT) programme) was undertaken using multiple data collection processes such as 

surveys and observations. Simple descriptive statistics were used to analyse the findings. 

This project has directly connected with approximately three hundred South Asians in the Mt Roskill 

community (including South Asian parents of intermediate school children and attendees at open days) and 

nine South Asian food businesses.  Further, a Ψripple effectΩ is expected to occur as participants, food 

businesses and trainees spread information about healthy eating and healthy activity to other South Asians 

within the community.  

Most participants believed their health was good. Survey results suggest the participants were at different 

stages of readiness for behavioural change, while 70% thought their lifestyle could be improved many 

questioned their level of self-control with regard to lifestyle changes. Many participants were found to be 

well-informed about healthy eating and physical activity. Overall reǎǳƭǘǎ ƛƴŘƛŎŀǘŜ ŀ ƎŀǇ ōŜǘǿŜŜƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ 

knowledge and behaviour, for example, almost half reported that they engaged in some physical activity and 

1/3rd drew an ideal dinner plate consistent with the recommended portions. 

Each initiative of the South Asian HEHA project had a different engagement process. Project engagement 

processes were compared against the community engagement characteristics developed by the World Bank 

with the input from the U.S. Centers of Disease Control and Prevention (CDC). Review of the evidence in light 

of this continuum placed the South Asian HEHA project at the early stages of active community engagement.  

An overview of ǘƘŜ ǇǊƻƧŜŎǘǎΩ ŀŎƘƛŜǾŜƳŜƴǘǎ ŀƎŀƛƴǎǘ ǘƘŜ ǇǊƻƎǊŀƳƳŜ ƭƻƎƛŎ ΨǘŀǊƎŜǘ ƻǳǘŎƻƳŜǎΩ ŦǊƻƳ ǘƘŜ 

education workshops reveals overall, participants from the three education groups had strong evidence of 

knowledge gains in three areas (fruit and vegetables, saturated fat and physical activity); for other target 

items the evidence was weak, mixed or nil. 

An overview of the projeŎǘǎΩ ŀŎƘƛŜǾŜƳŜƴǘǎ ŀƎŀƛƴǎǘ ǘƘŜ ǇǊƻƎǊŀƳƳŜ ƭƻƎƛŎ ΨǘŀǊƎŜǘ ƻǳǘŎƻƳŜǎΩ for the food 

business concluded the project did establish partnerships with food businesses  and they showed a 

willingness to participate in the health promotion programme. However, there was mixed evidence that 
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participating food businesses provided a supportive healthy eating environment for their patrons with 

stronger observable evidence for poster display compared to other changes such as being collectively 

engaged in promoting and supporting healthy behaviours.  

The TTT programme has met its goal of having ten South Asians from the Mt Roskill community attend the 

TTT programme; with 13 completing TTT. There was an overall increase in knowledge across all training 

topics and participants were very satisfied with the training programme. They rated the organisation, 

structure, usefulness, cultural appropriateness and ease of understanding of the programme and training 

material/resource positively and reported that the programme was useful in preparing them to share with 

other people. Participants indicated the training materials and resources were useful, helpful and culturally 

appropriate.  

Enablers and barriers were analysed at contextual, programme implementation and community levels. 

Contextual enablers included partnership with the University of Auckland adding credibility to the 

programme in the community about the South Asian HEHA project. Being South Asians and having 

community linkages assisted engagement. Group leader support enabled community implementation. 

Participants identified family and social support as enabling as was the positive attitude of the community 

coordinator. Challenges identified at the contextual level included differing networking views between 

stakeholders, limited needs assessment and consultation and low community involvement. Programme 

implementation challenges also included low community turn-out and participant continuity as well as 

limited awareness about the programme in the community. Community level challenges reflected South 

Asians not being a homogeneous group, but rather a diverse community  with  several religious affiliations 

and venues, all of which resulted in limited social cohesion and difficulty in reaching groups.  Cultural values 

and health attitudes did not always align with the programme message, and they were not yet ready to 

change their behaviours.  Further, they are more focused on settlement issues and the idea of volunteering 

may be  different to their normative practice. Participants discussed a few barriers that may hinder them 

from making a change in their behaviour. These barriers include time constraints, living a busy life and 

difficulties in changing habits.  

Programme providers reflecting on this health initiative for the South Asian population identified several 

learnings for the initiative to go forward. These learnings included the need for thorough engagement and 

consultation with the community, the development of a good understanding about the diversity within the 

South Asian community, and the limitations of a generic programme to meet the needs of everyone. This 

project is only the beginning of the long process of bringing about population health changes. Consistent 

provider support and interaction is necessary to further community involvement in these changes. TǊŀƛƴŜǊǎΩ 

will need ongoing mentoring to become active and proficient at sharing their knowledge within their 

community.   

In conclusion, this project had a laudable overall goal of promoting Healthy Eating and Healthy Action among 

South Asians. The short term goal to provide learning opportunities to increase awareness of health issues 

and the New Zealand Food and Nutrition and Physical Activity guidelines which were specifically modified to 

incorporate healthy food habits specific for South Asians ǿŀǎ ƳŜǘΦ  !ƭǘƘƻǳƎƘ ΨƛƴǘŜǊǾŜƴǘƛƻƴ ŘƻǎŀƎŜΩ ǿŀǎ ōǊƛŜŦ 

and knowledge uptake also varied, there was increase in participant knowledge overall. The medium term 

project goal of behaviour change in line with the increase in knowledge was mixed. Several of the seven 

target outcomes were achieved (specifically an increase in fruit and vegetables consumption, reduction in 

saturated fat and increase in physical activity).  It is too soon for this project to achieve its long term goal of 

equity in health for South Asians.   
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Two project goals were even more ambitious.  The evidence suggests the TTT component needs more 

support for trainees to be confident and skilled to motivate others, though the South Asian health 

promotion manual developed by the project goes some way to towards meeting this goal. It is not expected, 

given low participant numbers and the brief nature of the interventions, that the South Asian community is 

yet ready to achieve the goal of informing health and social policy development.  

That said, South Asian participants found the programme positive and beneficial, and they had a positive 

attitude towards the health initiative. Further partnerships were formed with food outlets in Mt Roskill.  

A limitation to be considered when reading this report is that the evaluation is based on small numbers so 

the results cannot be generalised.   

 

YŜȅ ƭŜŀǊƴƛƴƎǎ ŦǊƻƳ ǘƘŜ ǇǊƻǾƛŘŜǊǎΩ ǇŜǊǎǇŜŎǘƛǾŜΥ  

 Settlement issues are more pertinent and important to South Asians than health issues.  One reason 

for this may be that largely, South Asian people believe that they are healthy because they have been 

selected on the basis of their health status to immigrate to New Zealand.  

 Religious affiliation is a key factor that impacts on participation in health promotion initiatives.  For 

example, South Asians who are Muslims are sometimes less receptive to healthy eating messages 

because they believe that their religion provides them with all the information needed for healthy 

eating. In contrast, they are more receptive to healthy action messages.  Similarly, other South Asians 

rightfully believe that the ingredients, especially spices, used in their food are healthy and medicinal 

and should not be changed.  Moreover, some foods such as ghee are used in a religious context; 

hence, they may not be willing to change this too much.  However, knowledge about nutritional 

values of some foods may be lacking and requires education. 

 ¢ƘŜ {ƻǳǘƘ !ǎƛŀƴ ŎƻƳƳǳƴƛǘȅ ƛǎ ƘŜǘŜǊƻƎŜƴŜƻǳǎΤ ƘŜƴŎŜ ŀ άƻƴŜ ǎƛȊŜ Ŧƛǘǎ ŀƭƭέ ŀǇǇǊƻŀŎƘ ǘƻ ƘŜŀlth 

promotion does not work. 

 Sustainability of the initiative is a key component to ensure its continued positive effect in promoting 

health among this community.  

 

Recommendations: 

Recommendations for the South Asian HEHA project and partners to consider in the ongoing development of 

this initiative include;  

 Health promotion efforts will need to include health behaviour change models to support transition 
from knowledge to healthy behaviour.  

 Continue to develop and strengthen healthy eating and healthy action messages in the SA 
community.  

 Health promotion efforts should be directed towards increasing awareness among South Asians of 
their genetic predisposition to metabolic disorders and the fact that this risk is compounded by the 
process of migration. 

 Health promotion initiatives may have to be tailored to meet the specific needs of South Asian 
subgroups to be effective. 

 The selection criteria for TTT trainees need to be revisited. 

 Training of community volunteers alone is insufficient to ensure sustainability of this initiative. 
Ongoing support and mentoring should be made available. 
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 The South Asian health promotion manual developed in this project is relevant to all South Asian 
communities; hence, this initiative has the potential to be extended to other regions of Auckland. 
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1. INTRODUCTION 
 

1.1 Background 

!ƴ ƛƳǇƻǊǘŀƴǘ ǇǊƛƴŎƛǇƭŜΣ ƻƴ ǿƘƛŎƘ ǘƘŜ bŜǿ ½ŜŀƭŀƴŘ IŜŀƭǘƘ {ǘǊŀǘŜƎȅ ƛǎ ōŀǎŜŘΣ ƛǎ άƎƻƻŘ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭōŜƛƴƎ 

ŦƻǊ ŀƭƭ bŜǿ ½ŜŀƭŀƴŘŜǊǎ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜƛǊ ƭƛǾŜǎΦέ1 However, inequalities in health, especially among ethnic 

minorities including the Asian people, are highly prevalent in New Zealand.2 

Asian people are the fastest growing ethnic group in New Zealand and efforts are currently directed towards 

assessing and tracking the health status and health needs of the Asian population. Among the Asian group, 

people of South Asian origin, i.e. people from India, Sri Lanka, Pakistan, Bangladesh, Afghanistan and Indians 

from Fiji and South Africa, seem to be most at risk for chronic diseases. Current statistics indicate that South 

Asian people have double the risk for being on treatment for high cholesterol and a four-fold increased risk 

for diabetes compared to European New Zealanders3.  Overseas studies have echoed similar findings for 

South Asian immigrants in the United States and the United Kingdom.4, 5 

The census 2006 statistics indicate that over 100,000 people of South Asian origin live in New Zealand, with 

the majority (>80%) residing in the Auckland region6. Evidence from national reports indicates that the 

majority of South Asians in New Zealand do not meet the recommendations on daily fruit and vegetable 

intake and physical activity levels. 2, 7 Evidence also indicates that these low prevalence rates have remained 

the same in a 4-5 year period. 3 

Beneficial effects of adequate physical activity and consumption of fruit and vegetables on chronic diseases 

are well established. 8,9 The World Health Organization estimates that over 80% of premature heart disease, 

stroke, and diabetes and 40% of cancer can be prevented by increasing fruit and vegetable consumption and 

physical activity and reducing the use of tobacco. Hence, advocating and promoting healthy nutritional 

behaviours and increasing physical activity levels are public health measures for reducing the prevalence of 

chronic diseases in any population.  

                                                           
1
 Ministry of Health 2000 New Zealand Health Strategy. Retrieved from 

http://www.moh.govt.nz/moh.nsf/pagesmh/2285/$File/newzealandhealthstrategy.pdf on 16th of August 2010 
2
 Ministry of Health. 2006. Asian Health Chart Book 2006. Wellington: Ministry of Health. 

3
 Scragg R. Asian Health in Aotearoa in 2006-2007: trends since 2002-2003. Auckland: Northern DHB Support 

Agency, 2010. 
4
 Kanya AM, Wassel Cl, Mathur D, Stewart A, Herrington D, Budoff MJ, Ranpura V, Liu K. 2010. Prevalence and 

correlates of diabetes in South Asian Indians in the United States: findings from the metabolic syndrome and 
atherosclerosis in South Asians living in America study and the multi-ethnic study of atherosclerosis. Metabolic 
Syndrome and Related Disorders, 8(2): 157-162 
5
 Kuppuswamy VC and Gupta S. 2005. Excess coronary heart disease in South Asians in the United Kingdom. British 

Medical Journal, 330: 1223-1224. 
6
 Statistics New Zealand 2006, Table Builder http://wdmzpub01.stats.govt.nz/wds/TableViewer/tableView.aspx 

7
 Scragg R and Maitra A. 2005. Asian Health in Aotearoa: An analysis of the 2002/03 New Zealand Health Survey. A 

report submitted to The Asian Network Inc (TANI). 
8
 WHO/FAO Joint Expert Consultation. 2003. Report on Diet, Nutrition and the Prevention of Chronic Diseases, 

Technical Report Series 916. Geneva 2003. Retrieved from URL: http://whqlibdoc.who.int/trs/who_trs_916.pdf on 
17th of August 2010 
9
 US Department of Health and Human Services. 1996. Physical Activity and Health: A report of the Surgeon 

General. Atlanta, GA: US Department of Health and Human Services, Centre for Disease Control and Prevention, 
National Centre for chronic disease prevention and health promotion. 

http://www.moh.govt.nz/moh.nsf/pagesmh/2285/$File/newzealandhealthstrategy.pdf
http://wdmzpub01.stats.govt.nz/wds/TableViewer/tableView.aspx
http://whqlibdoc.who.int/trs/who_trs_916.pdf
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 IŜŀƭǘƘȅ 9ŀǘƛƴƎ IŜŀƭǘƘȅ !Ŏǘƛƻƴ όI9I!ύ ƛǎ ǘƘŜ bŜǿ ½ŜŀƭŀƴŘ aƛƴƛǎǘǊȅ ƻŦ IŜŀƭǘƘΩǎ ǎǘǊŀǘŜƎƛŎ ŀǇǇǊƻŀŎƘ ǘƻ 

achieving good health and wellbeing for all New Zealanders.10 The HEHA strategy provides a framework to 

promote healthy lifestyle behaviours as a means of promoting health in the population. Based on this 

strategy, a health promoting initiative among South Asians living in the Auckland suburb of Mt. Roskill, New 

Zealand was developed, implemented and evaluated. This locality based initiative was funded by the 

Auckland District Health Board, and was undertaken by the Centre for Asian Health Research and Evaluation 

(CAHRE), University of Auckland in partnership with The Asian Network Inc (TANI), a community 

organisation. CAHRE as an academic organization was responsible for designing and implementing the health 

promotion programme and TANI as a community organization was responsible for liaising with the 

community, recruiting the community and facilitating implementation of the programme. The Centre for 

Health Services Research and Policy (CHSRP) was commissioned by the Centre for Asian Health Research and 

Evaluation (CAHRE) to undertake the evaluation of the project. 

1.2 The South Asian cohort  

The South Asian community with whom this intervention was conducted resides in the Mt. Roskill suburb of 

Auckland.  This is predominantly an economically depressed area housing many immigrant communities.  

The South Asian communities living here are largely recent immigrants (under 10 years in New Zealand), 

mainly from India and also from Fiji, who are usually highly skilled.  Recent Asian immigrants, including South 

Asians, are known to be experiencing employment problems in New Zealand, with many being un- or 

underemployed despite their high qualifications which grant them entry into the country.  Consequently, 

they experience financial hardship, and many South Asians engage in multiple jobs, working long hours to 

support their families.11,12, 13The Quality of Life survey conducted in 2006 showed that on the whole, fewer 

!ǎƛŀƴǎ ŀǊŜ άǾŜǊȅ ǎŀǘƛǎŦƛŜŘέ ǿƛǘƘ ǘƘŜƛǊ ǿƻǊƪ-life balance than other New Zealanders.14 Their primary concerns 

are with finding appropriate employment, procuring a home for the family, providing the essentials such as 

food and clothing, and ensuring that their children are able to access good education.  These settlement 

issues cause much stress in these families and leave them with little time and energy for focusing on matters 

such as healthy eating and healthy activity, and still less for doing voluntary work in their communities. 

Under these circumstances, engaging the South Asian community to participate in a HEHA programme has 

proved to be challenging at best. 

  

                                                           
10

 Ministry of Health 2003 http://www.moh.govt.nz/healthyeatinghealthyaction 
11

 Dixon, R., Tse, S., Rossen, F. & Sobrun-Maharaj, A. (2009). Asian immigrant families in New Zealand: The role of 
family resilience in the settlement experience. Centre for Asian Health Research and Evaluation, 
Auckland UniServices Limited, University of Auckland. Prepared for The Families Commission, 94pp. 

12
 Sobrun-Maharaj, A., & Rossen, F. (2010). Impacts of the work experiences of Asian immigrants on family 

wellbeing.  Centre for Asian Health Research and Evaluation, Auckland UniServices Limited, University of 
Auckland. Prepared for The Families Commission, 151pp.  

13
 Tse, S., Sobrun-Maharaj, A., & Hoque, E. (2006). Research and Evaluation of Barriers to Asian People accessing 

Injury Related Services and Entitlements. Centre for Asian Health Research and Evaluation, Auckland 

UniServices Limited, University of Auckland. Prepared for Accident Compensation Corporation, 102pp. 
14

 Ministry of Social Development (2007). The social report. Wellington: Author.  

http://www.moh.govt.nz/healthyeatinghealthyaction
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1.3 Project Goals and Objectives:  

Goals Objectives 

Overall Goal : Promote Healthy Eating and Healthy Action among South Asians 

Short term goals.   Focus: Learning 

Increase Awareness of Health Issues 1. South Asians become aware of their risk for chronic 
diseases primarily, diabetes and cardiovascular diseases. 

Self- reflection and readiness to 

change 

2. South Asians will reflect on who they are and what they 
have become after migration (i.e. values, culture, identity) 
and how this has impacted on their current food habits and 
activity levels. 

3. The process of self-reflection will prepare them to receive 
knowledge on healthy eating and healthy action and 
facilitate positive behavioural changes. 

Knowledge about New Zealand Food 

and Nutrition guidelines  

1. South Asians will gain knowledge of the guidelines on 
healthy eating and its positive impacts on health. 

2. South Asians will gain knowledge of the negative health 
effects of some traditional unhealthy food habits. 

3. South Asians will gain knowledge of the components of a 
healthy diet, i.e. optimum portion size, optimum quantities 
of fats and oils, healthier fats and oils, low fat dairy 
products, healthier cooking practices, 5+ fruit and 
vegetables per day. 

Knowledge about New Zealand 

guidelines on Physical Activity 

1. South Asians will gain knowledge of the guidelines on 
physical activity and its positive impacts on health. 

2. South Asians will gain knowledge on how to achieve the 
recommended 150 minutes a week of physical activity. 

3. South Asians will gain knowledge of activity opportunities 
within their communities. 

Gain confidence and skills to 

motivate change of self and others 

1. South Asians will gain skills and confidence to initiate 
change in their food habits and activity levels. 

2. South Asians will gain skills and confidence to influence 
family members and members of their social and religious 
groups to eat healthily and become more active, and to 
proactively create environments that support activity and 
healthy eating. 

Medium term goals. Focus: Change in Behaviour 

Adopt New Zealand Food and 

Nutrition Guidelines 

 

South Asians will make food choices that are conducive to health 

by: 

1. Adopting the serving guidelines of the four food groups. 
2. Adopting the 5+ a day fruit and vegetable 

recommendation. 
3. Adopting the recommendation on low fat dairy products. 
4. Adopting the guidelines on high fat foods, high sugar 

foods and drinks. 

Other issues on healthy food habits 

specific for South Asians 

1. South Asians will retain their traditional food habits of 
eating pulses and legumes frequently. 

2. South Asians will increase the satiety value of their meal 
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by including adequate fresh and cooked vegetables and 
decrease the quantity of rice or traditional breads 
(portion size). 

3. South Asians will decrease the quantity of total fat and 
saturated fat consumption, i.e. eat less ghee and high fat 
food. 

Adopt New Zealand Physical Activity 

Guidelines 

1. South Asians will adopt the 30 minutes per day (150 
minutes/week) of moderate intensity physical activity 
recommendation. 

2. South Asians will spend less time in front of TVs and 
computers. 

Inform health and social policy 

development 

With the knowledge acquired, South Asians will be able to 

inform health and social policy for their communities. 

Long term goal 

South Asians enjoy equity in Health 1. South Asians will adopt healthy eating practices. 
2. South Asians will adopt a healthy lifestyle and are 

physically active. 
3. South Asians are not over represented in the statistics for 

chronic diseases in New Zealand. 
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2. SOUTH ASIAN HEALTHY EATING HEALTHY ACTION PROGRAMME DEVELOPMENT 
 

A comprehensive health promotion programme was developed for the South Asian community to address 

the health issues for this population. The health issues pertinent for South Asian immigrants were identified 

from national and international sources of literature. In addition, community engagement and needs 

assessments were done with community and religious groups to identify needs of the specific groups with 

ǊŜǎǇŜŎǘ ǘƻ ƘŜŀƭǘƘȅ ŜŀǘƛƴƎ ŀƴŘ ŀŎǘƛǾƛǘȅΦ ¢Ƙƛǎ ǇǊƻŎŜǎǎ ŀƭǎƻ ŜƴŀōƭŜŘ ǘƘŜ ƛŘŜƴǘƛŦƛŎŀǘƛƻƴ ƻŦ ǘƘŜ ŎƻƳƳǳƴƛǘȅΩǎ 

interpretation of healthy eating and healthy action, which formed the platform for developing a culturally 

appropriate, achievable and sustainable intervention programme. 

2.1 Process of Programme Development 

Step 1: Key findings of the ANGELO Survey15 commissioned by ADHB and executed by SWAASTHH 

relevant to the current project 

1. Knowledge Gaps: Knowledge gaps identified were:  
a. Knowledge of appropriate serving sizes. 
b. Knowledge that takeaways, deep fried snacks, food with coconut cream, ghee and cream, 

and fizzy drinks/sharbats are largely fattening. 
c. Knowledge that legumes, seeds, dhal, whole grain bread are healthy. 
d. Knowledge on limits of time spent watching TV. 
e. Knowledge of optimum physical activity to improve or maintain health. 

2. Behavioural changes considered relevant and changeable by the participants of the survey were: 
a. Changing cooking medium from ghee to oils. 
b. Changing eating deep fried foods to toasted or grilled dishes. 
c. Increasing amounts of fruits and vegetables eaten regularly. 
d. Changing from high sugar drinks to mainly water. 

Step 2: Community Engagement  

Engagement with the community was done by facilitating a HEHA open day, education workshops with 

community and religious groups and a group discussion with volunteers. In addition, periodic engagement 

and consultation was done with the Project Advisory Group members. 

Feedback on healthy eating indicated that the community had: 

1. Low awareness of the national food and nutritional guidelines and their relevance to maintaining 
good health. 

2. Misconceptions about healthier fats and optimum consumption quantities. 
3. Low awareness of optimum cooking methods of vegetables. 
4. Low awareness of health benefits of fruit and vegetables.  
5. Low awareness of benefits of consuming low fat dairy products. 
6. Low awareness of optimum quantities of food (portion size) and what constitutes a balanced meal. 

Feedback on healthy action indicated that the community needed more information on: 

1. Inexpensive ways of increasing physical activity. 
2. How to incorporate physical activity in everyday life to achieve health benefits. 
3. Using household chores as avenues for moderate physical activity. 

                                                           
15

 SWAASTHH 2008. Angelo Survey, Towards Healthy Eating Healthy Action for South Asian communities of 

Auckland District 
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4. Locally available facilities for increasing exercise levels. 

Step 3: Literature review to extract nutrition and physical activity issues identified for South Asian 

immigrants in New Zealand and Overseas 

Issues with regard to healthy eating and healthy activity for South Asian immigrants in western countries 

were identified by reviewing national and international studies. 16,17,18, 19,20,21, 22, 23  

Issues with regard to healthy eating identified were: 

1. Increased consumption of total energy. 10  

2. Increased consumption of total fat. 5,10 

3. Increased consumption of red meat, milk, butter, margarine and oil. 4,5 

4. Increased consumption of fruit juice, Cola and alcoholic beverages. 6 
5. Decreased consumption of fruit and vegetable. 2 

6. Decreased consumption of beans and lentils. 5 

Issues with regard to healthy action identified were: 

1. Low levels of physical activity compared to total population counterparts in New Zealand. 2 
2. Only one in three older South Asian adults is likely to be active.3 
3. Physical activity levels decrease upon migration to a western country.7 
4. An increased level of household chores upon migration is considered as adequate physical activity, 

especially by women. 8 

 

2.2 South Asian Healthy Eating Healthy Action Programme 

The foundation of the developed programme was the national guidelines on food and nutrition and physical 

activity. In addition, engagement with the South Asian community and the review of national and 

international literature contributed toward the developed programme. Figure 1 depicts the process and 

components of the programme developed specifically for the South Asian community.  

  

                                                           
16

 Ministry of Health. 2006. Asian Health Chart Book 2006. Wellington: Ministry of Health. 
17

 Kolt GS, Schofield GM, Rush EC, Oliver M, Chanda NK. 2007. Body fatness, physical activity, and nutritional behaviours 
in Asian Indian immigrants to New Zealand. Asian Pacific Journal of Clinical Nutrition, 16 94): 663-670. 
18

 Maheshwary S and Wagle AR. 2009. Acculturation, food habits and physical activity in South Asian software engineers 
living in the United States. Journal of the American Dietetic Association, A-61. 
19

 Wandel M, Raberg M, Kumar B, Holmboe-Ottesen G. 2007. Changes in food habits after migration among South 
Asians settled in Oslo: The effect of demographic, socio-economic and integration factors. Appetite (50): 376-385. 
20

 Raj S, Ganganna P, Bowering J. 1999. Dietary habits if Asian Indians in relation to length of residence in the United 
States. Journal of the American Dietetic Assocaition, 99 (9):1106-1108. 
21

 Mahajan, D and Bermingham M.A 2004. Risk factors for coronary heart disease in two similar Indain population 

groups, one residing in India, and the other in Sydney, Australia. European Journal of Clinical Nutrition 58(5): 751-760. 
22

 Lawton J, Ahmad N, Hanna L, Douglas M, Hallowell N. 2006. ñI canôt do any serious exerciseô: Barriers to physical 

activity amongst people of Pakistani and Indian origin with Type 2 diabetes. Health Education Research, 21(1): 43-54. 
23

 Lip  GYH., Malik I., Luscombe C., McCarry, M., Bevers G. 1995. Dietary fat purchasing habits in whites, blacks and 
Asian peoples in England ς implications for heart disease prevention. International Journal of Cardiology, 48; 287-293. 
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Figure 1: South Asian Healthy Eating Healthy Action Programme 
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3. SOUTH ASIAN HEALTHY EATING HEALTHY ACTION PROGRAMME 
IMPLEMENTATION  
 

The South Asian Healthy Eating Healthy Action programme was implemented in community settings 

(accessed through local schools, community groups and religious groups) and South Asian food outlets in the 

Mt Roskill area. A participatory approach24 was used to ensure participation of the South Asian community 

at all levels, which resulted in implementing the programme in a culturally appropriate fashion.  

Figure 2 South Asian HEHA programme Action Plan 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

                                                           
24

 Campbell, C. and Jovchelovitch, S. 2000. Health, community and development: Towards a social psychology of 

participation. Journal of Community and Applied Social Psychology, 10:255ï270. 
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3.1 Project awareness and participant recruitment: 

Multiple avenues were used to increase the awareness of the project in the Mt Roskill region. These included 

using community notice boards, local school newsletters and ethnic newspapers, television and radio. These 

channels were also used to inform the community of the training programme and to promote the partnering 

food outlets.  

 

3.2 Programme implementation: 

3.2.1 Education workshops/Lifestyle changes 

a. HEHA Open day:  
The objective of this event was to 

raise awareness of the project and 

health issues of the South Asian 

community. It also aimed to increase 

awareness on the need for healthy 

eating and healthy activity to sustain 

optimum health. The objectives of 

this event were achieved by various 

means which included discussions 

and presentations on nutrition and 

physical activity and photo-essay and 

healthy recipe/dish competitions. 

 

b. Health promotion workshops with community and religious groups: 
 

The South Asian Healthy Eating Healthy Action 

programme was delivered via an interactive 

health promotion workshop to community 

groups (28-35 people) and a religious group 

(19 people). These workshops comprised of 

presentations and demonstrations from South 

Asian experts in the field of self-reflection, 

nutrition and physical activity. The opportunity 

was also used to promote and distribute other 

published resources on healthy eating and 

activity. 

 

c. Festival based health promotion through Mt. Roskill Medical centre, Churches and personal contacts 
in the Mt Roskill region: 

Key messages on healthy eating and activity for Diwali (500) and Christmas (500) were distributed in print 

format through the above mentioned channels. 
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3.2.2 Increasing community capacity 

a. Training workshop for community volunteers (Train the Trainee): 
Two full day workshops were held to 

provide trainee volunteers (10 male and 6 

females; 13 Hindu and 3 Muslim) skills 

and knowledge needed to promote 

healthy eating and healthy activity in their 

families, communities and religious 

groups. In addition to the three main 

components of the South Asian Healthy 

Eating Healthy Action programme (self-

reflection, nutrition and physical activity), 

a component on communication skills was 

also included. A manual containing the 

four components of the programme was 

developed to aid the volunteers to 

promote healthy eating and activity 

(appendix 3). This was revised after the workshops, based on feedback from the participants and learnings 

gained during the workshops, to produce a final version that can be used by volunteer health promoters 

from all South Asian communities. 

b. Refresher workshop for trainee volunteers 
A one day workshop was held to provide the trainee 

volunteers a refresher course on the four components 

of the programme. This workshop also focused on re-

emphasizing the steps to conduct health promotion 

events among family, friends and community groups.  

After the training, six volunteers had done some 

health promotion with immediate and extended 

family members and religious groups. Two walking 

groups catering to the needs and ability of middle 

aged and older South Asians were initiated. A third 

walking group for mothers with young kids has also 

been initiated. Other activities are planned by 

volunteers to ensure continuation of the programme. 

 

3.2.3 Influencing two settings 

a. Mt Roskill Primary, Intermediate and High Schools: 
1. Influencing the tuck shop to introduce healthy South Asian lunch options 

!ƴ ŀǘǘŜƳǇǘ ǿŀǎ ƳŀŘŜ ǘƻ ƛƴǘǊƻŘǳŎŜ ƻƴŜ {ƻǳǘƘ !ǎƛŀƴ ƘŜŀƭǘƘȅ ƭǳƴŎƘ ƻǇǘƛƻƴ ǘƻ ǘƘŜ ŎǳǊǊŜƴǘ ƳŜƴǳ ƻŦ ǘƘŜ ǎŎƘƻƻƭǎΩ 

tuck shop with the objective of influencing South Asian children to buy a healthy lunch option. However the 
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uptake of the provided lunch option was very poor, possibly because most children of South Asian ethnicity 

(90%) bring their lunch from home. 25 

2. Healthy Lunch box and activity for South Asian students of Mount Roskill Intermediate School 
and their families 

As most South Asian school children take their lunches from home, a lunch box intervention was initiated. 

An information sheet on healthy lunch box ideas and healthy activity ideas for South Asian families 

(appendix A) was distributed to 86 South Asian families who attended the parent teacher meetings at the Mt 

Roskill Intermediate School. Healthy activity ideas were also included in this information sheet, and the 

opportunity was used to promote and distribute other published resources on healthy eating and activity.         

3. Festival based health promotion through Mount Roskill Intermediate school 
Messages on healthy eating and healthy activity during Diwali were distributed through the school to South 

Asian children and their families. The messages focused on  

(1) Reducing the amount of sugar and fat used to prepare the festival foods 
(2) Reducing the quantity of festival foods prepared 
(3) Reducing the quantity of festival foods eaten 
(4) Increasing group (family and friends) activity through traditional sports like khabidi and kho 

kho and dances like bhangara, garba and bollywood. 
 

b. Health promotion through South Asian Food Outlets 

1. Grocery stores: 

 Oil and Fat information poster and 
pamphlets: 

Four grocery stores in the Mt Roskill area partnered with 

the providers to support health and well-being of their 

patrons, the majority being South Asian. A poster 

containing information on healthier oil and fat choices and 

seven key messages on optimum use of oils and fats 

(appendix B) was developed and displayed in the partnering 

grocery stores. One thousand four hundred pamphlets 

containing the same information as the poster were 

distributed through these grocery stores over 10 months 

(appendix B). 

  Festival based health promotion: 
Messages on healthy eating and healthy activity during Diwali and Christmas were distributed to the patrons 

of the partnering grocery stores. The messages focused on  

 Reducing the amount of sugar and fat used to prepare the festival foods 

 Reducing the quantity of festival foods prepared 

 Reducing the quantity of festival foods eaten 

 Increasing group (family and friends) activity through traditional sports like khabidi and kho kho and 
dances like bhangara, garba and bollywood. 

 

                                                           
25

 Rasanathan K, Ameratunga S, Chen J, et al. 2006. A health profile of young Asian New Zealanders who attend 

secondary school: findings from Youth2000. Auckland: The University of Auckland 
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2. Health promotion through South Asian restaurants, cafes and takeaways 

Five cafes/takeaways/restaurants in the Mt Roskill area partnered with 

the providers to support health and wellbeing of their patrons. This was 

achieved by providing a free salad with a popular main dish and low fat 

options of popular dishes. The food outlet owners were encouraged to 

ǘŀƪŜ ǇŀǊǘ ƛƴ ǘƘŜ /ƘƛǇ DǊƻǳǇΩǎ hǇǘƛƳǳƳ CǊȅƛƴƎ ¢ŜŎƘƴƛǉǳŜ ƻƴƭƛƴŜ ŎƻǳǊǎŜΦ 

Three food outlet owners completed this course successfully.  
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4. EVALUATION 

The Centre for Health Services Research and Policy (CHSRP) was commissioned by the Centre for Asian 

Health Research and Evaluation (CAHRE) to undertake an evaluation on the South Asia Healthy Eating 

Healthy Action (South Asia HEHA) project.  This evaluation commenced in July 2009 and was completed in 

January 2011. The evaluation focused on the three main initiatives of the project, which were as follows 

 Initiative one: HEHA Education workshops  

 Initiative two: Partnering with two food outlet settings to establish a supportive environment  

 Initiative three: Train-the-trainee (TTT) programme  

 

4.1 Programme Logic 

The programme logic below captures the nature of the South Asia HEHA project (Figure 1). This programme 

logic is used to illustrate a shared vision among all stakeholders regarding the desired outcomes and the 

process by which the project intended to achieve those outcomes.  

Further, this programme logic serves as an evaluation tool to understand the intended goals, the pathways 

and the processes that the South Asia HEHA project took to achieve these goals. In illustrating the causal 

links and relationships within this project, several assumptions have been made. These assumptions help 

bridge the gaps between the programme inputs, outputs and outcomes, providing a foundation for variables 

that could be measured as part of the evaluation. The programme logic shown on the next page has been 

ŘŜǾŜƭƻǇŜŘ ŦǊƻƳ Ŏƻƴǎǳƭǘŀǘƛƻƴǎ ǿƛǘƘ ǘƘŜ ǇǊƻƎǊŀƳƳŜΩǎ ǎǘŀƪŜƘƻƭŘŜǊǎ ŀƴŘ ŀ ǊŜǾƛŜǿ ƻŦ ǘƘŜ ǇǊƻƎǊŀƳƳŜΩǎ 

documents.  
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  Figure 1: Programme logic of the South Asian HEHA project (Sept, 2010) 
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4.2 Evaluation Methodology 

Programme evaluation is designed to support future development by assessing the different initiatives of 

a programme (i.e. how can the programme be improved).  Evaluation is also useful in identifying whether 

ǘƘŜ ǇǊƻƎǊŀƳƳŜΩǎ ŜŦŦƻǊǘǎ ǿŜǊŜ ǎǳŎŎŜǎǎŦǳƭ όƛƳǇŀŎǘ ŜǾŀƭǳŀǘƛƻƴύ ŀƴŘ ǿƘŜǘƘŜǊ ǘƘŜ ǇǊƻŎŜǎǎ ƻŦ ǇǊƻƎǊŀƳƳŜ 

delivery has worked (process evaluation). Evaluation is also important to maximise the potential of a 

programme and, ultimately, the benefits to the community. The South Asian HEHA evaluation is based on 

the Centres for Disease Control and Prevention (CDC)26 framework for the evaluation of public health 

programmes.  

4.2.1 The evaluation framework 

¢ƘŜ /5/ ΨCǊŀƳŜǿƻǊƪ ŦƻǊ ǇǊƻƎǊŀƳ ŜǾŀƭǳŀǘƛƻƴ ƛƴ ǇǳōƭƛŎ ƘŜŀƭǘƘΩ ƛǎ ŀ ŎƻƴŎŜǇǘǳŀƭ ǊƻŀŘ ƳŀǇ ŦƻǊ ŜǾŀƭǳŀǘƛƻƴ 

which is characterised by a continuous learning model, including participation and collaboration. The CDC 

model describes the criteria an evaluation must meet to be effective, and to meet the needs of 

stakeholder groups. This framework can be adapted to suit the cultural context of the programme and its 

community. The adapted framework is shown in Figure 2: 

 

Figure 2: Adapted CDC framework for program evaluation of public health initiatives 

 

4.2.2 Evaluation Objectives and questions 

The aim of this evaluation was to review the delivery of the SA HEHA programme and provide findings to 

inform decision makers and service providers about the future provision and development of the 

programme for South Asian communities. Considering the complexity of the programme, it is unrealistic to 

expect measureable outcomes to be achieved within a limited timeframe. Based on consultation with the 

programme providers, the project advisory group members and the community, key evaluation questions 

were developed as follows: 

1. What are the current lifestyles of South Asians in Mt Roskill? 

                                                           
26

 CDC. (1999). Center for Disease Control and Prevention. Framework for program evaluation in public health. 

MMWR, 48 (No.RR-11). 
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2. What are the engagement processes? 
3. What engagement process worked? 
4. What are the short term outcomes?  
5. What are the enablers and barriers?  
6. What are the enablers and challenges throughout the engagement process with the general South 

Asian population? 
7. What are the challenges and enablers faced by the participants? 
8. What are the learnings for the initiative to go forward? 
9. How well was the overall programme achieved? 

 

4.2.3 Data collection and data analysis 

A mixed methodology was used as the most appropriate means for conducting this evaluation, as mixed 

method research is designed to collect different kinds of information, by utilising both qualitative and 

quantitative methods of data collection and analysis in parallel (Greene & Caracelli)27. The SA HEHA 

project has three different initiatives, each of which requires different data collection methods to address 

the specific evaluation questions associated with each initiative. The data collection methods used in the 

evaluation are summarised below: 

 Pre and post intervention healthy lifestyle surveys 

 Discussion with programme providers 

 Observations at food businesses, 

 Observations at SA HEHA events and activities 

 Pre- and post-intervention knowledge quizzes 

 Evaluation feedback form for train-the-trainee programme 

 Informal group discussion  

Pre and post intervention Healthy Lifestyle surveys  

Surveys were administered before and one month after the education sessions to measure changes in 
healthy eating and physical activity knowledge and behaviours, as well as, participantǎΩ ŎƻƴŦƛŘŜƴŎŜ 
and attitudes toward engaging in healthy eating and physical activity. Participants on average took 
another month to return the survey; a cut-off point for incoming surveys was set at two months 
post the education workshops. Surveys can be found in Appendix A-D.  

Analysis 

Survey data were entered into Excel spreadsheets and analysed through SPSS (Statistical Package for 

Social Science, version 17.0). Data were analysed using descriptive statistics, providing descriptive 

comparisons of pre-and post responses, and where possible, paired-sampled t-tests were conducted. 

Discussions with programme providers 

Discussions were held with key programme stakeholders. Notes were taken from recordings of these 
discussions about their experiences of those involved in the planning and delivery of the programme. This 
information is important for understanding the development process, implementation, as well as the 
ŎƻƳƳǳƴƛǘȅ ŜƴƎŀƎŜƳŜƴǘ ǇǊƻŎŜǎǎ ƻŦ ǘƘŜ ǇǊƻƎǊŀƳƳŜΦ Lƴ ŀŘŘƛǘƛƻƴΣ ǘƘŜ ŘƛǎŎǳǎǎƛƻƴ ƛŘŜƴǘƛŦƛŜŘ ǇǊƻǾƛŘŜǊǎΩ 
perceptions of the programme support and challenges, as well as the learnings for the project to move 
forward.  

 

 

                                                           
27

 Greene, J. C., & Caracelli, V. J. (1997). Defining and Describing the Paradigm Issue in MixedȤMethod Evaluation. 

New Directions in Evaluation, 74, 5Ȥ17 
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Analysis 

Common ideas and thoughts were identified from the discussion. Emphasis was placed in looking for 
findings that address the key evaluation questions. The information was compared to ensure different and 
similar ideas and issues were identified.  

Observations at food businesses 

Two researchers visited each food business and recorded their observations according to the objectives 
e.g. what food options were being provided on menus and how fat and oil were displayed, over two days 
in February 2010, prior to the intervention being conducted at the food businesses. The observations were 
repeated a month after the intervention in April, 2010. The template for the observations can be found in 
Appendix E. 

Analysis 

Pre- and post-intervention observation data were compared for each food business to identify any 
changes made by food business a month after the intervention.  

Observations at SA HEHA Interventions  

Researchers were sent to different SA HEHA project initiatives and activities to carry out observations of 
the activities being undertaken, the numbers attending and groups involved. These observations were 
used as additional information to enrich or support the findings collected from the other data collection 
methods (i.e. triangulation of results). 

Pre and Post Knowledge  

A brief knowledge quiz form was developed with the support of the programme stakeholders. The 

purpose of the quiz was to access knowledge change of participants who participated in the TTT 

programme. The knowledge quiz has questions on each of the training topics and participants completed a 

quiz at the beginning and at the end of the training programme for pre-and post-intervention comparison. 

The knowledge quiz can be found in Appendix F. 

Analysis 

Quiz data were entered into an Excel spreadsheet and was analysed using descriptive statistics and 

descriptive comparisons of pre-and post responses. 

TTT Evaluation feedback  

A short feedback form was administered at the last session for the TTT programme. The evaluation 

ŦŜŜŘōŀŎƪ ŦƻǊƳ ŎŀǇǘǳǊŜŘ ǾƻƭǳƴǘŜŜǊǎΩ ǇŜǊŎŜǇǘƛƻƴǎ ƻŦ ǘƘŜƛǊ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ǘƘŜ ǘǊŀƛƴƛƴƎ ǇǊƻƎǊŀƳƳŜΣ ǘƘŜ ŀǎǇŜŎǘ 

of the training programme that worked for them, areas that need modifying and areas that were lacking 

or absent from the training programme. This information is important as it would inform the refinement 

of the South Asian Health Promotion manual and other associated training material. The evaluation 

feedback can be found in  

Analysis 

Quiz data was entered into an Excel spreadsheet and was analysed using descriptive statistics. With the 

response to the open-ended questions, a simple qualitative analysis was used to group similar findings and 

ideas together and these findings were used to support the quantitative findings of the evaluation 

feedback form. 
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Informal group discussion 

!ƴ ƛƴŦƻǊƳŀƭ ƎǊƻǳǇ ŘƛǎŎǳǎǎƛƻƴ ǿŀǎ ŎƻƴŘǳŎǘŜŘ ǘƻ ƎŀǘƘŜǊ ŦǳǊǘƘŜǊ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǘƘƻǳƎƘǘǎ ŀōƻǳǘ 

the training programme, suggestions for future improvement, as well as the support and challenges they 

imagine encountering when they try to make a change to their own lifestyle and sharing that information 

with other people in the South Asian communities. Based on previous data collection experience, 

participants prefer to share their thoughts verbally as opposed to filling in a form. This qualitative data is   

complementary to the findings collected in the evaluation feedback form.  

Analysis 

The group discussion was audio-recorded and transcribed for data analysis purpose. A simple qualitative 

analysis was used to group similar findings and ideas. These findings were used to support the quantitative 

findings gathered from the evaluation feedback form. 

Answering the evaluation questions 

Results gathered were used to answer each evaluation question. Where possible, results were 

triangulated to give stronger evidence. 

 
 
Figure 3: Triangulation of evaluation findings 
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4.3 Evaluation Results  

In the subsequent sections, key evaluation findings will be presented in the order of the six main 

evaluation areas. 

1. Baseline findings 
2. Community engagement processes 
3. Short term outcomes 
4. Enablers and barriers  
5. Programme Learnings  

The results section is followed by a discussion of the key learnings. As the SA HEHA project was the first 

health programme designed for the South Asian population, this evaluation will provide a broad picture of 

how a health promoting programme goes about targeting and engaging with South Asians. Despite the 

current economic climate, this evaluation provides considerable learnings for the current SA HEHA project 

to continue developing and for other projects attempting to bring about health changes in South Asian 

communities. 

4.4 Baseline findings 

This section provides a snapshot, summarising the lifestyle behaviours, health beliefs and attitudes of all 

South Asians who attended the healthy eating and healthy activity education sessions held in the Mt 

Roskill region. Results for this section were based on the baseline survey completed by participants at 

each of the education sessions. Any significant differences between intervention groups are reported.   

Who are the participants? 

 

 

 

 

 

 

4.4.1 Participantsô Health beliefs and attitudes 

Self-perceived health 

Participants mostly reported their health as either good (58.6%) or very good (22.2%). A much smaller 

percentage perceived their general health as fair (18.2%) or very poor (1%). Participants from all 

intervention groups tended to rate their health consistently as positive and there were no group 

differences. In regard to their current lifestyle, 41.8% and 25.4% of participants thought their lifestyle 

could be a bit healthier and a lot healthier; whereas, 31.3% of participants thought their current lifestyle 

was healthy enough. A few participants were unsure about their current lifestyle status. There is no 

significant difference between the three. 

Attitude and motivation 

Participants were asked to respond on a scale from 1 (strongly agree) to 5 (strongly disagree) to various 

attitude, motivation and confidence items. There appears to be no difference between groups. 

Participants who responded to the items showed reasonably positive responses. In general, participants 

There were 101 respondents who completed the baseline lifestyle survey. These included 33 

participants from the Healthy eating module, 32 from Healthy Action, 19 from a religious group session, 

and 17 were from the BNZFS group session. Participants were mostly Indians, they accounted for 77.3 % 

of total participants, of whom 14.9% were Fijian Indians. This was followed by Bangladeshis (9.9%), Sri 

Lankans (2%) and 10.9% did not provided detail of origin. There were 43% males and 57% females who 

attended the sessions. More than half of the participants were from the 35 to 54 year group, comprising 

52% of total participants, 13.3% of participants were between 55 to 64 years old. 
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expressed they would like to learn more about, and are motivated towards achieving a healthy lifestyle. 

The results also indicated that they wish to share their knowledge and influence their family and relatives 

to eat healthily and be physically active. For more detail see table in Appendix H. 

Self-regulation 

Participants also view themselves as the kind of people who set goals and take steps to achieve their 

goals. However, despite the positive motivation and attitudes participants hold, participants somewhat 

agreed that they do question whether they could change their lifestyle, even if they wanted to. Moreover, 

ǘƘŜȅ ŦŜƭǘ ƴŜǳǘǊŀƭ ŀǎ ǘƻ ǿƘŜǘƘŜǊ ǘƘŜȅ ǿŜǊŜ ǎƻƳŜƻƴŜ ǿƘƻ ƭŜǘΩǎ ƭƛŦŜ ƘŀǇǇŜƴΦ CƻǊ ƳƻǊŜ ŘŜǘŀƛƭ ǎŜŜ ǘŀōƭŜ ƛƴ 

Appendix H. 

Self-confidence and efficacy 

In terms of their confidence level, participants were asked to rate their confidence level on a scale of 1 to 5 
across a range of personal statements. Their average rating was 1.8, which signifies that they were 
confident in trying to eat healthily and engage in more physical activity. They also felt confident that they 
could manage their own eating habits and physical activity, as well as passing on health information and 
influencing their family, relatives and friends to be healthier.  

 

4.4.2 Participants baseline Knowledge  

Recommended level of physical activity  

More than two-thirds of participants were aware that the 
recommended minimum physical activity for an average adult is at 
least 30 minutes on most days of the week. In comparison, 26% 
reported an incorrect response and 10% did not know the answer. 
There is no difference between groups.  
Approximately 25% of participants who reported that they 
engaged in some physical activity but not enough to meet the 
minimum recommended level, either understood the 
recommended physical activity level as less than the conventional 
30 minutes on most or all 
days of the week or they did 
not know the answer.  
  

Facilities and group activities in Mt Roskill 

Physical activity facilities or group activities that are currently available in Mt Roskill for the community to 

ǳǘƛƭƛǎŜ ƛƴŎƭǳŘŜΣ !ǉǳŀ ŀŜǊƻōƛŎǎ ŀǘ /ŀƳŜǊƻƴ ǇƻƻƭǎΣ ¸ƻƎŀ ŀǘ aǘ wƻǎƪƛƭƭ ŎƻƳƳǳƴƛǘȅ ŎŜƴǘǊŜ ŀƴŘ ¸Ω ǿŀƭƪƛƴƎ ƎǊƻǳǇ 

Ŏƭǳō ŀǘ .ƭƻŎƪƘƻǳǎŜ .ŀȅ ŎƻƳƳǳƴƛǘȅ ŎŜƴǘǊŜΦ tŀǊǘƛŎƛǇŀƴǘǎΩ ŀǿŀǊŜƴŜǎǎ ƻŦ ǘƘŜ ƳŀƛƴǎǘǊŜŀƳ ŀŎǘƛǾƛǘƛŜǎ ǿŀǎ 

generally low for many activities. Proportionally more participants reported they know about Aqua 

aerobics and swimming at Cameron Pools, Aerobics classes at Mt Roskill community centre and yoga at Mt 

Roskill and Blockhouse Bay community centre. However, participation rate is low across these activities.  

Fruit and vegetable consumption 

More than half of the responding participants (53%) correctly reported the recommended minimum fruit 

and vegetable intake per day for an average adult is 5+ servings of fruit and vegetables. As for the other 

participants, 24.2% reported 4 servings and 22.8% reported less.  

Figure 4: 0ÁÒÔÉÃÉÐÁÎÔÓȭ ÌÅÖÅÌ ÏÆ 
understanding of the daily recommended 

level of physical activity 



34 | P a g e 
 

0

5

10

15

20

25

30

1 serving 2 servings 3 servings 4 servings 5 or more 
servings

P
e

rc
e

n
ta

g
e

 o
f 

p
a
rt

ic
ip

a
n

ts

 

Figure 5: tŀǊǘƛŎƛǇŀƴǘǎΩ ƭŜǾŜƭ ƻŦ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜ Řŀƛƭȅ ǊŜŎƻƳƳŜƴŘŜŘ ŦǊǳƛǘ ŀƴŘ ǾŜƎŜǘŀōƭŜ ƛƴǘŀƪŜ 

Portion size 

Participants were shown 3 choices of portion size, in which only one was the correct answer. Out of 65 

respondents, 75% of them correctly identified the recommended portion size plate28. In comparison, 

13.8% chose the plate with more proteins and carbohydrate as the correct option and 10.8% thought the 

plate with carbohydrate as half and less than a quarter of the meal as vegetables was correct. 

Facts on oils and fat  

Participants were asked to rate the healthiness of each type of oil, fat and milk on a scale. The pattern of 
responses indicates that participants had the tendency to report the nutritional value of different oil, fat 
and milk options as neutral or they did not know. Examples of these fats and oils are: canola oil; cream; 
butter and ghee29. This suggests that many participants are still unsure of the health effects or nutritional 
values of different fats and oils. In addition, participants tend to underestimate the nutritional quality of 
oils such as canola, mustard and peanut oil.  
 
 

                                                           
28

A recommended portion size plate is where ½ of the plate is vegetables, ¼ proteins and ¼ carbohydrate. 
29

 Canola oil is regarded as high in Polyunsaturated and Monounsaturated fats (i.e. healthier oil to consume). Whereas, ghee, butter 

and cream are regarded as high in saturated and/or Trans fat (i.e. less healthy to consume). 

Figure 6: 0ÁÒÔÉÃÉÐÁÎÔÓȭ ËÎÏ×ÌÅÄÇÅ ÁÂÏÕÔ ÏÉÌÓ ÁÎÄ ÆÁÔÓ 
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4.4.3 Participant Baseline lifestyle behaviours 

Current physical activity 

Many participants considered themselves as engaging in some activity some (48.5%) or most days of the 

week (43.9%). Most of them engaged in physical activity for at least 30 minutes on three days during the 

last seven days. Only 7.6% of participants considered themselves as not at all physically active most days 

of the week.  

Fruit and vegetable consumption 

 More than half of the participants consumed 5 or more servings of fruit and vegetables per day. However, 

47% of participants consumed four or less servings of fruit and vegetables on an average day.  

 

 

Figure 27: Participants average daily consumption of fruit and vegetables 

Portion size 

Participants were asked to draw on an empty plate, their ideal dinner which depicts how much of their 
plate would consist of different types of food. hŦ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŘƛƴƴŜǊ ǇƭŀǘŜǎΣ оо҈ ǿŜǊŜ ŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘ 
the recommended portion size. The remaining two-thirds of the participants indicated either too much 
intake of protein, too much intake of carbohydrate or an inadequate amount of vegetables. A similar 
response pattern was observed across the three intervention groups. Some drawings demonstrated 
cultural foods consumed by the respondents, such as yogurt, roti and dhal (i.e. carbohydrate or proteins). 
For examples of some drawn dinner plate refer to Appendix I. 

Of those respondents who correctly identified the portion plate, 27 of them did not draw a dinner plate 
that was consistent with the recommended portion size (Table 1).  

Their plates were either drawn with too few vegetables or more than recommended protein or 
carbohydrate serving size. This interesting pattern suggests that: firstly, respondents understand the 
recommended portion size but they preferred to, and were, eating a portion that they are used to. 
Secondly, participants understood the recommended portion size, but found that it was hard to translate 
or fit their traditional diet within the three categories of carbohydrate, protein or vegetables. Lastly, they 
believed that their ideal dinner plate is consistent with the recommended portion size. 
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Oils and fats consumption 

Participants were asked to rate their consumption, or 
use, of a range of oils, fats and milk in the last 7 days. 
Some did not respond. The adjacent diagram shows 
the average usage of the different oils and fats.  
 
The project promoted the use of healthier oils like 
Canola oil and low fat milk options, while promoting 
less use of butter, ghee, coconut oil and full cream 
ƳƛƭƪΦ tŀǊǘƛŎƛǇŀƴǘǎΩ ƻƛƭ ŀƴŘ Ŧŀǘ Ŏƻƴǎumption is generally 
consistent with the nutritional value of the oils, fats 
and milk. For example, ghee and butter are used only 
on an occasional or rare basis. Moreover, canola oil 
was consumed or used more regularly than palm oil 
and coconut oil.  As for milk, green and light-top milk 
are used more regularly by participants compared to 
silver top milk, which was rarely or never consumed in 
the last 7 days. However, participants also reported 
consuming dark-blue milk occasionally. 

 
 

4.5 Community Engagement processes 

Community engagement is defined by the CDC/ATSDR committee on Community Engagement30 ŀǎ άǘƘŜ 

process of working collaboratively with and through groups of people affiliated by geographic proximity, 

special interest, or similar situations to address issues affecting the well-ōŜƛƴƎ ƻŦ ǘƘƻǎŜ ǇŜƻǇƭŜΦέ  CƻǊ ǘƘŜ 

SA HEHA project, the communities or groups that the project engaged with were affiliated by ethnicity and 

geographic proximity, the Mt Roskill suburb of central Auckland. They are also thought of as being at high 

health risk due to their current lifestyle and their genetic predisposition.  

Since the SA HEHA project is the first health programme designed for the SA communities in the Mt Roskill 

locality, it is beneficial to identify the community engagement process for the different initiatives of the SA 

HEHA project. The following process diagrammes depict the engagement process for each of the SA HEHA 

initiatives: they were based on the discussions held with programme providers and the observations of 

the evaluators.  These might offer a blueprint for future South Asian health initiatives. 

4.5.1 Education workshop  

Data from the discussions show that the selection of the target groups was determined by the project 

ŦǳƴŘŜǊǎΦ ¢ƘŜ ǇǊƻƎǊŀƳƳŜΩǎ ŎƻƳmunity agency then identified specific groups in collaboration with the 

funders. These groups were the general South Asian community, a religious group, and a social group 

ό.b½C{ύΦ DǊƻǳǇǎ ǿƘƻ ŘƛŘ ƴƻǘ ƎŜǘ ƛƴǾƻƭǾŜŘ ƛƴŎƭǳŘŜŘ ǘƘŜ aǳǎƭƛƳ ²ƻƳŜƴǎΩ {ǿƛƳƳƛƴƎ ƎǊƻǳǇ and the 

Muslim community attending the Mt Roskill Mosque. The reasons for non participation were not clear. 

The programme providers used targeted processes in group selection. However, responses from the 

groups approached were generally not positive. 

When groups were identified, the community coordinator would first engage with the leader. However, 

                                                           
30 CDC/ATSDR Committee on Community Engagement: Principles of Community Engagement, Centers for Disease 

Control and Prevention. Public Health Practice Program Office. Atlanta, GA., 1997 

http://www.cdc.gov/phppo/pce/part1.htm downloaded 6/4/2011 
 

Figure 7: 0ÁÒÔÉÃÉÐÁÎÔÓȭ ÃÏÎÓÕÍÐÔÉÏÎ ÏÆ ÄÉÆÆÅÒÅÎÔ ÏÉÌÓ 
and fats 
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identifying leaders was challenging, especially when leaders were self-appointed. 

Once the programme was explained to the leader or the representative of the group, they would give 

access to the community coordinator to reach their group members. The groups were then approached 

and individual members were also followed through to explain the purpose of the SA HEHA programme 

and the education workshop. 

 

 

 
Figure 8: The community engagement process for education workshops 

 

4.5.2 School intervention 

During the implementation of the SA HEHA intervention there was a change in emphasis with regard to 

the school intervention (see chapter 3 section 3.2.3 a). As a consequence, all that is included in this 

evaluation report is a brief diagrammatic overview of the process used to engage the school and 

implement the information tool.   The school was identified and selected on the basis of its locality and its 

large number of South Asian students enrolled. The project personnel explained the programme to the 

principal and assessed the level of support the school could offer the project. It was noted in the 

discussion that the Principal was very supportive of the project. The implementation plan was then 

developed and rolled out at school.  

 

Figure 9: The community engagement process for the School initiative 

Identify groups

Identify leaders/board of trustees

Explain project to leaders
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Follow up with  group and/or individual on a 
one-to-one basis
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4.5.3 Food businesses 

Food businesses were identified by the community coordinator, who had prior knowledge of and 

relationship with them. Hence, the first step taken in the process was connecting with the food businesses 

via phone to confirm the business was operating within the Mt Roskill area and to introduce the project to 

the business owners. After the food businesses showed initial interest, the community coordinator made a 

personal visit to the food businesses to give them further detail on the project and to conduct an 

assessment on the foods that were available in the store or restaurant. 

 

Figure 10: The community engagement process for the food business intervention 

 

 

 

Identify food businesses

Introduce the project via telephone contact

Visit to each potential food business to explain 
project and briefly assess the extent of their 

participation

Engage with potential food business partners 
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Some food businesses dropped 
out
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extent of participation
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The next step was to invite these food businesses together for an engagement session - ά¢ƘŜ ƳƻōƛƭƛȊŀǘƛƻƴ 

ǎŜǎǎƛƻƴέΦ ¢ƘŜ ŀƛƳ of this meeting was to engage with the owners of the food businesses and to discuss the 

ōǳǎƛƴŜǎǎ ƻǿƴŜǊǎΩ ǾƛŜǿ ƛƴ ǘŀƪƛƴƎ ǇŀǊǘ ƛƴ ǘƘŜ ǇǊƻƧŜŎǘΦ hƴƭȅ ǘƘǊŜŜ ƻǳǘ ƻŦ ǘǿŜƭǾŜ ŦƻƻŘ ōǳǎƛƴŜǎǎ ƻǿƴŜǊǎ ǘǳǊƴŜŘ 

up to the meeting. Therefore, the community coordinators had to meet the other food businesses 

individually to identify their concerns, what they were capable of offering, their attitudes towards the 

programme and what they would do for the programme. Once this information was gathered, an 

implementation plan was designed for the participating businesses. 

During this engagement process, the programme providers learnt that it was helpful to speak in the right 

language and manner with the food business owners. Although not mentioned in the discussions, it was 

noted in regular team meetings that the coordinators made repeated visits to the food businesses after 

the programme had been implemented to provide support and monitoring. 

 

4.5.4 Train the trainee 

Initially, the project aimed to recruit volunteers (i.e. trainees) from the education workshops to participate 

in the TTT programme. However, a low number of participants from the education workshop expressed an 

interest in this area, while the majority of those who expressed previous interest no longer showed 

interest in the TTT programme a few months after the education workshop. Subsequently, the project 

needed to recruit more SA volunteers from Mt Roskill to attend the TTT programme. The engagement 

process for this component of the programme was therefore lengthened.    

The community coordinator identified other groups within the Mt Roskill locality to explain the SA HEHA 

project and the TTT programme to the groups. At the initial meeting, interest was generated and details of 

prospective trainees were collected. Thereafter, the coordinator made repeated visits to make himself 

ΨǎŜŜƴ ŀƴŘ ŀǾŀƛƭŀōƭŜΩ ŦƻǊ ǉǳŜǎǘƛƻƴǎ ŀƴŘ ǘƘŜ ǊŜƎƛǎǘǊŀǘƛƻƴ ƻŦ ƛƴǘŜǊŜǎǘ ŎƻƴǘƛƴǳŜŘΦ ¢ƘŜ ŎƻƻǊŘƛƴŀǘƻǊ ǘƘŜƴ 

followed up with all registered prospective trainees by phone to confirm interest, to determine 

commitment and assess the eligibility of participation. Pre-set recruitment criteria were: 

 Basic English language competency  

 Living in Mt Roskill locality 

Prior to the training programme, registered trainees were invited to attend a mobilisation day where they 

were consulted. Their comments and advice were used to inform the training programme. Closer to the 

actual training programme, registered trainees all received phone reminders of the training programme. 

On the actual training day, the participants who attended differed from the group who went to the 

mobilisation day. Trainees who attended signed a contract of commitment to ensure that they completed 

the 2-full day training programme.  



40 | P a g e 
 

 

Figure 11: The community engagement process for the TTT programme 

 

4.6 Short term outcomes 

This section provides the short term outcomes findings for each of the initiatives being evaluated. It is 

important to note that the level of education and the context were different between each of the 

intervention groups. The consensus of the programme providers and the evaluation team was to analyse 

ǘƘŜ Řŀǘŀ ŦǊƻƳ ŜŀŎƘ ƛƴǘŜǊǾŜƴǘƛƻƴ ƎǊƻǳǇ ǎŜǇŀǊŀǘŜƭȅ ǘƻ ǊŜǾŜŀƭ ǘƘŜ ΨŘƻǎŀƎŜΩ ƻǊ ŜȄǇƻǎǳǊŜ ǘƻ ǎǇŜŎƛŦƛŎ 

information for each education workshop. 

 
*NB: Bangladesh NZ friendship society was excluded for pre-and post-analysis, as programme 
providers regarded this intervention as ineffective 
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4.6.1 Healthy Eating workshop - Pre and post intervention comparison  

 

Participants Satisfaction with the healthy eating education session 

On average participants were satisfied with the healthy eating session (mean= 5.1) and thought that it was 
somewhat suitable or suitable to them (mean =4.4). Most participants found the session useful (mean= 
5.4) and the contents of the session were applicable to their daily eating habits (mean= 4.6).  

4.6.2 Knowledge change 

The New Zealand Food and Nutrition guidelines 

There were no significant changes in the understanding of the New Zealand food and nutrition guidelines. 
Most participants had very good understanding and knowledge of the guidelines at baseline, which left 
little room for improvement (i.e. the ceiling effect), see Appendix J for more detail. 

Recommended fruit and vegetable intake  

Participants reported that the recommended minimum fruit and vegetable intake was about 2 servings 

per day during the baseline measure. Comparing their response after the education session, participants 

showed a noticeable increase in knowledge, on average stating that the recommended minimum fruits 

and vegetables intake per day was 4 servings.  

Oil, fat and milk fact 

Participants were given a list of 13 items to categorise. Their responses were grouped into: unhealthy, 
ƴŜǳǘǊŀƭκŘƻƴΩǘ ƪƴƻǿ ŀƴŘ ƘŜŀƭǘƘȅΦ ¢ƘŜ ǘŀōƭŜ ōŜƭƻǿ ǇǊŜǎŜƴǘǎ ŎƘŀƴƎes in the categorisation of each item pre 
and post education session. 

 aƻǎǘ ƻŦ ǘƘŜ ƻƛƭǎ ŀƴŘ Ƴƛƭƪ ǿŜǊŜ ŎŀǘŜƎƻǊƛǎŜŘ ŀǎ άƴŜǳǘǊŀƭ ƻǊ ŘƻƴΩǘ ƪƴƻǿέ ŀǘ ōŀǎŜƭƛƴŜΦ 

 At follow up, participants on average rated canola oil, light blue milk and green top milk as 
healthier.  

 In addition, participants on a whole rated coconut oil as unhealthy. 
 
Table 1: Participants pre- and post- education response to the different fat, oil and milk option 

Pre-education Unhealthy bŜǳǘǊŀƭκŘƻƴΩǘ ƪƴƻǿ Healthy 

 

Butter Canola oil Olive Oil 

Ghee Coconut Oil 
 

Peanut Oil Mustard Oil 
 

Palm Oil Sesame Oil 
 

 
Light Blue Milk 

 

 
Dark Blue Milk 

 

 
Green Top Milk 

 

 
Silver Top Milk 

 
Post-
education 

Unhealthy bŜǳǘǊŀƭκŘƻƴΩǘ ƪƴƻǿ Healthy 

 
Butter Peanut Oil Olive Oil 

General information on participants  

Of the 12 participants who did a follow-up survey, 5 were female and 7 were male, age range 35 to 44 

years. The majority of respondents were of Indian origin, with three reporting they were Fijian Indian.   

The response rate was low (40%) despite the incentive offered to participants. With such small 

numbers, the results can only be used to make inferences about the South Asian general population.  
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Ghee Mustard Oil Canola Oil 

Coconut Oil  Sesame Oil Light Blue Milk 

Palm Oil Dark Blue Milk Green Top Milk 

 
Silver Top Milk 

 

 

Portion size  

The New Zealand recommended portion size plate illustrates that vegetables should constitute half of the 
plate and carbohydrates and protein each make up one-fourth of the rest of the plate. Participants were 
asked to identify from a choice of 3 plates which was an ideal healthy portion size plate (i.e. the NZ 
recommended portion size plate).  

 The majority of respondents (n=11) continued to identify the correct answer. 

  Only one participant did not provide a correct response. 

Table 2: The distribution of response for ideal healthy portion size, at baseline and follow-up 

 

 

 

 

4.6.3 Changes made after the session 

Self reported Changes made after the session 

When asked if they had applied any learning to their lifestyle, the majority reported they did (n=10). The 

changes participants made were: adding raw vegetables and more vegetables to their meals; reduced 

carbohydrate intake; reduced use of oil and fats; changed cooking oil to canola oil and eating smaller 

meals. It is also interesting to note that almost all the participants reported that they started doing some 

exercise. A few participants also commented on the support and challenges they encountered when 

contemplating or making a change. These will be discussed in the enablers and barriers section. 

Fruit and vegetables  

 There was an overall increase in the average number of fruit and vegetable servings participants 
consumed in the last 7 days, from 2.5 servings of fruit consumed at baseline to an increase of 3.3 
servings at follow-up after the education session.  

 As for vegetables, participants on average consumed 2.5 servings at baseline and 3.4 servings after 
the education.  

Portion size  

Participants were asked to draw their ideal dinner plate and reflect on the foods they want to eat and the 
amount of each type of food.   

 The pre-and post-education comparison showed that 8 participants, who initially drew an ideal 
dinner plate that was inconsistent with the recommendation at baseline, drew a portion size 
dinner plate that was consistent with the recommendation at follow up.  

 Only two participants continued to draw a dinner plate that is inconsistent with the New Zealand 
recommended portion size plate. 
 

 

Pre-intervention measure 

Knowledge of portion size (post) 

Yes No Total 

Knowledge of 
portion size 
(pre) 

Yes 11 0 11 

No 0 1 1 

Total 11 1 12 
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Table 3: Distribution of response for drawing an ideal dinner plate, at baseline and follow-up 

 

Looking at the participant responses on portion size, along with their drawings of an ideal dinner plate 

yielded a similar pattern as found in the baseline results.  

Table 4: Distribution of response for ideal healthy portion and drawing an ideal dinner plate at 
follow-up  

Hand-drawn ideal dinner plate aligned 
with the recommended portion size 

(post) 

Knowledge of 
portion size (post) 

Total count 

Ҟ Ҟ 9 

× Ҟ 2 

× × 1 

  12 

Cooking oil, fat and milk usage  

Participants were asked to rate how often they consumed different type of oils, fats and milk in the last 7 

days. The table below shows the changes in the self-reported consumption of each type of oil, fat and 

milk. 

 Most items showed a desirable change towards healthier consumption. Apart from olive oil and 
green top milk, they both showed a decrease in use.  

 The most noteworthy changes were the increase in self-reported use of Canola oil and a decrease 
in the self-reported use of Ghee.  

 Lastly, light and dark blue milk are self-reported to be consumed occasionally by participants.  
 

  

 

Hand-drawn ideal dinner plate aligned with the 
recommended portion size (post) 

Yes No No Response Total 

Hand-drawn ideal dinner plate 
aligned with the recommended 
portion size (pre) 

Yes 1 0 0 1 

No 8 2 1 11 

Total 9 2 1 12 
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Table 5: A summary of the pre-and post-intervention changes to the inquired dietary habit  

Pre-education Often Sometimes Rarely/Never 

 

 
Butter Cream 

 
Oliver Oil Silver top milk 

 
Canola 

 

 
Ghee 

 

 
Light blue milk 

 

 
Dark blue milk 

 

 
Green Top Milk 

 
Post-education Often Sometimes Rarely/Never 

 

Canola Light blue milk Butter 

 
Dark blue milk Oliver Oil 

  
Ghee 

  
Cream 

  Green Top Milk 

  Silver top milk 

 

4.6.4  Healthy Eating: Attitude, Motivation and Confidence Level 

Changes in attitude and motivation  

The survey had 18 attitudinal items tapping into three dimensions; motivation (6 questions); self-

regulation (5 questions) and self efficacy (7 questions). The mean rating for each item was calculated for 

both before and after the education session. The changes in ratings were small and there were no 

significant differences. This could be due to the high baseline score which leaves little room for 

improvement (i.e. the ceiling effect). (See Appendix K for the mean score at baseline and follow up.)The 

following table summarises the percentage of questions that showed an increase, decrease and constant 

ŎƘŀƴƎŜ ƛƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ mean attitudinal scores between baseline and follow up for each dimension.  

 In regard to improving their eating and sharing or influencing others to eat healthier, participants 
did not indicate an improvement to their motivation or self-regulation level. However, participants 
showed an overall decrease in self-efficacy and confidence in 8 of the questions in eating healthy 
and sharing or influencing others to eat healthy.  

 It is important to note that these changes were small to determine whether these were 
meaningful changes. 

Table 6: 5ƛǊŜŎǘƛƻƴ ƻŦ ŎƘŀƴƎŜ ƛƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŀǘǘƛǘǳŘƛƴŀƭ ǎŎƻǊŜ ŦƻǊ ƘŜŀƭǘƘȅ ŜŀǘƛƴƎ ǊŜƭŀǘŜŘ 
behaviours 

 

4.6.5 Healthy Action workshop - Pre and post intervention comparison 

 

 

 

Attitude and belief 
constructs 

Increase Decrease Constant Total number of items 

Motivation 50% 50% 
 

6 

Self-regulation 40% 40% 20% 5 

Self efficacy/Confidence 14% 86% 
 

7 

General information on participants  

Of the 15 respondents, 8 were Indian, 5 were Fijian Indian and 2 other South Asians. There were more 

females than males returning the follow-up surveys, 10 and 5 respectively and respondents mean age was 

approximately 50 years. 

Only 15 follow-up telephone surveys were conducted. Response rate was low despite an incentive to 

participate and results are only useful to make inferences and not generalized conclusions about a wider 

population.  
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Participants Satisfaction with the healthy action education session 

Participants were mainly satisfied (mean= 4.4 out of 5) with the session and also thought that it was useful 

(mean= 4.2), suitable (mean= 4.3) and applicable (mean= 4.5) to themselves. 

4.6.6 Self- reported Changes made after the session 

When asked if they had applied any learning to their lives, the majority reported they did. In total 11 out 

of 15 participants specified that they had started exercising after the session. Of these 11 participants, 

some reported they started walking, going to the gym, circuit training, cycling and swimming. Some 

participants reported they started exercising with their children and/or spouse and one participant 

reported he tried influencing his parents by passing on information. Participants shared their views on the 

enablers and barriers, which will be explored in the enablers and barriers section of this report. 

Knowledge change 

The New Zealand recommended physical activity level 

Participants were asked to state the New Zealand recommended physical activity level (i.e. 30mins on 

most days or all days of the week).  

 Six participants (40%) continued to correctly report the recommended physical activity level for 
adults. 

 After the education, 47% (n=7) had learned the recommended physical activity level for adults. 

  Only two participants remained unsure of the correct answer at both baseline and after the 
education session.  

Changes made after the session 

Self-reported Physical activity level 

Participants had been fairly consistent with their self-reported engagement in brisk walking, moderate and 

high energy level physical activity before and after the session.  

 Although insignificant, the data showed an average of a one day increase in self-report brisk 
walking within the last seven days, at follow up, compared to baseline. 

 Engagement in other levels of physical activity had shown a decrease. 
 
Table 7: Distribution of response on the engagement of different activity levels, at baseline and 
follow-up 

 Before the 
intervention  

After the 
intervention 

Direction of 
change  

9ƴƎŀƎŜŘ ƛƴΧ    

Brisk walking  2.7 days a week 3.7 days a 
week 

ҧ 

Moderate intensity physical 
activity 

2.7 days a week 2.3 days a 
week 

Ҩ 

High intensity physical activity 1.5 days a week 1.3 days a 
week 

Ҩ 

Participants were asked about their self-perceived fitness. Only five participants showed an increase in 

self-perceived fitness.  

 These five participants initially reported they engaged in some physical activity some days of the 
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week at baseline. At follow up, they reported they were physically active on most days of the 
week.  

 The rest of the participants maintained their self-perceived fitness level at some activity some days 
of the week or physically active on most days of the week.  

Mainstream physical activity and facilities  

After the session, participants showed an average of 27% increase in awareness of the mainstream 

activities and facilities available in the Mt Roskill region, resulting in high awareness of facilities and 

activities such as Aqua-ŀŜǊƻōƛŎǎΣ aǳǎƭƛƳ ²ƻƳŜƴΩǎ ǎǿƛƳƳƛƴƎΣ aǘ wƻǎƪƛƭƭ ȅƻƎŀΣ .ƭƻŎƪƘƻǳǎŜ .ŀȅ ȅƻƎŀ ŀƴŘ 

Swimming at Cameron pools.  Even so, participation rate for many mainstream activities and facilities in 

Mt Roskill remained low. For a comprehensive summary of the findings, refer to table in Appendix . 

4.6.7 Physical Activity: Attitude, Motivation and Confidence Level 

The survey had 18 attitudinal items tapping into three dimensions, which are; motivation (6 questions); 

self-regulation (5 questions) and self-efficacy (7 questions). The mean rating for each item was calculated 

for both before and after the education session. The changes in ratings were small and there were no 

significant differences. This could be due to the high baseline score which leaves little room for 

improvement (i.e. the ceiling effect). (See Appendix M for the mean score at baseline and follow up). The 

following table summarises the percentage of questions that showed an increase, decrease and constant 

ŎƘŀƴƎŜ ƛƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƳŜŀƴ ŀǘǘƛǘǳŘƛƴŀƭ ǎŎƻǊŜǎ ōŜǘǿŜŜƴ ōŀǎŜƭƛƴŜ ŀƴŘ Ŧƻƭƭƻǿ ǳǇ ŦƻǊ ŜŀŎƘ ŘƛƳŜƴǎƛƻƴΦ  

 On the whole, participants did show some increase in their level of motivation and self-regulation 
towards engaging in physical activity or sharing or influencing others to be physically active.  

 Moreover, participants showed an increase in their self-efficacy or confidence in 86% (i.e. 6) of the 
questions for engaging in physical activity and sharing or influencing others to be more physically 
active.  

Table 8: 5ƛǊŜŎǘƛƻƴ ƻŦ ŎƘŀƴƎŜ ƛƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŀǘǘƛǘǳŘƛƴŀƭ ǎŎƻǊŜ ŦƻǊ ǇƘȅǎƛŎŀƭ ŀŎǘƛǾƛǘȅ ǊŜƭŀǘŜŘ 
behaviours 

Attitude and 
belief constructs 

Increase Decrease Constant 
Total number of 

items 

Motivation 50% 33% 17% 6 

Self-regulation 40% 20% 40% 5 
Confidence 86% 14% 0% 7 

 

4.6.8 Religious group HEHA workshop- pre and post- intervention comparison 

 

 

 

 

 

 

 

Of the 11 participants, 7 were female and 4 were male. They were mainly between 45 to 64 years. All 11 

participants were from India and they were affiliated with the religious group.  

After the education session, all 11 participants reported that they were interested in eating healthily. 

Almost all participants reported that they were interested in being more physically active (90.1%). 

This group received the combined HEHA education workshop. Only 11 follow-up surveys were returned 

and the results are only useful to make inferences about the South Asian population.  

Descriptive statistics and cross-tabulation were carried out where applicable and relevant. 

  

 

 

 

 



47 | P a g e 
 

4.6.9 Knowledge change 

Recommended fruit and vegetable intake  

Participants were asked to show their understanding of the recommended minimum daily intake of fruit 
and vegetable servings for an average adult. The pre-and post- analysis shows: 

 Participants at baseline reported the minimum daily fruit and vegetable serving intake was 3.4 
servings and there was a small increase to 3.6 servings at follow-up. 

 tŀǊǘƛŎƛǇŀƴǘǎΩ ƻǾŜǊŀƭƭ ǊŜǎǇƻƴǎŜ ǿŀǎ ǎǘƛƭƭ ƭƻǿŜǊ ǘƘŀƴ ǘƘŜ ŎƻƴǾŜƴǘƛƻƴŀƭ ΨрҌ ŀ ŘŀȅΩΣ ǿƘŜǊŜ ǘƘŜ ƳƛƴƛƳǳƳ 
number of fruit and vegetable servings is 5 or more.  

Portion size  

Participants were asked to identify an ideal healthy meal out of 3 options. 

 At follow-up, the proportion of those who correctly identified the ideal portion size plate (n=7) was 
more than those who could not identify an ideal portion size plate (n=4).  

 However, some who could not identify the correct portion size at baseline still could not identify 
the correct response at follow up.  

Oil, fat and milk facts 

Participants were asked to rate how healthy they think different type of oils, fats and milk are. The table 

below shows the overall changes in knowledge for the different type of fats, oils and milk between 

baseline and follow up. 

 It was evident at baseline that participants mostly rated all types of fats, oils and milks as either 
ƴŜǳǘǊŀƭ ƛƴ ƘŜŀƭǘƘ ƻǊ ŘƻƴΩǘ ƪƴƻǿΦ 

 At follow-up, participants on the whole rated coconut oil, ghee, cream and coconut milk or cream 
as an unhealthy type of fat, which is consistent with the message delivered in the education 
session. 

 In addition, olive oil, canola oil, light and green top milk were rated as healthier types of oil or milk. 
Table 9: Participant pre-and post- education response to the different fat, oil and milk options 

 Pre-education Unhealthy NeutraƭκŘƻƴΩǘ ƪƴƻǿ Healthy 

  Butter Sesame Oil  

 Olive Oil Mustard Oil  

 Canola Oil Cream  

 Coconut Oil Coconut 
milk/cream 

 

 Ghee Dark Blue top 
milk 

 

 Palm Oil Light Blue top 
milk 

 

 Peanut Oil Green top milk  

  Silver top milk  
Post-education Unhealthy bŜǳǘǊŀƭκŘƻƴΩǘ ƪƴƻǿ Healthy 

  
  
  

Coconut Oil Butter Olive Oil 

Ghee Palm Oil Canola Oil 

Cream Peanut Oil Light Blue top 
milk 

Coconut 
milk/cream 

Sesame Oil Green top milk 

 Mustard Oil  

 Dark Blue top milk  

 Silver top milk  
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The New Zealand Recommended Physical Activity Level 

Participants were asked to state the New Zealand recommended physical activity level (i.e. 30 mins on 

most days or all days of the week).  

 Only 9 participants provided data for analysis. 

 At follow-up, 7 participants reported the correct answer compared to 5 participants at baseline.   

 Sample size was too small to determine whether it was a meaningful change. 

 

4.6.10 Changes made after the session 

Fruit and vegetables  

Participants were asked to report the average serving of fruit and vegetables they consumed in the last 7 

days.  

 There was a slight decrease in fruit and vegetable consumption from 2.6 servings at baseline to 2.4 
servings at follow-up.  

Portion size 

Participants were asked to give a drawing description of their ideal dinner plate; this would serve as a 

good indicator for the portion of each type of food they normally eat. Comparing the pre-and post-

education drawing might reflect the changes in their eating habits. 

 Overall, at follow-up, the proportion of those who incorrectly drew a dinner plate outweighed 
those who could draw an ideal dinner plate correctly. 

 Before the education session, three out of the eleven participants could draw an ideal dinner plate 
that was consistent with the recommended portion size. Interestingly, at follow up, their drawing 
of an ideal dinner plate was inconsistent with the recommended guideline.  

 In contrast, three participants who were unable to or did not draw a correct plate before the 
education, were able to draw a dinner plate that is consistent with the recommendation after the 
education.  

 The drawings of another 4 respondents remained inconsistent with the recommendation or they 
did not respond. 

 Lƴ ŎƻƴǎƛŘŜǊŀǘƛƻƴ ƻŦ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƪƴƻǿƭŜŘƎŜ ƻŦ ƘŜŀƭǘƘȅ ǇƻǊǘƛƻƴ ǎƛȊŜ ŀƴŘ ǘheir follow up 
drawings of an ideal dinner plate, only 2 participants answered correctly and in consistence with 
the recommendations.  

 Interestingly, five participants could not draw a dinner plate that was consistent with the 
recommended portion size, but they showed knowledge of the ideal healthy portion size plate.  
 
Table 10: tŀǊǘƛŎƛǇŀƴǘǎΩ ǊŜǎǇƻƴǎŜǎ ǊŜ ǘƘŜ ƛŘŜŀƭ ƘŜŀƭǘƘȅ ŘƛƴƴŜǊ ǇƭŀǘŜ ŀƴŘ ǘƘŜƛǊ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ 
portion size at follow-up  

Hand-drawn ideal dinner plate aligned 
with the recommended portion size 

(post) 

Knowledge of 
portion size (post) 

Total count 

V V 2 

X V 5 

X X 3 

V X 1 
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Cooking oil, fat and milk usage  

Participants were asked to rate how often they consume different type of oils, fats and milk. The table 

below shows the changes in the self-reported consumption of each type of oil, fat and milk between 

baseline and at follow-up. 

 Participants on average reported that they consumed or used less of Dark Blue Top milk and cream 
in the last 7 days of completing the follow-up survey. 

 Despite this decrease in the consumption of Dark Blue Top Milk; there was no increase in the 
consumption of Light or Green Top milk. 

Compared to the baseline data, participants continued to use canola oil more often than other cooking 

oils and fats. At the same time, participants also continued to report using ghee and butter in their 

cooking on an occasional basis.  

Table 11: A summary of the pre-and post-intervention changes to the inquired dietary habit  
Pre-education Often Sometimes Rarely/Never 

 

Canola Oil Butter Coconut Oil 

Dark Blue top milk Olive Oil Palm Oil 

 
Ghee Peanut Oil 

 
Cream Sesame Oil 

 
Light Blue top milk Mustard Oil 

 
Green top milk Coconut milk/cream 

  
Silver top milk 

Post-education Often Sometimes Rarely/Never 

 

Canola Oil Butter Coconut Oil 

 
Olive Oil Palm Oil 

 
Ghee Peanut Oil 

 
Dark Blue top milk Sesame Oil 

 Light Blue top milk Mustard Oil 

 Green top milk Cream 

  Coconut milk/cream 

  Silver top milk 

Self-reported physical activity level 

Participants were asked to report the number of days, within the last 7 days, they engaged in physical 

activity for at least 30 minutes. 

 Although the change is insignificant, the data showed an average of a one day increase, from 3 to 4 
days of physical activity in the last seven days after the session.   

Awareness of mainstream physical activities and facilities in the Mt Roskill region 

Participants were asked about their awareness of, and participation in, the mainstream physical activities 

and facilities in the Mt Roskill region. Results highlighted that some participants have been inconsistent 

with their response. Several participants were aware of various mainstream activities or facilities available 

in the Mt Roskill region at baseline; however, they became unaware of the same mainstream activities or 

facilities at follow up. 

 There was still some increase in awareness of some mainstream activities. For instance, Mt Roskill 
pump and steps, as well as swimming at Cameron Pools. 

 In general, participants were more aware of aqua-aerobics than other activities or facilities. 

 Overall, there was a decrease in the awareness of different mainstream activities.  

 The awareness and participation within mainstream activities and facilities available in the Mt 
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Roskill region remained low amongst the religious group. 

 For a detailed summary of the findings, refer to Appendix N. 
 

4.6.11 Healthy Eating and Physical Activity Attitude, Motivation and Confidence Level 

Changes in attitude and motivation  

The survey had 17 attitudinal items tapping into three main attitudinal dimensions, which are: motivation 

(6 questions); self-regulation (3 questions) and self-efficacy/confidence (7 questions). For more detail of 

the mean score for each attitudinal item refer to Appendix O. 

 Interestingly, it was noticed that participants rated themselves very positively during pre-
intervention. This created a ceiling effect leaving little room for improvement. In addition, despite 
the decrease found in some attitudinal ratings, paǊǘƛŎƛǇŀƴǘǎΩ ŀǘǘƛǘǳŘƛƴŀƭ ƭŜǾŜƭ ǊŜƳŀƛƴŜŘ ǇƻǎƛǘƛǾŜΦ 

 ¢ƘŜ ǊŜǎǳƭǘǎ ǎǳƎƎŜǎǘ ŀƴ ƛƳǇǊƻǾŜƳŜƴǘ ƛƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƳƻǘƛǾŀǘƛƻƴ ŀƴŘ ǎŜƭŦ-regulation towards 
ƘŜŀƭǘƘȅ ŜŀǘƛƴƎ ŀƴŘ ŀŎǘƛǾƛǘȅΣ ŀƴŘ ǎƘŀǊƛƴƎ ƘŜŀƭǘƘȅ ƳŜǎǎŀƎŜǎ ǿƛǘƘ ƻǘƘŜǊǎΦ IƻǿŜǾŜǊΣ ǇŀǊǘƛŎƛǇŀƴǘǎΩ 
confidence levels varied. 

 There might be a degree of research-expectation bias, where participants reported responses that 
are in favour of the assumed aims of the study. This assumption can be supported by the fact that 
ǇŀǊǘƛŎƛǇŀƴǘǎ ǊŜǇƻǊǘŜŘ ΨǇƻǎƛǘƛǾŜƭȅΩ ƻƴ ŀ ƴŜƎŀǘƛǾŜƭȅ-worded question. 
 
Table 12: 5ƛǊŜŎǘƛƻƴ ƻŦ ŎƘŀƴƎŜ ƛƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŀǘǘƛǘǳŘƛƴŀƭ ǎŎƻǊŜ ŦƻǊ ƘŜŀƭǘƘȅ ŜŀǘƛƴƎ ϧ ǇƘȅǎƛŎŀƭ ŀŎǘƛǾƛǘȅ 
related behaviour 

Attitude and 
belief constructs 

Increase Decrease 
Total number of 

items 

Motivation 67% 33% 6 

Self-regulation 100% 
 

3 

Confidence 50% 50% 8 
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4.7 Food business intervention  

 

 

4.7.1 Grocery stores 

The participating grocery stores were assessed based on the objectives listed above. The following table 

summarises the changes found in the pre- and post-intervention observation data. Overall, based on data 

collected from the two observations, two patterns are noted: 

1. Stores complied with displaying the posters and having take-home copies of health information for 
patrons. 

2. Grocery stores continued with their existing shop display practice. That is, all shops kept their stock 
display arrangement the same as observed at baseline. Some of these stock arrangements were 
consistent with the project recommendations, e.g. displaying healthy oils visibly or displaying ghee 
is less visible location, whilst some were inconsistent with the project recommendations. 
 

 

 

 

 

 

 

The South Asian HEHA project also extended their initiative and efforts to South Asian owned food 

businesses. In summary, the programme endeavoured to work in partnership with food businesses to 

find ways to work together to promote healthy eating in their community.  

The goals of engaging with food business were: 

 To establish ongoing partnership. A partnership is inferred when: 

o Food businesses display the partnership posters, and; 
o There was an informal agreement between the food businesses and the project.  

 To establish the kinds of change food outlets are able to make and encourage them to make a 

change. 

Grocery stores are to: 

o Display oil and fat facts poster 

o 5ƛǎǇƭŀȅ ǘŀƪŜ ƘƻƳŜ ŎƻǇƛŜǎ ƻŦ άIŜŀƭǘƘȅ 9ŀǘƛƴƎ ŦƻǊ {ƻǳǘƘ !ǎƛŀƴǎέ ŀƴŘ άhƛƭ ŀƴŘ Ŧŀǘ ŦŀŎǘǎ 

ǇŀƳǇƘƭŜǘǎέ 

o Display  healthy oil strategically 

o Display fat, in particular Ghee, in less visible location 

  Restaurants are to: 

o Offer salad as part of one dish 

o Offer a low-fat option for a popular dish 

o Complete the optimal frying technique training provided by CHIP group.  

Observations were conducted at 4 grocery stores and 5 restaurants/takeaways before (Feb, 2010) and 

1-month after the intervention (April, 2010) to assess food businesses against the above objectives. It is 

important to note that the observation data are based on a snapshot of the businesses on the two 

business days. 
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Table 13: Summary of pre & post-intervention observation changes for grocery objectives 

 

Participation  

All four stores received the partnership poster, information pack and a contract for participation. Three 

stores had started participating in the programme on the observation date.  

Display of oil posters and partnership posters 

Two of four grocery stores had the oil and partnership posters displayed in store. One store displayed the 

posters at a highly visible location of the store. However, in another store (#2) the posters were displayed 

at a height closer to the ceiling making the content of the poster difficult to read. (See footnotes 31 and 32 

for added detail). 

Display of take-home copies of healthy eating booklet and oil and fat facts pamphlets  

Two stores had both booklets and factsheets available. However; the observer had to ask prior to locating 

them; hence these booklets and factsheets were not easily visible to patrons of the grocery stores. One 

store had run out of booklets and no information about was available from the other store.  

Oils and fats arrangement- Display of healthy oil and ghee 

At revisit, the stores had not rearranged the oils and fats, these items were stocked at the same location 

post-intervention as they were at baseline.  

                                                           
31

 A staff at grocery store #1 reported that the owner had not put up the posters nor explained the 
programme to the staff. 
32 Store #4 explained that they had not been able to display the posters because the posters were not 

adhering to the brick wall and needed further assistant from community coordinator to help solve the 

problem. 

 

Stores ID Both 
Posters 
displayed 

Take-home 
information 

Healthy oil visibly 
displayed  

Fats such as ghee 
displayed at less 
visible location 

Grocery store 1     

Baseline - - V X 

Post-
intervention 

X31 X V X 

Grocery store 2     

Baseline - - X V 

Post-
intervention 

V V X V 

Grocery store 3     

Baseline - - V V 

Post-
intervention 

V All taken V V 

Grocery store 4     

Baseline - - V X 

Post-
intervention 

X32 V V X 
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Only one store had stocked healthy oil options at a visible location and ghee at a less visible location. This 

store had stocked oils and ghee separately; where ghee was stocked at the back of the store, above-eye-

level, whereas, healthy oils were stocked at front of the store. In the other store, neither oil nor ghee were 

easily located; they were stocked at different locations, ghee was stocked above-eye-level and oils were 

stocked below-eye-level.  The remaining two stores had healthy oil options such as canola, sunflower and 

soya bean oil stocked at a visible and easily accessible location of the store. However, these stores had 

also positioned ghee and other fat adjacent to these oil options.   

4.7.2 Restaurants and takeaways 

The participating restaurants and takeaways were assessed based on the objectives listed above. A 

summarised comparison of the pre- and post-intervention observation data is presented in Table 15 

below. A few general observations were noted. 

1. Business owners reported that it was more straightforward to offer salad as part of a dish or meal 
rather than offering a low-fat alternative for a popular dish. 

2. Only one takeaway has changed their menu to indicate the healthy option, the rest did not. 
 
Table 14: Summary of pre & and post-intervention observation changes for restaurant objectives 

 

 

 

 

 

 

 

 

 

 

  

                                                           
33

 Café R6 was being cleaned and the poster will be put up after the cleaning and when they find a good spot to display 

it 

Stores ID Partnership 
posters displayed 

Offering salad 
as part of 1 dish 

Offering a low-fat 
option for a 
popular dish 

Restaurant/ takeaway R2    

Baseline - V - 

Post-intervention V V V 

Restaurant/  takeaway  R3    

Baseline - - - 

Post-intervention V V V 

Restaurant/  takeaway  R4    

Baseline - - - 

Post-intervention X X X 

Restaurant/  takeaway  R5    

Baseline - - - 

Post-intervention V V V 

Restaurant/  takeaway  R6    

Baseline - - - 

Post-intervention X
33

 V V 
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Participation  

At follow-up, it was observed that three of the five restaurants and takeaways displayed the partnership 

poster at a location that is visible to its patrons. One restaurant (R4) did not have the partnership poster 

up and explained that the shop will not participate in the programme on Fridays. Fridays are the busiest 

time of the week, the restaurant assistant did not have the time to explain the programme to customers 

amongst all the tasks she needs to accomplish. The restaurant claimed that the healthy option is made 

available on all other days.  

Offering free salad as part of a dish 

Four of the five restaurants and takeaways staff on duty on the day of the observation reported that they 

were serving a side salad as part of one dish. However, only one takeaway had amended their menu to 

show customers that they had replaced soft drinks with salad. If customers preferred to have soft drink to 

go with their meal instead of salad, they had to pay an extra dollar.  For the other three shops, no further 

information about the free salad was available in the shop, apart from the information on the partnership 

posters. Hence, if the partnership poster was not visible to customers at the time when they are making 

their order, they might not be aware of this offer.  

Offering a low-fat option for one popular dish 

Four of the five restaurants and takeaways reported they offer a low-fat option for one popular dish. 

However, no information was available in the shop about the low-fat option apart from the information 

on the partnership posters. The owner of two restaurants respectively reported that very few customers 

requested the low-fat option. One restaurant reported that instead of asking customers if they would like 

a low-fat option of the popular dish, they would just prepare it with low-fat cream. The shop assistant of a 

café revealed that it is not possible to prepare a low-fat version for the curry the shop owner has 

nominated for the intervention due to the traditional ingredients required such as cottage cheese to make 

that curry. 

 

4.8 Train the trainee programme- Outcomes  

 

 

 

 

 

 

 

4.8.1 Participation rate and continuity 

Twenty-seven volunteers confirmed their attendance for the two-day training programme.  Of these, 

sixteen (59%) attended Day 1 and fifteen returned for Day 2. Overall, thirteen South Asians from the Mt 

Roskill community completed the entire TTT programme. The remaining two participants were only able 

ǘƻ ŎƻƳǇƭŜǘŜ ƘŀƭŦ ƻŦ 5ŀȅ нΩǎ ǘǊŀƛƴƛƴƎ ŀǎ ǘƘŜȅ ƘŀŘ ƻǘƘŜǊ ŎƻƳƳƛǘƳŜƴǘǎΦ 

The project has met its goal of having at least ten South Asians from the Mt Roskill community attend 

the full TTT programme. The project also planned to recruit participants from the education workshop to 

volunteer their time to take part in the TTT programme. However, due to the low response from the 

previous education workshops, other South Asians from the community were also invited to the TTT 

programme.  

Trainees were asked to complete a knowledge quiz before and after the training to assess their healthy 

eating and healthy action knowledge. In addition, they completed an evaluation form and participated 

in a group discussion on future suggestions and areas for improvement. 

¢Ƙƛǎ ǎŜŎǘƛƻƴ ǿƛƭƭ ǊŜǇƻǊǘ ƻƴ ǘƘŜ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ǊŀǘŜ ŀƴŘ ŎƻƴǘƛƴǳƛǘȅΣ ŎƘŀƴƎŜǎ ƛƴ ǘǊŀƛƴŜŜǎΩ ƪƴƻǿƭŜŘƎŜΣ 

evaluation feedback and future suggestions. 

 



55 | P a g e 
 

Only one participant from the education workshop volunteered and continued through the TTT 

programme.  

Figure 12: Response rate of volunteers from the education workshops to the TTT programme 

 

 

 

4.8.2 Knowledge change 

Knowledge quiz assessment  

Quiz scores indicated an improvement in knowledge for the thirteen trainees who completed the 

programme. The quiz comprised of ten questions, each covering key messages from the programme 

topics. On average, the thirteen trainees achieved a 62% improvement in knowledge. This is equivalent to 

answering six questions correctly, as opposed to an average of four correct answers at baseline.   
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Figure 13: Number of trainees with improved, maintained or unknown knowledge change 

 

Knowledge change by topic 

Likewise, trainees on the whole achieved a higher percentage of correct answers across all topics. As 

shown by the figure below, the topics that show higher knowledge gain were related to physical activity 

guidelines; house chore exercise; NZ food and nutrition guidelines and portion size. There was 

approximately a 21-36 percent improvement of correct answers for these topics.  

The results also indicate that more training may be warranted in some topics, including fruit and vegetable 

consumption; communication; and the physical activity guideline.  Few trainees (five or less) offered 

correct answers to quiz questions relating to these topics. 

 

Figure 14: Percentage of correct answers for each training topic 

 

4.8.3 Evaluation Feedback 

¢ƘŜ ŜǾŀƭǳŀǘƛƻƴ ŦƻǊƳ ŎŀǇǘǳǊŜŘ ǘǊŀƛƴŜŜΩǎ ŦŜŜŘōŀŎƪ ŦƻǊ ōƻǘƘ ǘƘŜ ǇǊƻƎǊŀƳƳŜ ŀƴŘ ǘƘŜ ŀǎǎƻŎƛŀǘŜŘ ǘǊŀƛƴƛƴƎ 

resources for the following dimensions: satisfaction; structure and organisation; ease of understanding; 

outcomes and effects; and cultural appropriateness. Trainees were asked to rate statements relating 

different aspects of the programme and training resource on a 6 point-likert scale, wheǊŜ м ƛǎ ΨǎǘǊƻƴƎƭȅ 

13

2 1
0

2

4

6

8

10

12

14

Improved Maintained Unknown

N
u

m
b

e
r 

o
f 
p

a
rt

ic
ip

a
n

ts

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

P
e

rc
e

n
ta

g
e

 o
f 

co
rr

e
ct

 a
n

sw
e

r

Training topics

Pre

Post



57 | P a g e 
 

ŘƛǎŀƎǊŜŜΩ ŀƴŘ с ƛǎ ΨǎǘǊƻƴƎƭȅ ŀƎǊŜŜΩΦ LƴŦƻǊƳŀǘƛƻƴ ƎŀǘƘŜǊŜŘ ŦǊƻƳ ǘƘŜ ƎǊƻǳǇ ŘƛǎŎǳǎǎƛƻƴǎ ǿƛƭƭ ŀƭǎƻ ōŜ ǇǊŜǎŜƴǘŜŘ 

here to complement the evaluation feedback. 

 The feedback received from the trainees has been very positive. Overall, all trainees who 
completed the programme evaluation were very satisfied with the programme and training 
resources they received.  

 

4.8.4 Feedback on Programme  

Overall satisfaction of the programme 

On average, the trainees were very satisfied (average rating of 5.8 out of 6) with the training programme 
they received. Many trainees left positive feedback on the evaluation forms. These comments suggested 
that they enjoyed the programme and they have gained knowledge on healthy eating and physical activity. 
Some trainees reflected on how this programme was a useful reminder about healthy behaviours for 
immigrants. 

Structure and organisation  

Overall, the trainees strongly agree that the programme was well-prepared and there was a good balance 

between presentations, group work and activities. They also felt that they were well-informed about the 

purpose of the resource folders provided. However, the trainees also felt that there was a lot of 

information to learn in a day. See Appendix P for the average rating. 

The understandability of the topics 

The majority of the trainees did not find the topics of the 2-day training programme difficult to 

comprehend. However, there were a small number of trainees who thought home-based exercise (n=5), 

group exercise (n=5), and fruit and vegetables (n=4) more difficult to understand. 
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Figure 15: Topics trainees found difficult understanding 
 
During the group discussions, a few participants commented on the self-reflection session they had. While 
the session on self-reflection was interesting, it was suggested that more practical illustrations would be 
helpful to trainees in visualising particular health issues. Another participant commented on more time 
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needed to explain the topic. Like for the session on communication, practical experience on 
communication would further enable learning. More information about ingredients of food would also be 
helpful. 

Usefulness of programme 

Overall, participants expressed that most parts of the programme were useful. The topics that most 

trainees considered useful were the New Zealand food and nutrition guidelines (n=13), fruit and 

vegetables (n=13); self reflection (n=12); New Zealand physical activity guidelines (n=12); and group 

exercise (n=12). Other topics were also found to be useful to many participants. Comparatively fewer 

trainees reported the section on role play to be useful. See graph in Appendix P for detail. 

Cultural appropriateness  

The trainees agreed that the overall programme is appropriate for South Asians and the content of the 

programme relates well to their South Asian culture (average rating of 5.3 and 5.5 out of 6, respectively). 

Programme effects and outcomes  

The results also show positive programme outcomes and effects. Firstly, trainees on average agreed or 

strongly agreed that they understood and learnt more about the healthy eating and healthy activity as the 

result of the training programme.  

Interestingly, one trainee humorously said he would have difficulties. Having driven to the workshop, it 

was problematic to walk home afterwards, even if he was strongly motivated to do so. Moreover, because 

he has a home cleaner, he could not do his own house chores as exercise. His comments imply that he 

understood the topic on home-based exercises and was able to apply the information learnt. Similarly, at 

the discussion, one trainee suggested to the group that they should engage in some exercises when 

watching television. This trainee demonstrated his understanding of home-based exercise and he instantly 

applied his learning and shared with other trainees. 

Moreover, trainees agreed strongly that the programme was useful in preparing them to share learnings. 

In addition, trainees felt that the programme stimulated their interested in sharing health knowledge and 

they also agreed that they intended to share the information they learnt from the programme to others in 

their community (See Appendix P for a summary on the average ratings). Trainees were asked where they 

are intending to share HEHA information. Their responses can be categorised into three main groups. 

These are: family and relatives (9 responses); friends (2 responses); and community/cultural groups (4 

responses). Trainees most commonly responded that they will share the information with their family. 

The trainees also believed other people in the community will also find the information given in the 

programme beneficial. They also felt that, to some extent, they would not require further training before 

sharing knowledge with others in the community. Lastly, trainees agreed that as the result of the training 

programme, they believe that they can provide information on healthy eating and healthy activity to 

others. One trainee commented during the group discussion that the programme increased her self-

esteem and she felt she is more confident in sharing the health messages with others. 

 

4.8.5 Manual/ resources 

Overall satisfaction  

On the whole the trainees are satisfied with the content of the resource folders they received (average of 

5.7 out of 6). In addition, they agreed that the resources helped them understand more about the topics 

presented to them at the training (average of 5.5).   
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Structure and organisation  

Overall, the trainees felt that the resources they received were user-friendly and the resources presented 

to them were easy to understand (average both rating of 5.6 out of 6,).  

Programme effects and outcomes  

The trainees agreed that they have learnt how to use the resources in the folder to share information with 

others (average of 5.5 out of 6).  They also reported feeling more able to share health information with 

others because of the resources they received (average of 5.5).  The handouts, summary cards and show 

cards in the folder were thought of as being helpful for sharing healthy eating and activity information 

(average of 5.5).  Furthermore, the trainees also agreed that they are keen to share information on 

healthy eating and healthy activity with others using the resources they received (average of 5.5).  

Cultural appropriateness  

The trainees agreed that the training resources are appropriate for South Asians (average of 5.3). 

 

4.8.6 Suggestions 

When asked for suggestions to improve the effectiveness of the programme in preparing trainees to share 

knowledge with others, the following factors were identified from the evaluation form and some of these 

were mentioned again during group discussion: 

1. More group activities or group work; 
2. Opportunity to ask questions; 
3. Opportunity to build peer support network with other trainees. Some trainees mentioned 

establishing a trainee/peer support network. Thus, a trainee will have a support group where they 
can seek peer support; 

4. Practice skills and practical experience. Trainees suggested that health recommendations and tips 
should be made explicit, practical and concrete as well as related to their everyday diet and 
cooking habit. 

Other suggestions  

Additional suggestions were introduced by the trainees in the group discussion, which include: ongoing 

health promoting initiatives; support from the HEHA programme; and raising awareness of health 

programme for South Asian communities. Each of these suggestions is explained below. 

Ongoing health promoting initiatives 
Four trainees suggested that more of this type of programme is needed, either to refresh their memory or 

ǘƻ ΨƪŜŜǇ ǘƘŜ ōŀƭƭ ǊƻƭƭƛƴƎΩΣ ǎƛƴŎŜ ǘƘƛǎ ƛǎ Ƨǳǎǘ ǘƘŜ ōŜƎƛƴƴƛƴƎ ƻŦ ŀ ǇǊƻƎǊŀƳƳŜ ŦƻǊ {ƻǳǘƘ !ǎƛŀƴǎΦ  ! ŦŜǿ ǘǊŀƛƴŜŜǎ 

suggested that ongoing sessions or programmes are preferred. They also suggested that sessions should 

be offered regularly.  

Need support from the HEHA programme 
A few trainees suggested that they would need some support from the programme to share information 

with community or other groups. As they have just learnt the new information, having someone from the 

programme present at the group is a way to support the trainees. They also explained that having experts 

from the programme present will generate more credibility and impact.  

Raising awareness of health promotions for the South Asian communities 
Many participants suggested that the programme needs better promotion. At the moment, awareness of 

the programme is perceived as low by the trainees. They only found out about the programme when the 

coordinator made a visit to their group. They also suggest promoting the programme through using flyers, 
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notice boards in community centres, email, website, online social networking or by making visits to 

different localities and groups.  

 

4.9 Enablers, challenges and other issues 

 

 

 

 

4.9.1 Programme Providersô perceptions 

Enablers 

Discussions with the programme providers revealed the following enablers at contextual, provider and 

community levels: 

 

Figure 16:  Summary of the types of enablers faced by the programme stakeholders 

Contextual level 

 Partnership with a University creates credibility for the project in the eyes of the South Asian 
community.  

o The University of Auckland has given the project creditability and a sense of recognition.  
The community recognises the University as a trustworthy organisation, whereas the 
community agency is still relatively new within the community.  

Provider Level 

 Previous community linkages and networks 
o ¢ƘŜ ǊŜŎǊǳƛǘƳŜƴǘ ǇǊƻŎŜǎǎŜǎ ǿŜǊŜ ǎǘǊŜƴƎǘƘŜƴŜŘ ōȅ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ŀƎŜƴŎȅΩǎ ŎƻƴǘŀŎǘ ŀƴŘ 

relationship with community groups.  

 Be seen and build trust 
o It is important for the project personnel to be physically present in the community. It was 

noted that being seen in the community is essential for building trust and for the 
community to accept the programme. Community participants share similar thoughts. 

Example of specific enablers

The type of enablers can be 
classified in three levels

Enablers that faciliate the 
stakeholders  during the 

programme implementation  
and delivery

Enablers

Contextual level

e.g.  Partnerships 
establish credibility 

for the project

Community level

e.g.  Support from 
leaders

Provider level

e.g. Pervious 
(personal) 

community linkages 
and network

Discussions with the programme providers and community participants revealed common enablers 

and challenges that influenced the effectiveness and success of the South Asian HEHA project. These 

perceptions are summarised in the following section. 
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 Being South Asians 
o Stakeholders realised that being South Asians was an advantage to the project as it gave 
ǎƻƳŜ άƛƴǎƛŘŜǊ ǇŜǊǎǇŜŎǘƛǾŜέ ǿƘƛŎƘ ƎǳƛŘŜŘ ǘƘŜ ǇǊƻƧŜŎǘΦ 

Community level 

 Support from group / community leaders facilitated recruitment. 
o If the leaders supported the project, they would pass the project message along to their 

group.  The community coordinator would then have access to the group to introduce the 
project and recruit participants.  

The Challenges 

Challenges were also identified during discussions with programme providers at a contextual, programme 

implementation and community level. 

 

Figure 17:  Summary of the types of challenges faced by the programme stakeholders 

Contextual level 

 Discrepancy in the understanding of networking and connection  
o The University prefers to follow a scientific approach to participant recruitment, which 

follows pre-determined participant selection criteria such as locality and ethnicity. The 
community agency believed that their non-personal and personal connections (such as 
friends and others they know) were helpful during the recruitment process. 

 Needs assessment  
o An initial formal needs assessment was not done34  

 Community consultation and engagement 
o Increasing community consultation may improve the outcomes of the project especially in 

areas of recruitment, reach and relationship building. 

 Divergent perspectives 
o There is divergence in perspective and approach to recruitment which led the programme 

providers to believe that the working partnership between the University and the 
community agency was not always enabling and effective. 

Programme implementation level 

                                                           
34

 An initial formal needs assessment was not done as planned for various reasons including change in staff, difficulty 

in bringing communities together, etc.  However, needs assessments were subsequently done with groups that attended 

the education workshops and the information collected was fed into programme development for training the trainees 

and subsequently into developing the South Asian Health promotion manual. 

Example of specific challenges 
faced

The type of challenges can be 
classified in three levels

Programme challenges faced by 
the programme stakeholders

Challenges

Contextual level

e.g. insufficient 
partnership

Programme 
implementation 

level

e.g. lack of 
relationship and 

engagement 

Community level

e.g. Lack of 
social cohesion 
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 Community turnout 
o Low turnout was an unanticipated challenge that the programme stakeholders 

experienced throughout the project. The one provider explained that the participants had 
ǘƘŜ ǘŜƴŘŜƴŎȅ Ψǘƻ ǇƭŜŀǎŜΩ ǿƛǘƘ ƴƻ ƎŜƴǳƛƴŜ ƛƴǘŜƴǘƛƻƴ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜΦ  

 Continuity of participants through programme 
o A related downside of lack of engagement of the participants was lack of continuity of 

participation throughout the programme. It was observed that only one volunteered 
participant continued to the TTT programme and very few prospective trainees who 
attended the mobilisation session of the TTT returned to attend the TTT programme. 

 Community buy-in and ownership 
o There is a mutual understanding that the lack of proper needs assessment, community 

engagement and relationship building are related to the lack of community buy-in. 

 Awareness of programme  
o Participants shared that there was lack of awareness of the South Asian HEHA project in 

the community and the community had little interest in healthy eating and health action. 
Some stakeholders thought that an awareness building component or campaign prior to 
the actual delivery of the HEHA project would help generate awareness and interest for 
healthy eating and healthy action in the community. 

 Lack of experience 
o Some stakeholders were learning as the programme was implemented and only gradually 

became more aware of the importance of community consultation and engagement. 

Community level 

 Social cohesion 
o One provider suggested that some South Asian communities are less likely to relate to or 

bond with their counterparts in the community.  

 No common venues where all South Asians gather 
o A practical challenge was also raised: the South Asian community has fewer common 

gathering venues where they can be reached. In the South Asian community, there is a 
diversity of religion, each has different gathering avenues and they are scattered, as 
opposed to the Pacific where most are affiliated with churches. Hence, to reach the South 
Asian community is more time-consuming and challenging.  

 Language competency  
o In the case of the TTT programme, some participants who attended have limited English 

and had trouble communicating in the programme. These participants preferred a 
translator or to have the programme delivered in their own language. However, languages 
in the South Asian community are very diverse, so it is challenging to be multilingual. 

 South Asian cultural values and health attitude 
o ¢ƘŜ ŎƻƳƳǳƴƛǘȅΩǎ ŎǳǊǊŜƴǘ ŀǘǘƛǘǳŘŜ ŀƴŘ ōŜƭƛŜŦ ŦŀǾƻǳǊ ǘƘŜƛǊ ƻǿƴ ŎǳƭǘǳǊŀƭ ǇǊŀŎǘƛŎŜ ŀƴŘ ŎǳƭǘǳǊŜΦ 
CƻǊ ŜȄŀƳǇƭŜ ǘƘŜ ƴƻǘƛƻƴ ƻŦ ƘŀǾƛƴƎ ŀ άƎǊŜŜƴ ǘƛŎƪέ ǿƘŜƴ LƴŘƛŀƴǎ ŦƛǊǎǘ ƛƳƳƛƎǊŀǘŜ ƛƴǘƻ bŜǿ 
Zealand means they aǊŜ ƘŜŀƭǘƘȅΦ Lƴ ŀŘŘƛǘƛƻƴΣ ŦǊƻƳ ŀ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ǎǳǊǾŜȅ ǊŜǎǇƻƴǎŜΣ ƛǘ ǿŀǎ 
ǊŜǇƻǊǘŜŘ ǘƘŀǘ άƘŜŀƭǘƘέ ǿŀǎ ƴƻǘ ǇŀǊǘ ƻŦ ǘƘŜƛǊ ŎǳƭǘǳǊŜΦ 

 Readiness to change - mindset of the community 
o Providers suggested that South Asians might already have an understanding of healthy 

lifestyle, but they do not see a need to make a change or are not ready to make a change 
to their current lifestyle. It also appears that the target population needs to become aware 
and accept the need to look after their health before they could make changes to their 
lifestyle. One provider also suggested that religion and customs come into play as well. 

 The concept of volunteering is not established 
o ¢ƘŜ ǇǊƻƎǊŀƳƳŜ ǊŜƭƛŜǎ ƻƴ ǘƘŜ {ƻǳǘƘ !ǎƛŀƴ ŎƻƳƳǳƴƛǘȅΩǎ ǿƛƭƭƛƴƎƴŜǎǎ ƛƴ ŘŜŘƛŎŀǘƛƴƎ ŀƴŘ 

volunteering their time to participate in the project. One provider highlighted the crucial 
factor that volunteering is not a normative practice in the South Asian community. In the 
case of the food business intervention, business owners took time to consider the cost and 
benefit of participating in the project. Some food businesses decided to take part in the 
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project only after seeing other food businesses participating in the project.  

 Pre-occupation with settlement issues 
o Many South Asians are recent immigrants and are pre-occupied with settlement issues 

such as finding appropriate employment and providing adequately for their families which 
takes precedence over health issues or to volunteering. 

 

4.9.2 Community Participantsô perspective  

Enablers 

 Family and social support 
o A common enabler mentioned by some participants was social support or family support. 

For instance; a walking group, support from spouse and family, and being motivated by 
friends. 

 Family attitudes 
o Having family members accepting and making a dietary change together is also supportive. 

Some families will receive more support because of their family values and characteristics 
such as respect for elderly and family cohesion. 

Challenges  

 Busy lifestyle and time barriers 
o A few trainees reported that time constraint is a barrier to health behaviour change. If 
ǇŀǊǘƛŎƛǇŀƴǘǎΩ Řƻ ƴƻǘ ƘŀǾŜ ǘƛƳŜΣ ǘƘŜȅ ǿƻǳƭŘ ƴƻǘ ōŜ ŀōƭŜ ǘƻ ŀŦŦƻǊŘ ǘƘŜ ǘƛƳŜ ǘƻ ǇǊŜǇŀǊŜ ŦƻǊ ŀ 
healthy meal, and they would prepare something fast and simple, which usually is food 
that is less healthy. 

 Family attitudes 
o ! ŦŜǿ ǊŜǇƻǊǘŜŘ ǘƘŀǘ ƛǘ ǿŀǎ ƘŀǊŘ ǘǊȅƛƴƎ ǘƻ ŎƘŀƴƎŜ ŎƘƛƭŘǊŜƴΩǎ ƘŀōƛǘǎΣ ŀƴŘ ǘƘŀǘ ŦŀƳƛƭȅ 

reluctance is another barrier. For example, a small change such as consuming lower fat 
milk is a big difference for the family. 

 South Asian attitudes towards health 
o A pŀǊǘƛŎƛǇŀƴǘ ǿǊƻǘŜ ƛƴ ǘƘŜ ǎǳǊǾŜȅ ǘƘŀǘ άLƴŘƛŀƴǎ ŘƻƴΩǘ ǘƘƛƴƪ ŀōƻǳǘ ƘŜŀƭǘƘ ŀƴŘ ƛǘ ƛǎ ƴƻǘ ǇŀǊǘ 
ƻŦ ǘƘŜƛǊ ŎǳƭǘǳǊŜΦέ 

 

4.10 Learnings for initiative to go forward 

 

 

 

 

This was a new initiative and much learning occurred during the development and implementation of 

the project for providers. In addition, this was also a novel experience for the South Asian community 

because they never previously had any culture-specific programme designed for them. A few key 

learnings have been identified from the discussions. These key learnings can also be categorised into 

three levels; contextual, programme and provider level.  
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Figure 18: Summary of the type of challenges faced by the programme stakeholders 

Contextual level 

 Begin with an understanding of the South Asian populations 
o The first step is understanding health from the perspective of the community. If health is 

not part of their cultural norm and life priority; or they have not yet developed a positive 
attitude and motivation around health, then these need to be addressed first. These 
factors may influence the way they respond to the health programme.  

 Create awareness of the need to lead a healthy lifestyle 
o Some stakeholders mentioned that it is important to raise awareness and interest for 

healthy lifestyle. It appears that being aware of the need for engaging in healthy lifestyle is 
a missing precursor of the project.  

 Engaging and consulting with the community 
o In order to understand the population and their current health beliefs, it is important to 

engage and consult with the community. While an advisory group did meet quarterly, 
some stakeholders mentioned that more time and effort should be placed in engaging 
with the community, so that the community feels involved and engaged throughout the 
programme and not just at the point of recruitment. This is one of the most consistent 
learnings across the stakeholders. 

Programme implementation level 

 One size does not fit all 
o The heterogeneous nature of the South Asian population is a major factor that was 

overlooked. Stakeholders explained that the South Asian population is a diverse 
population, which is derived from many different factors such as origin and religious 
beliefs. Group differences also influence the approachability and accessibility of the group. 
This made some stakeholders suggest that a generic campaign for all South Asians might 
not be the most appropriate way to promote health among this population.  

 Need continuation in project initiatives 
o Programme initiatives need to follow through in a timely manner. If too much time lapses 

between initiatives, the interest and motivation level of potential participants may 
diminish. Therefore, subsequent initiatives will not benefit from the impact created from 
earlier initiatives. 

 Volunteering is not part of their culture 
o It is important that the programme is built on what the community is capable of offering 

and how they feel about the concept of volunteering. Some suggested that support and 
compensation are necessary to motivate the South Asian community to volunteer their 
time to participate in the programme.  

The type of learnings can be 
classified in three levels

KeyLearnings

Contextual level

e.g.The community 
needs to be sensitised 

to the need for a 
healthy lifestyle

Provider level

e.g.  Need to protect 
exisiting relationship

Programme 
implementation level

e.g. Need continuation 
in initiatives
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Provider level 

The last level of learning is the provider level learning. These are the skills and techniques stakeholders 

learnt as the result of interacting with the participants. These mainly include interpersonal skills, which 

are: 

 Be patient with this community 
o CƻǊ ŀ ǇǊƻƧŜŎǘ ǘƘŀǘ Ŏƻƴǎǘŀƴǘƭȅ ŦŀŎŜǎ ǘƛƳŜ ǇǊŜǎǎǳǊŜΣ ǘƘŜ ǇŀŎŜ ƻŦ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǊŜǎǇƻƴǎŜ Ŏŀƴ 

impose an additional challenge for the project. Participants required time to contemplate 
their participation and to respond to the project. In essence, the stakeholders learnt that 
ǘƘƛǎ ΨǘƘƛƴƪƛƴƎ ǘƛƳŜΩ ƴŜŜŘǎ ǘƻ ŦŀŎǘƻǊ ƛƴǘƻ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ŀƴŘ ǇƭŀƴƴƛƴƎ ƻŦ ǘƘŜ ǇǊƻƧŜŎǘΦ 

 Need to protect existing relationship 
o One stakeholder reported that it is important to protect existing relationships. Because the 

trust has been established, extra care is needed to protect that trust and relationship. 
Therefore, the project stakeholders need to be thoughtful about the communication and 
the level of demand they can impose on these parties. 
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5. DISCUSSION AND CONCLUSION 
 

The South Asian HEHA project was the first health initiative developed and implemented for South Asians 

in the Mt Roskill region of Auckland. This project has directly connected with approximately three hundred 

South Asians in the Mt Roskill community (including South Asian parents of intermediate school children 

and attendees at open days) and nine South Asian food businesses.  Further, a ripple effect is expected to 

occur as participants, food businesses and trainees spread information about healthy eating and healthy 

activity to other South Asians within the community.  

5.1 Answering the evaluation questions 

This section gives an overview of the project by addressing the six evaluation questions developed with 

stakeholders at the commencement of the evaluation.  

1) What are the current lifestyles of the South Asians in Mt Roskill? 
2) What are the engagement processes? 
3) What are the short term outcomes?  
4) What are the enablers and barriers?  
5) What are the learnings for initiative to go forward? 
6) How well was the overall programme achieved? 

 

5.2 What are the current lifestyles of the South Asians in Mt Roskill? 

The participants were assessed on their current lifestyles, focussing on the behaviours and knowledge that 

the project intended to promote; for instance, daily fruit and vegetables intake and daily physical 

activities. Participants were South Asians from Mt Roskill; a religious group and the Bangladesh NZ 

Friendship Society. Most of the participants were Indians. In contrast to the perception that the South 

Asian population is heterogeneous, the findings (from the small number who participated) show that 

there was no significant group difference between intervention groups on their baseline healthy lifestyle 

knowledge and behaviour. However, the results did suggest these participants are at different stages of 

readiness for behavioural change.  

Most participants believed their health was good; however, 70% of them thought their lifestyle could be 

improved. They were mostly positive about learning more about healthy eating and physical activity; 

sharing knowledge with others, and improving their lifestyle. However, participants questioned if they 

could make a change to their life and were unsure if they were the kind of person who lets life happen. 

Self-regulation is the tendency of a person to invest resources (i.e. planning, emotion, behavioural) to 

achieve a desired goal, e.g. 30 minutes of physical activity each day (Blankers35). Hence, participants 

somewhat questioned their level of self-control with regard to lifestyle changes. 

In terms of knowledge, many participants were found to be well-informed about healthy eating and 

physical activity. There were a small proportion of participants who were less informed around topics such 

as guidelines for physical activity, healthy eating, and facts about oils and fats. A quarter of the 

participants thought that they were engaging in some physical activity, but they were not sure what the 

recommended minimum physical activity level was that they should be doing.  

Positive findings relating to health behaviours include almost half of the participants reporting that they 

engaged in some physical activity. Participants on average report eating four servings of fruits and 

vegetables a day and they consume healthier types of oils and fats. One third of participants drew an ideal 

                                                           
35

 Blankers, M. (2008). Self-regulation processes in health psychology. Psychologie & Gezondheid, 36, 224_234 
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dinner plate consistent with the recommended portions. However, results indicate a gap between 

ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƪƴƻǿƭŜŘƎŜ ŀƴŘ ōŜƘŀǾƛƻǳǊΦ CƻǊ ƛƴǎǘŀƴŎŜΣ ŀōƻǳǘ ƘŀƭŦ ƻŦ ǘƘŜ ǿŜƭƭ ƛƴŦƻǊƳŜŘ ǇŀǊǘƛŎƛǇŀƴǘǎΩ 

drawings did not reflect the recommended portion size as their plate had either too much carbohydrate or 

protein. 

 

5.3 What are the engagement processes? 

Each initiative of the South Asian HEHA project had a different engagement process. Stakeholders used 

targeted processes in group selection, and prior or existing connection with the community facilitated 

engagement. The engagement processes helped to increase awareness of the project among some groups 

within the South Asian community in Mt Roskill. It also helped to initiate interest for the project and 

recruit participants into the programme.  

It was challenging for providers to identify the group leaders. Having an identified leader supporting the 

project was considered an enabler. The seven month lapse between the first education workshop and the 

actual TTT programme resulted in few initial volunteers continuing to be involved and trained.  

To assess whether the community engagement process worked, or was effective, the engagement 

processes were compared against the community engagement characteristics developed by the World 

Bank with the input from the U.S. Centers of Disease Control and Prevention (CDC). Five characteristics of 

community engagement and empowerment were identified: 

1. Community involvement in assessment  
2. Community access to information 
3. Inclusion of communities in decision making 
4. Local organisation capacity 
5. Accountability of institutions to the public 

 Each characteristic of community engagement has three levels, beginning with informing through to 

collaborative engagement. See Appendix N for definitions of these characteristics and the South Asian 

HEHA project levels of community engagement. Review of evidence in light of this continuum placed the 

South Asian HEHA project at the early stages of active community engagement. Indeed, the project 

ŜƴƎŀƎŜƳŜƴǘ Ŏŀƴ ōŜ ŎƻƴǎƛŘŜǊŜŘ ŀǎ ΨǇŀǎǎƛǾŜΩ ŀƴŘ ǘƘŜǊŜ ǿŀǎ ƭƛƳƛǘŜŘ ŜǾƛŘŜƴŎŜ ŦƻǊ ǊŜŀŎǘƛǾŜ άŎƻƳƳǳƴƛǘȅ 

conǎǳƭǘŀǘƛƻƴέ ǘƻ ŦŀŎƛƭƛǘŀǘŜ ƛƴǾƻƭǾŜƳŜƴǘ ƻǊ ŜŦŦŜŎǘƛǾŜ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ŦǊƻƳ ǘƘŜ ŎƻƳƳǳƴƛǘȅΦ 

5.4 What are the short term outcomes?  

¢Ƙƛǎ ǎŜŎǘƛƻƴ ǎǳƳƳŀǊƛǎŜǎ ǘƘŜ ǊŜǎǳƭǘǎ ƻŦ ǘƘŜ ŜǾŀƭǳŀǘƛƻƴ ŀƴŘ ǇǊƻǾƛŘŜǎ ŎƻƳƳŜƴǘǎ ƻƴ ǘƘŜ ǇǊƻƧŜŎǘǎΩ 

achievements against the programme logic ΨǘŀǊƎŜǘ ƻǳǘŎƻƳŜǎΩ ŦǊƻƳ ǘƘŜ ŜŘǳŎŀǘƛƻƴ ǿƻǊƪǎƘƻǇǎΣ ŦƻƻŘ 

businesses intervention, and the TTT programme. 

Education workshops 

One of the assumptions underpinning this project is that education leads to positive changes in health 

behaviour. Hence, knowledge was assessed as it is one of the many antecedents to behavioural change. 

Overall, participants from the three education groups had strong evidence of knowledge gains in three 

areas (fruit and vegetables, saturated fat and physical activity) for other target items the evidence was 

weak or mixed. The following list summarises workshop outcomes for achievements and non 

achievements for the 52% who responded to the follow-up survey. See appendix S for full details and 

evidence.  

Achieved:  

 Consume more fruit and vegetables  
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 Reduce saturated fat intake (Oil, milk and fat) 

 Engage in physical activity for at least 30 mins on most days of a week  

 Improvement in portion size consumed ɀ but weak evidence 
 

Mixed evidence of achievement 

 Consume low fat milk ɀMixed 

 Become aware of and use mainstream activities and facilitates available in the Mt Roskill Mixed 
 

Not achieved 

 Identify and recruit South Asian participants from education workshops who are willing to take 
part in the TTT programme 

 

Food Businesses  

Based on the snapshot observations of the food businesses on two business days in February and April 

2010, it was concluded the project did establish partnerships with food businesses.  This was evidenced by 

the display of the partnership posters in more than half of the participating food businesses, and all 9 food 

businesses having signed a partnership contract. However, there was mixed evidence that participating 

food businesses provided a supportive healthy eating environment for their patrons.  

It was observed that the posters and take-home information were not easily visible in all food outlets. For 

instance, some posters were displayed at not easily noticed locations i.e. very close to ceiling. Overall, the 

intervention did not lead to any changes in the display practices for oil and fat at the participating grocery 

stores. A few of the shops were already displaying oil and fat in accordance to the programme 

recommendation at baseline. The other stores did not make any changes to their displays despite the 

recommendations received from the South Asian HEHA project. Restaurants and takeaways said they 

offered a salad as part of a dish and a low fat dish, but only one restaurant had their menu changed to 

clearly indicate there was a salad option.  For all other restaurants and takeaways, the only information 

available relating to healthy food options was on the partnership poster.  

Taken as a whole, food businesses showed a willingness to participate in the health promotion 

programme. However, there is stronger observable evidence for posters display compared to other 

changes. 

Table 15: A summary of findings - the food business intervention, comments on achievement and 
evidence 

Target outcomes: 
Comments on 
achievement  

Evidence 

Establish partnership with 
food businesses by 
displaying the partnership 
poster 

Yes (some 
evidence) 

-On the day of the observations, five of nine shops 
displayed the partnership posters. 
-All 9 food businesses have signed a partnership 
contract.  

Provide supportive healthy 
eating environment for 
patrons. (i.e. oil and fats 
shop display; display of oil 
poster; offering salad as 
part of a dish and offering a 
low-fat option for a popular 
dish) 

Mixed/little 
evidence 

-There was one restaurant that has been offering 
a salad with meals and it was indicated in the 
menu prior to the project.  
-Other restaurants and takeaways: the only 
information available on the healthy food options 
was on the partnership poster. 
-One restaurant reported that they would just 
prepare the popular dish with low-fat cream 
instead of asking the customers.  



69 | P a g e 
 

-Grocery stores: oil posters were put on display in 
two stores and there were no changes to their fats 
and oil display. Some shops already had their oil or 
ghee placed according to the programme 
recommendation before the implementation of 
the programme. 

¢ƘŜ ǇǊƻƧŜŎǘΩǎ ŦƻƻŘ ƛƴǘŜǊǾŜƴǘƛƻƴ ǊŜƭƛŜŘ ǎǘǊƻƴƎƭȅ ƻƴ ǘƘŜ ŀǎǎǳƳǇǘƛƻƴ ǘƘŀǘ ƛŦ ŀ ƘŜŀƭǘƘƛŜǊ ƻǇǘƛƻƴ ƛǎ ŀǾŀƛƭŀōƭŜΣ 

customers will choose the healthier option.  Whether customers chose the healthier option was in turn 

dependent upon how well they understand the difference between the options and whether they 

consider the need to make a change in the oil and fats they usually consume. A person's behaviour is 

influenced by both personal factors and the social environment (Pajares36). Hence, the environment is only 

one element of behavioural change.  For example, according to the Health Belief Model, changing the food 

environment could be seen as cues to action only if consumers can make a connection between the 

healthier option and the benefit of it to their health (Allen37). Therefore, promoting a supportive eating 

environment is only one facet of a health initiative.  Moreover, it is important that the food business 

owners understand the rationale behind the intervention. As the project intentions are beyond poster 

display, it is also about being collectively engaged in promoting and supporting healthy behaviours. Data 

from the two observations did show that a few stores had made an actual change.  

 

TRAIN-THE-TRAINEE Programme 

The TTT programme has met its goal of having at least ten South Asians from the Mt Roskill community 

attend the TTT programme, in fact 13 completed TTT. Only one of the participants who attended the initial 

education workshops attended the TTT, necessitating more participants to be recruited from the Mt 

Roskill community.  

An in-depth knowledge quiz (before and after training) was given to the TTT participants. Pre- and post 

knowledge results showed an overall increase in knowledge across all training topics. Participants 

reported they learnt more about healthy eating and healthy action as the result of the training and were 

very satisfied with the training programme. They rated the organisation, structure, usefulness, cultural 

appropriateness and ease of understanding of the programme and training material/resource positively.  

The aim of the TTT programme is to provide participants with the skills and knowledge, so that they can 

share their learning on healthy eating and healthy action with other people in the community. The 

participants shared that the programme stimulated their interest and their intention to share health 

knowledge with others. They also agreed that other people in their community will also benefit from this 

information. Lastly, participants felt that the programme was useful in preparing them to share with other 

people. 

Participants would like the programme to provide opportunities for building peer support networks with 

other trainees. They also wanted time for practicing new skills and the provision of practical illustrations to 

help understand the topics. The group also discussed the need for ongoing support from the programme 

providers.  

                                                           
36 Pajares (2002). Overview of social cognitive theory and of self-efficacy. Retrieved Dec 1st 2010, from 

http://www.emory.edu/EDUCATION/mfp/eff.html 
37

 Allen, F (2009). Health Psychology and behaviour in Australia (1st ed), North Ryde, N.S.W.: McGraw-Hill 

Australia 

http://en.wikipedia.org/wiki/Personality_psychology
http://en.wikipedia.org/wiki/Social_environment
http://www.emory.edu/EDUCATION/mfp/eff.html
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Participants found the training materials and resources useful, helpful and culturally appropriate. Overall, 

they were satisfied with the resources they received. Participant feedback was shared with the providers 

to inform the refinement of the final TTT manual and resources.  

Participant recruitment criteria included living in Mt Roskill locality and basic English competency. 

Characteristics later identified as crucial such as availability, interest in health, confidence, and ability 

/desire to share information with others are also important to assess at the recruitment stage. Many 

participants of the TTT programme did not appear to be natural communicators with outgoing 

personalities.  

The participants (almost all of whom had not attended the initial workshop as planned) were a group 

without a solid knowledge basis about healthy lifestyles who enjoyed the programme as an educational 

session more than as a TTT programme. Comparing the session duration, depth of information presented, 

and the interactive approach with other TTT programmes (e.g. for Pacific) this programme seemed more 

appropriate for first-time participants of health education or promotion rather than for a train-the-trainer 

programme.  

Table 16: A summary of findings - the TTT programme, comments on achievement and evidence 

Target outcomes: 
Comments on 
achievement  

Evidence 

10 South Asian in Mt 
Roskill attended all TTT 
programme 

Yes 
 -13 South Asians from the Mt Roskill community completed 
the entire TTT programme.  

Knowledge gained on 
topics being taught 

Yes 

- 13 participants increased their knowledge  
-2 maintained their knowledge.  
-Post- programme knowledge was higher than pre-
programme knowledge across all topics.  

A useable and culture 
specific South Asian 
Healthy Eating Healthy 
Action manual will be 
developed with 
participants feedback 
incorporated 

Manual created: 
its ongoing use is 

yet to be 
determined.  

-Feedback from the evaluation was shared with the providers 
to inform the development of the training manual. 
- The training manual was trialed during the TTT programme 
and trainees were satisfied with it and felt that the 
programme was very useful, structured and organised. 
-Trainees also felt that the training programme and materials 
were culturally appropriate for South Asians 

 

5.5 What are the enablers and barriers?  

The stakeholders identified programme enablers that were classified at a contextual level. The community 

agency regarded partnership with the University of Auckland as supportive to the project, giving a sense of 

credibility to the programme when they communicated with the community about the South Asian HEHA 

project. In addition, stakeholders realised that being South Asians helped, as was previous community 

linkages, during the recruitment process. Lastly, having support from group leaders enabled the 

programme to be implemented at the community level.  

Participants identified family and social support as enabling. Support from significant others, such as 

family and friends, is associated with better health behaviours such as food purchases and intake. In 

ŀŘŘƛǘƛƻƴΣ ŦŀƳƛƭȅ ǎǳǇǇƻǊǘ Ŏŀƴ ƛƴŎǊŜŀǎŜ ƻƴŜΩǎ ǎŜƭŦ-efficacy, therefore the person is more likely to succeed in 

health behaviour change (Anderson, Winett & Wojcik38). The need for social support was frequently 

                                                           

38 Anderson, E.S., Winett, R.A.,&  Wojcik, J.R.(2007).  Self-regulation, self-efficacy, outcome expectations, and social 

support: Social cognitive theory and nutrition behaviour. Annals of Behavioural Medicine, 34(3), 304-312.  DOI: 

10.1007/BF02874555 
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mentioned during the TTT programme training. Another enabler mentioned was the positive attitude of 

the community coordinator. 

Data analysis showed some programme challenges. At the contextual level, there were differing views on 

networking between stakeholders which had an effect on the way participants were recruited also the 

needs assessment and community consultation undertaken was limited , and stakeholders reported a lack 

ƻŦ ŎƻƳƳǳƴƛǘȅ ƛƴǾƻƭǾŜƳŜƴǘΦ ¢ƘŜǎŜ ŎƘŀƭƭŜƴƎŜǎ ǿŜǊŜ ƛƴǘŜǊǊŜƭŀǘŜŘΦ ²ƛǘƘƻǳǘ ƛƴŎƭǳŘƛƴƎ ǘƘŜ ŎƻƳƳǳƴƛǘȅΩ ǾƻƛŎŜ 

and input into the programme, the community are unlikely to feel involved or engaged with the project.  

Programme implementation challenges included low community turn-out and participant continuity. 

These challenges possibly reflect poor community buy-in and ownership. Further challenges were a 

ƎŜƴŜǊŀƭ ƭŀŎƪ ƻŦ ŀǿŀǊŜƴŜǎǎ ŀōƻǳǘ ǘƘŜ ǇǊƻƎǊŀƳƳŜ ƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ŀƴŘ ǘƘŜ ǇǊƻƎǊŀƳƳŜΩǎ Ǉƛƭƻǘ ǎǘŀǘus. 

Challenges noted at the community level reflect South Asians not being a homogeneous group, but rather 

a non-affiliated ethnic grouping with no common gathering venues, which resulted in a lack of social 

cohesion.  Cultural values and health attitudes did not align with the programme message, and they were 

not yet ready to change their behaviours.  Further, they are more focused on settlement issues and the 

idea of volunteering is very different to their normative practice.  

Participants discussed a few barriers that may hinder them from making a change in their behaviour. 

These barriers include time constraints, living a busy life and difficulties in changing habits. Further, the 

project did not focus on helping participants to overcome social and personal barriers. 

 

5.6 What learnings for initiative to go forward? 

Stakeholders reflecting on this health initiative for the South Asian populations in the Mt Roskill region 

identified several learnings. The two most important learnings were the need to engage and consult with 

the community, and the development of a good understanding about the South Asian community. 

Another learning was around the limitations of a generic programme which could not meet the needs of 

everyone. In addition, the baseline survey showed participants were at differing stages of their readiness 

to change their health behaviours. This project is only the beginning of the long process of bringing about 

population health changes. Consistent provider support and interaction is necessary to further community 

ƛƴǾƻƭǾŜƳŜƴǘ ƛƴ ǘƘŜǎŜ ŎƘŀƴƎŜǎΦ Lƴ ŀŘŘƛǘƛƻƴΣ ōŀǎŜŘ ƻƴ ǘƘŜ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ ǘƘŜ IŜŀǊǘ CƻǳƴŘŀǘƛƻƴΩǎ tŀŎƛŦƛŎ 

LǎƭŀƴŘǎ IŜŀǊǘōŜŀǘΩ ǘǊŀƛƴ-the-ǘǊŀƛƴŜǊ н Řŀȅ ŀƴŘ ф Řŀȅ ƭƛŦŜǎǘȅƭŜ ŎƻǳǊǎŜǎ ŀƴŘ ǘǊŀƛƴŜǊǎΩ ƴŜŜŘ ŦƻǊ ƻƴƎƻƛƴƎ 

mentoring to become active and proficient, it is likely this situation may be encountered by South Asians 

attempting to share their knowledge within their community.   

 

5.7 How well was the overall programme achieved? 

South Asian participants found the programme positive and beneficial, and they had a positive attitude 

towards the health initiative. The project exceeded one of its intended outcomes with 13 South Asian 

completing the TTT programme. Other outcomes included improved knowledge of healthy lifestyle 

practices and some positive behavioural changes among respondents of the education workshop. The new 

South Asian TTT manual was trialled and trainees were satisfied with the training. The key lessons 

identified above will be valuable for informing future health programmes for the South Asian populations. 
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5.8 Limitations 

 When reading this report, it is important to remember that the population sample who attended 
the education workshops and completed both the baseline and follow-up surveys was small, 
hence results cannot be generalised.  

 Those who chose to participate in the programme may differ to those who choose not to 
participate in terms of attitudes and healthy lifestyle behaviours. This might be one reason to 
explain the high baseline survey scores and ceiling effect observed at baseline.  

 It was noted that older Indian couples prefer to work in pairs; the wife seeking approval from her 
ƘǳǎōŀƴŘ ōŜŦƻǊŜ ŎƻƳǇƭŜǘƛƴƎ ǘƘŜ ǎǳǊǾŜȅ ƻǊ ǎƘŀǊŜ ǘƘŜƛǊ ƘǳǎōŀƴŘǎΩ ǊŜǎǇƻƴǎŜ ŘǳŜ ǘƻ ǘƘŜƛǊ ƭŀŎƪ ƻŦ 
English skills. This resulted in identical results being found in some couples surveys. Hence, results 
could be subject to bias. 

 Knowledge retention was not assessed as it was beyond the scope of this evaluation. As for the 
TTT programme; the evaluation did not have the opportunity to see how trainees had been able to 
pass information on in the community. 

 Observations conducted at the food businesses occurred on two weekdays, a month apart. 
hōǎŜǊǾŀǘƛƻƴ Řŀǘŀ ƻƴƭȅ ǇǊƻǾƛŘŜǎ ŀ ǎƴŀǇǎƘƻǘ ƻŦ ǎƘƻǇǎΩ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǘƘŜ ǇǊƻƎǊŀƳƳŜ ŘǳǊƛƴƎ ǘƘƻǎŜ 
two days and therefore may not be representative of their participation on other days outside of 
the observation. To try to minimise this limitation, shop owners were not informed which days the 
observations were and the follow-up observation was conducted a month after the intervention to 
allow time for changes. 

 

5.9 Issues to consider  

In addition to the learnings from the enablers and barriers mentioned above, the following issues should 

be considered by the South Asian HEHA project and partners in the ongoing development of this initiative: 

 There were some self-reported behavioural changes noted, these findings are based on small 
numbers of participants. To achieve greater behavioural change, the project needs to find ways to 
overcome personal barriers so that participants are supported in their attempts to change. 

 The group of participants involved in this project had a good foundation of healthy eating and 
physical activity knowledge, the project needs to consider bridging the transition from knowledge 
to healthy behaviour. Some of the antecedents of behavioural changes can be considered, such as 
social norms, attitude, self-efficacy, skills and self-control. Some useful references can be drawn 
from health behaviour change models, including the health belief model, social cognitive model, 
self-regulation model and theory of planned behaviours.  

 .ŜŎŀǳǎŜ ǇŜƻǇƭŜ ŀǊŜ ŀǘ ŘƛŦŦŜǊŜƴǘ ǎǘŀƎŜǎ ƻŦ ΨǊŜŀŘƛƴŜǎǎ ǘƻ ŎƘŀƴƎŜΩΣ ŘƛŦŦŜǊƛƴƎ ƭŀƴƎǳŀƎŜǎ ŀƴŘ ŀƎŜǎΣ 
providing workshops tailored to the various needs of these people may be more effective in 
achieving programme goals. 

 TTT programmes encourage trainees to share the information with the community. For the South 
Asian trainees to gain the skill and confidence to share information with others, it is important to 
recruit trainees with the appropriate skills and to provide ongoing support to the trainees. 

 Since this is the first project targeting the South Asian community, there is a need to continue to 
develop and strengthen the messages related to healthy eating and healthy action so the 
community becomes familiar with these messages and participating in health programmes 
becomes the norm.  

 

5.10 Key learnings from the providersô perspective 

 Settlement issues are more pertinent and important to South Asians than health issues.  One 

reason for this may be that largely, South Asian people believe that they are healthy because they 

have been selected on the basis of their health status to immigrate to New Zealand.  
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 Religious affiliation is a key factor that impacts on participation in health promotion initiatives.  For 

example, South Asians who are Muslims are sometimes less receptive to healthy eating messages 

because they believe that their religion provides them with all the information needed for healthy 

eating. In contrast, they are more receptive to healthy action messages.  Similarly, other South 

Asians rightfully believe that the ingredients, especially spices, used in their food are healthy and 

medicinal and should not be changed.  Moreover, some foods such as ghee are used in a religious 

context; hence, they may not be willing to change this too much.  However, knowledge about 

nutritional values of some foods may be lacking and requires education. 

 ¢ƘŜ {ƻǳǘƘ !ǎƛŀƴ ŎƻƳƳǳƴƛǘȅ ƛǎ ƘŜǘŜǊƻƎŜƴŜƻǳǎΤ ƘŜƴŎŜ ŀ άƻƴŜ ǎƛȊŜ Ŧƛǘǎ ŀƭƭέ ŀǇǇǊƻŀŎƘ ǘƻ ƘŜŀƭǘƘ 

promotion does not work. 

 Sustainability of the initiative is a key component to ensure its continued positive effect in 

promoting health among this community.  

 

5.11 Recommendations 

Recommendations for the South Asian HEHA project and partners to consider in the ongoing development 

of this initiative include;  

 Health promotion efforts will need to include health behaviour change models to support 
transition from knowledge to healthy behaviour.  

 Continue to develop and strengthen healthy eating and healthy action messages in the SA 
community.  

 Health promotion efforts should be directed towards increasing awareness among South Asians of 
their genetic predisposition to metabolic disorders and the fact that this risk is compounded by the 
process of migration. 

 Health promotion initiatives may have to be tailored to meet the specific needs of South Asian 
subgroups to be effective. 

 The selection criteria for TTT trainees need to be revisited. 

 Training of community volunteers alone is insufficient to ensure sustainability of this initiative. 
Ongoing support and mentoring should be made available. 

 The South Asian health promotion manual developed in this project is relevant to all South Asian 
communities; hence, this initiative has the potential to be extended to other regions of Auckland. 
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6. OTHER ASSESSMENTS DONE BY PROGRAMME PROVIDERS 
 

6.1  Healthy Lunch Box Ideas (HLB) and Healthy Activity Ideas (HA) 

 

Feedback from parents (n = 7) 

An information sheet was developed for South Asian families on healthy eating and healthy action. This 

sheet was distributed to the parents of South Asian children studying at the Mt Roskill Intermediate 

School, Mt Roskill. Feedback from parents on this information sheet is also included for the purpose of 

further developing this into a resource. 

 

ParŜƴǘǎ ǿŜǊŜ ŀǎƪŜŘ ǘƻ ǊŀǘŜ ǘƘŜ άIŜŀƭǘƘȅ [ǳƴŎƘ .ƻȄ LŘŜŀǎ όI[.ύέ ŀƴŘ άIŜŀƭǘƘȅ !ŎǘƛǾƛǘȅ LŘŜŀǎ όI!ύέ 

ǎŜǇŀǊŀǘŜƭȅ ƻƴ ŀ р Ǉƻƛƴǘ [ƛƪŜǊǘ {ŎŀƭŜΣ ǿƛǘƘ м ōŜƛƴƎ άǾŜǊȅ ǳǎŜŦǳƭέ ŀƴŘ р ōŜƛƴƎ άƴƻǘ ŀǘ ŀƭƭ ǳǎŜŦǳƭέΦ ¢ƘŜ ǊŜǎǳƭǘǎ 

are graphically presented below 

 

 

 

 

 

Parents were aƭǎƻ ŀǎƪŜŘ ǘƻ ǊŀǘŜ ǘƘŜ ŎƻƳǇƻƴŜƴǘǎ ƻŦ ǘƘŜ I[! ŀǎ ά±ŜǊȅ LƴǘŜǊŜǎǘƛƴƎέΣ άLƴǘŜǊŜǎǘƛƴƎέ ŀƴŘ άbƻǘ 

LƴǘŜǊŜǎǘƛƴƎέΦ ¢ƘŜ ǊŜǎǳƭǘǎ ŀǊŜ ƎǊŀǇƘƛŎŀƭƭȅ ǇǊŜǎŜƴǘŜŘ ōŜƭƻǿ 
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Key comments on Healthy Lunch Box ideas: 

1. A 5-day lunch plan would be very useful 
2. Vegetarian and non-vegetarian recipes would be very useful  
3. Distribute the resource widely through mass media 
4. Print the resource in different languages and distribute through schools 

 

Key comments on Healthy Activity: 

1. More information on home-based exercises 
2. More information for kids on healthy activity 
3. Print the resource in different languages and distribute through schools. 

 

6.2 Oil and fat resource 

 

Customer feedback  

An oil and fat resource was developed for South Asians to promote healthy eating. The focus of this 

resource is to provide information on healthier oil choices and key messages related to use of oils and fats 

by South Asians. This resource was developed in collaboration with ADHB and TANI. This resource in a 

poster format was displayed in the four partnering grocery stores. One thousand four hundred pamphlets 

containing the same information as the poster were distributed through these grocery stores over 10 

months. Customers of the partnering grocery stores were asked whether they had seen the oil 

poster/pamphlet and read the information. The feedback received from the customers is graphically 

presented.  

 

In total, 200 customers were asked if they had seen the oil and fats poster and/or taken an oil and fats 

pamphlet home. These results are graphically presented for the four partnering shops. 
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Overall, 41% reported to have either seen the poster and/or taken a pamphlet. Of this 46% reported to 

have actually read the information. Those who had read the information were asked to rate the 

components of the poster individually on how useful they were. These results are graphically presented. 
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APPENDICES: 

APPENDIX A:  

A resource in the making: Healthy Lunch Box and Activity Ideas for 
South Asian families 

An information sheet was developed for South Asian families on healthy eating and healthy action. This 

sheet was distributed to the parents of South Asian children studying at the Mt Roskill Intermediate 

School, Mt Roskill. Feedback from parents on this information sheet is also included for the purpose of 

further developing this into a resource. 

Healthy Lunch Box 

ü Continue home-made lunches: NZ research indicates that the majority of South Asian children 
bring homemade lunch to school. Great work Mum!!!!! Keep it up!!! 

ü A healthy lunch box should contain: 
o 1 item from the breads and cereals group (Eg: roti, rice dishes, sandwiches, noodles, 

pasta) 
o 1 fruit and vegetable 
o 1 dairy product (paneer, yoghurt, home made smoothies, cheese) 
o 1 protein item (dhal, rajmah, nuts, eggs, meat or fish) 

ü 5+ a day: Including pieces of fresh fruit and vegetables in lunch boxes for everyone is an easy way 
to 5+ a day 

ü Treat foods and snack foods are not the same!!! Treat foods (deep fried foods, traditional sweets, 
lollies, roll-ups. chippies, chocolate biscuits, cream filled pastries and buns, fizzy drinks) should be 
given only on special occasions 

ü Snacks: Children also need snacks in between main meals (Breakfast, Lunch and Dinner) to 
provide adequate energy and nutrients for growth and development 

Ideas for healthy lunch box snacks 

o Savoury Idli 
o Toasted nuts and seeds 
o Fruit 
o Carrot and Cucumber sticks 
o Masala Popcorn 
o Home-made smoothies with yoghurt and fruit (you can freeze this and put it straight into 

the lunch box in summer) 
 

ü Children need plenty to drink: Water and milk are the best choices 
ü Check out these websites for some great healthy cooking ideas 

o www.nhf.org.nz 
o http://www.feedingourfamilies.org.nz/ 

 

Healthy activity ideas for you and your kids 

ü Regular physical activity for children: essential for healthy growth and development in children 
ü Regular physical activity for adults:  

o Reduces stress,  
o Strengthens the heart and lungs,  
o Increases energy levels,  
o Helps maintain and achieve a healthy body weight, 
o Reduces the risk for certain diseases  

http://www.nhf.org.nz/
http://www.feedingourfamilies.org.nz/
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o Improves ones outlook on life. 
ü The New Zealand Ministry of Health recommends that Adults are active for 30 minutes a day and children are 

active for at least 60 minutes a day. This can be spread throughout the day. Here are some tips to get you 
moving: 

o Start your day by walking or biking to school if possible. Keep safe by following the safety rules set by 
your parents.  

o Make sure you are taking an active part in your favourite school activities like swimming, miniball, 
cricket and other sports.  

o Have a great time during breaks with your friends playing cool games that kids like you enjoy  
o After school, join your friends at your nearest park for a great game of touch, volley ball or even 

Khabadi or Kho-Kho!!!  
o Help mum and dad by doing some chores around the house. Put some music on and get the vacuum 

cleaner going for mum or rake the garden or wash the car for dad  
 

ü Mums and dads encourage your child to be active and join them whenever you can. On weekends and 
holidays take them to your favourite park or beach for a family fun day 

ü Make television watching a treat rather than a daily routine.  
ü /ƘƛƭŘǊŜƴ ōȅ ƴŀǘǳǊŜ ƭƻǾŜ ǘƻ ōŜ ŀŎǘƛǾŜΣ ǎƻ ŘƻƴΩǘ ǊŜǎǘǊŀƛƴ ǘƘŜƳΣ ōǳǘ ŜƴǎǳǊŜ ǘƘŀǘ ǘƘŜƛǊ ŀŎǘƛǾƛǘȅ ƛǎ safe.  
ü Ensure that your child is engaged in an appropriate activity according to his/her ability.  If you have a concern 

please check with your GP.  
ü Always provide protective equipment such as helmets, wrist pads or knee pads when needed like for biking, 

skateboarding, etc.  
ü Check out these websites for great ideas on how to get active(for mums and dads too) 

 

www.pushplay.org.nz 

http://www.sprout.net.nz/Sprout.aspx 

  

http://www.pushplay.org.nz/
http://www.sprout.net.nz/Sprout.aspx
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Appendix B 

Oil and Fat resource for South Asians 
An oil and fat resource was developed for South Asians to promote healthy eating. The focus of this 

resource is to provide information on healthier oil choices and key messages related to use of oils and fats 

by South Asians. This resource was developed in collaboration with ADHB and TANI. This resource in a 

poster format was displayed in the four partnering grocery stores. One thousand four hundred pamphlets 

containing the same information as the poster were distributed through these grocery stores over 10 

months. Customers of the partnering grocery stores were asked whether they had seen the oil 

poster/pamphlet and read the information. The feedback received from the customers is graphically 

presented.  
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Appendix C- Lifestyle surveys ς Healthy action education workshop (baseline survey) 

 

Mt Roskill/Avondale South Asian HEHA Project 

What is being audited?  

The audit is designed to review the delivery of SA HEHA, as well as the impact of the programme on 

participantǎΩ ƪƴƻǿƭŜŘƎŜ ƻŦ ƘŜŀƭǘƘȅ ŜŀǘƛƴƎ ŀƴŘ ǇƘȅǎƛŎŀƭ ŀŎǘƛǾƛǘȅΤ ŀƴŘ ŀƴȅ ōŜƘŀǾƛƻǳǊ ŎƘŀƴƎŜ ŀǎ ŀ ǊŜǎǳƭǘΦ 

How will it be done?  

The first phase of the audit will involve a Lifestyle survey to gain an understanding of the current lifestyle 

of the programme participants.  ¢Ƙƛǎ ǎǳǊǾŜȅ ŀƛƳǎ ǘƻ ǇǊƻǾƛŘŜ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŎǳǊǊŜƴǘ physical 

activity levels; and current knowledge and attitudes towards physical activity. The data of this survey will 

serve as a baseline for this project and also the data collected will inform the future development of the 

SA HEHA programme. 

Why am I invited to take part? 

You have been invited to take part in this audit because you are one of the key participants of the SA 

HEHA project. You are the best person to say how effective the programme was in helping you understand 

about being physically active; and in changing your attitude and behaviours. We want to learn from your 

experiences of SA HEHA project to develop and improve the project further. Therefore, by completing and 

returning this survey you are agreeing to participate in this audit and we appreciate your time and 

participation. 

What will happen to the information? 

The information obtained from this will be used to inform and develop the SA HEHA project.  No personal 

information of participants will be collected and all other information provided will be treated in an 

anonymous way.  

Any questions? 

If you have any queries or require further information, please contact Mrs Ella Kumar, Mr. Vishal Rishi or 

Dr Amritha Sobrun-Maharaj: 

Mrs Ella Kumar 
Project Co-ordinator 
TANI Phone: 09 8157851  
Mobile: 027 3064650 
Home: 09 6290660 
Email:  ella.kumar@asiannetwork.org.nz  
 
Mr Vishal Rishi 

Programme Manager 
The Asian Network Incorporated 
Phone: 09 8157851 
Mobile: 021 893508 
Email: asian_network@xtra.co.nz  
Dr Amritha Sobrun-Maharaj  
Centre for Health Research and Evaluation 
(CAHRE),  

mailto:ella.kumar@asiannetwork.org.nz
mailto:asian_network@xtra.co.nz
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School of Population Health, The University of 
Auckland 
Phone: 3737599 Ext 89204 
Email: a.sobrun-maharaj@auckland.ac.nz 

mailto:a.sobrun-maharaj@auckland.ac.nz
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Healthy Action Survey 

 Part 1: General questions 

1) What is your country of origin? [Please tick one box] 
 

 India  Maldives  

 Pakistan  Sri Lanka 

 Bangladesh  Afghanistan 

 Nepal  Other:  
Please specify_____________________ 

 Bhutan 

 

2)  What is your gender? [Tick one box] 
 

 Male  

 Female  

 
3) What is your date of birth (D/M/Y)? 

  
 

 
4) How is your health in general? Would you say it isΧΦ  [Tick one box] 

 

http://en.wikipedia.org/wiki/India
http://en.wikipedia.org/wiki/Maldives
http://en.wikipedia.org/wiki/Pakistan
http://en.wikipedia.org/wiki/Sri_Lanka
http://en.wikipedia.org/wiki/Bangladesh
http://en.wikipedia.org/wiki/Afghanistan
http://en.wikipedia.org/wiki/Nepal
http://en.wikipedia.org/wiki/Bhutan
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 Very good 

 Good  

 Fair 

 Poor 

 Very poor 

Part 2: Physical activity  

5) According to the NZ Physical activity guideline, what is the recommended level of physical activity for 
an adult? (Insert the number of minutes and days) 

 
 _______ minutes ________ days  

  


















































































