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Editorial

OPEN ACCESS

The COVID-19 pandemic and Pacific resilience
Alec EKEROMA
Editor in Chief, Pacific Health Dialog. a.ekeroma@nus.edu.ws

On the 21st November 2020, the number of
COVID19 cases recorded worldwide is about to
reach 59 million with close to 1.4 million deaths.1
Countries such as New Zealand with the
promptness in strict border controls, screening,
tracking and isolation policies and procedures
have the least rate of infection and deaths,
compared to countries such as the United States
of America (USA) who lacked a prompt
coordinated response, leadership and population
willingness to prevent infection spread.
Most Pacific Island countries responded
promptly and appropriately to prevent the
COVID-19 pandemic reaching their shores by
curtailing all air travel even to its returning
citizens. The exception is French Polynesia which
has 12,978 cases in a population of 280,908
(4.6% COVID-19 infection rate (CIR)) and 63
deaths (0.49% CDR). Lower number of cases and
CIRs have been recorded in the Northern
Marianas (104, 0.18%), Papua New Guinea
(604,0.01%), Marshall Islands (4,0.01%), New
Caledonia (32,0.01%), Fiji (35,0.00%), Solomon
Islands (16,0.00%), Samoa and Vanuatu have
now recorded a case each whereas eight of the
following countries have had none: Federated
States of Micronesia, Nauru, Niue, Palau, Tonga,
Tuvalu, Cook Islands and Kiribati.2 The prompt
Pacific response demonstrates informed national
leadership which would have been assisted by
media coverage and expert advice from the
World Health Organization (WHO). In Samoa’s
case, the immediate response was on the back of
lessons learnt from the measles outbreak a few
months earlier, in late 2019, which resulted in 83
deaths.
Besides being vulnerable to the high frequency of
natural disasters, the Pacific Islands have been
deemed equally vulnerable to pandemics over
the years. Although the Pacific Islands were
spared from the devastation of the Zika virus,
H1N1 Swine Flu, Human Immunodeficiency
Virus, Severe Acute Respiratory Syndrome, Ebola
virus, Polio, Middle East Respiratory Syndrome;
Samoa has remembered the carelessness in
quarantine procedures that led to a fifth of its

population decimated by the Spanish Flu in 1918
and the poor vaccination rates that led to 83
deaths from the measles epidemic in 2019.
Although the number of cases is low and may
remain so until a vaccine is available in the
middle of 2021, the health and economic impact
of the COVID-19 pandemic, since international
travel and trade was curtailed from March 2020,
is yet to be measured or understood. The impact
on the economy, however, is keenly felt with a
surge in unemployment and postponement of
infrastructure projects as most economies of
Pacific Island countries are highly reliant on
tourism. Tourism has ground to a halt in all
countries and yet the sector contributes to more
than 30% of the gross domestic product (GDP) of
Samoa, Fiji, Vanuatu, Niue, French Polynesia and
the Cook Islands.3 The tourism and hospitality
sectors employ an estimated 150,0003,4 workers
directly and indirectly employ thousands more of
the informal workforce affecting livelihoods of
those in the farming and agricultural sectors. The
severe reduction in the demand for primary
produce and services from the affected tourism
sector have impacted the informal economy and
the many vulnerable family’s dependent on it.
Samoa for example, reduced trading and market
hours and banned young street vendors. To make
matters worse, Pacific families in New Zealand,
Australia and the USA have also experienced high
levels unemployment and with reduced incomes,
the remittances to the Islands have also fallen.5 A
reduction in disposable incomes affect the
affordability and desire for healthcare further
resulting in vulnerable groups getting sicker.6
Due to the worldwide destruction of the aviation
industry’s capacity and associated services
linking tourist destinations to the Pacific Island
countries and the decline in local tourism
capacity as businesses close operations as the
pandemic continues in to the second year, the
length of recovery is uncertain and may take six
to eleven years to return to pre-pandemic
conditions but it also “may not happen before the
middle of the decade”.7 Stimulus financial
packages and government interventions will
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soften the impact of financial hardships, but
these measures may not be sustainable, even
with assistance from donor partners, if the
pandemic continues to the end of 2021; which
may be likely. More borrowing and loan
repayment defaulting may occur in those
countries with high debt levels such as Samoa
and Tonga.5
The high frequency of natural disasters in the
Pacific Island countries have not only affected
lives and livelihoods but they have also resulted
in infrastructure damage worth in the billions of
dollars. The tsunami that hit Samoa in 2009 cost
US$120million or 22% of the GDP over three to
four years.8 Furthermore, for every damage to
1% GDP, there is a reduction in growth by 0.7%
in the year of the disaster.9 The COVID-19
pandemic is not classified as a natural disaster
and have not reached many Pacific Island shores;
yet, the pandemic has caused significant
economic and social impact that is more severe
given it is affecting all Pacific Island countries and
economies of donor partners. The impact may be
difficult to quantify as it is associated with a
prolonged shutdown of travel and trade across
the region affecting not only economic but heath
and educational programmes.
The Pacific Islands economic, social and
community resilience is being tested. The
delivery
of
quality
population
health
programmes is and will be affected. Macroeconomic resilience will depend on how long the
pandemic will last and whether COVID-19 cases
start spreading in Island communities placing
financial stress on overstretched resources.
Building community resilience by promoting
health and hygiene programmes to avoid
infection transmission has occurred through
community consultations, women’s groups and
health messaging in school programmes and
multimedia advertising. Pacific governments and
international agencies have launched initiatives
to increase local food production5 and there is
evidence in Samoa that agricultural production
has increased, prices have fallen and food
imports reduced. The other benefits could be that
intellectual exchange and some educational
programmes have transferred to online
platforms saving limited funds and lessening
environmental decline.

in vulnerable groups should economic hardship
continue to the end of 2021 and without any
relief or vaccine in sight.
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The Pacific Islands have survived multiple
natural disasters and with the assistance of
development partners and families in Pacific-rim
countries, the Islands will pull through again,
albeit severely bruised, with social cohesion and
resilience underpinned by cultural, spiritual and
family values. Social cohesion may be challenged
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Evaluating the feasibility and effectiveness of self-monitoring of health
among Samoan women: a randomized trial.
Erica L KOCHER,1 Mayur M DESAI,1 Anna C RIVARA,2 Take NASERI,3 Nicola L HAWLEY1*
ABSTRACT
Introduction: Self-monitoring technologies that help individuals track their health have proven
effective in high-income countries but have not been widely tested or marketed in the Pacific. We
conducted a pilot randomized controlled trial in Samoa to investigate the feasibility and acceptability of
step-counters and digital scales.
Methods: The trial enrolled 44 Samoan women (31-40 years), without previously diagnosed chronic
conditions (hypertension, diabetes, etc.), who reported motivation to become more physically active.
After measuring daily step counts for one week in the absence of feedback, participants were randomly
assigned to one of three groups for a four-week intervention period: 1) FitBit Zip® step-counter, 2)
digital BodyTrace© scale, or 3) both devices. Outcomes of interest were device use, psychosocial
indicators of health, daily step counts, and body mass index, measured at baseline and post-intervention.
Findings: Participants who received scales used them a median of 5.5 times during the four-week
intervention period. While FitBits were used a majority of days during the baseline period, there was
significant decline in use during the intervention. In all groups, Health Locus of Control, Self-Efficacy for
Exercise, and Weight Efficacy improved. However, while the Scale Only group reported improved
health-related quality of life, the two groups that used FitBits either did not significantly change or
significantly decreased in their assessments of this measure. No group demonstrated change in average
daily step counts during the intervention; BMI increased among the two groups using the scales.
Conclusions: Results suggest that self-monitoring technologies are acceptable in Samoa and generally
improve psychosocial indicators of health. Further research is necessary to assess their effectiveness as
an intervention tool and to determine how best to sustain device use over time. The significant increase
in BMI over the relatively short intervention period highlights the importance of developing effective
intervention approaches in this setting.
Key Words: Samoa, Exercise, Body Mass Index, Psychosocial Factors, Self-monitoring
INTRODUCTION
The global non-communicable disease (NCD)
epidemic is especially severe among Pacific
Islanders, and in Samoa specifically. A 2010
study estimated that 64.6% of adult women and
41.2% of adult men in Samoa had obesity, based
on Polynesian Body Mass Index (BMI) cut offs
(≥32 kg/m2).1,2 In recent decades, traditionally
active lifestyles and diets have been replaced
with increasingly sedentary lifestyles and
imported and processed foods, contributing to
the high prevalence of obesity observed today.3-8
Despite Samoan culture traditionally valuing
sedentary behavior as a sign of status, there has
been evidence of recent adoption of varied
physical activity programs (Zumba, cross-fit,
yoga) as a means of health promotion. 5,6
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Innovative approaches that encourage adoption
and maintenance of physical activity are needed
to support this positive momentum.
Many effective behavior change and weight
control interventions (tested in high income
settings) have incorporated self-monitoring of
physical activity and weight.9-13 Self-monitoring
strategies for physical activity have ranged from
keeping a paper diary to using tracking devices
including pedometers, used to record walking
behaviors. Basic pedometers are low-tech,
affordable, and provide a simple output, usually
step count, that can help users be more aware of
their physical activity and track process toward
goals.14 Self-weighing similarly improves
participant’s awareness of their own weight,
which is often underestimated and encourages
them to place fluctuations in weight in the
context of their energy intake and
expenditure.11,15,16
Despite the success of self-monitoring
approaches and technologies in high-income
countries, the acceptability and effectiveness of
these strategies in the Pacific is still unknown.
Given the confluence of the need for intervention
and increasing accessibility of this technology in
Samoa, we conducted a randomized intervention
trial to answer the questions: are step-counters
and digital scales a feasible and potentially
effective means of self-monitoring health,
altering daily step counts, and influencing BMI in
Samoa?
METHODS
Recruitment
Participants in this study were part of the ‘Soifua
Manuia’ (‘Good Health’) energy balance study,
which was designed to examine the relationship
between genetics, energy balance, and obesity in
Samoa.17 The initial recruitment phase of that
study, completed between June and August 2018,
screened 709 adult Samoans aged 31 to 50 years
using convenience sampling in 12 villages across
the island of Upolu. Exclusion criteria for the
parent study included: pregnancy, use of weight
loss medication, recent adoption of a diet or
exercise program, and/or weight loss of at least
5% of their body weight in the last year. Data
collected included demographic and health
surveys, anthropometric measurements, blood
pressure, glycated hemoglobin (HbA1c), and a
saliva sample for genotyping. During the
informed consent process participants agreed to
be contacted about participation in future
research studies.

Eligibility for this pilot study was determined
based on data collected in the recruitment phase
of the energy balance study. Women between the
ages of 31 and 40 years (to minimize variation in
this small pilot study), who reported motivation
to become more physically active (defined by the
Physical Activity Stages of Change questionnaire
18), and were not actively trying to become
pregnant/had no medical condition preventing
physical activity or making participation
inadvisable were invited to participate. Excluded
medical conditions were self-report of doctor
diagnoses including hypertension, heart attack,
heart disease, stroke, Type 2 diabetes, non-skin
cancers, and dialysis, all of which may limit
normal physical activity patterns. Participants
were also excluded if they were not previously
diagnosed with diabetes but their HbA1C
measurement during screening suggested that
they had severely uncontrolled Type 2 diabetes
(HbA1c ≥9.0), if they had been hospitalized for
depression in the last year, were being treated
for psychiatric conditions other than depression,
had been previously diagnosed with an eating
disorder, or were unable to walk half a kilometer
without stopping.
Participants were recruited from four villages in
close proximity to the Apia Urban Area to
facilitate follow up. Among those screened for the
energy balance study, 213 women were between
the ages of 31-40 years and were assessed for
eligibility; 73 met criteria for participation
(Figure 1). These participants were contacted by
members of our research team and offered the
opportunity to participate in this additional
study. It was made clear that participation would
be voluntary and unrelated to the ongoing study
from which they were originally recruited. Study
procedures were approved by the Yale
University IRB (HSC Protocol #2000022946) and
the Samoan Ministry of Health’s Health Research
Committee. The study protocol was also
registered with ClinicalTrials.gov (Identifier:
NCT03940599, Registered 07 May 2019 –
Retrospectively registered.)
Equipment
Two types of devices were utilized in the study:
FitBit Zip® activity monitors (Fitbit Inc, USA), and
BodyTrace© scales.19 FitBit Zips® are electronic,
waist-worn pedometers that measure and
display daily step counts. Each FitBit linked to an
online account, which the research team retained
access to and used to upload device data via
Bluetooth. The BodyTrace© scales displayed
weight measurements to the participant and
transmitted the recorded weights to an online
database through cellular networks, allowing
researchers to track scale use.
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Figure 1: CONSORT Flow Diagram

Intervention
Participants were enrolled in the study by
Samoan research assistants who visited
participants in their homes in June and July 2018.
After providing informed consent, all
participants began a one-week baseline
assessment period. Each received a FitBit Zip
with the screen covered (screens were covered
with tape and the devices reversed in their belt
clips) to prevent their behavior from being
influenced by the step count data, and were
asked to wear the device daily (any time they
were not sleeping overnight) to establish their
baseline physical activity.
After the one-week baseline assessment,
participants’ weight was measured to calculate
pre-randomization body mass index (BMI).
Participants also completed questionnaire
measures to assess psychosocial indicators of
health. The Multidimensional Health Locus of
Control Scale (HLOC) was used to measure: an
individual’s perceived control of their own health
(Internal), the influence of random luck
(Chance), and the influence of others such as
friends, family, and medical providers (Powerful
Others).20 The Self-efficacy for Exercise
Behaviors Scale and the Weight Efficacy LifeStyle Questionnaire assessed individuals’ beliefs
about their ability to adopt and maintain a

healthy diet and physical activity in the face of
obstacles, including stressful life events and
familial obligations.21,22 The SF8 Quality of Life
scale asked individuals to assess their physical
and mental health over the last month, and a selfreported health question asked individuals to
assess their overall health for their age
(Excellent, Very Good, Good, Poor, and Very
Poor). All questionnaires had been used in prior
studies among Samoan adults and had been
translated and pilot-tested in this setting.
After completing the questionnaires, a random
number generator was used to assign
participants to one of three intervention groups:
1) FitBit Only (n=15), 2) Scale Only (n=15), or 3)
FitBit and Scale (n=15). All participants wore
FitBits for the duration of the intervention period
to measure their physical activity; the screens
were uncovered for the groups assigned to selfmonitor using the FitBits, but they remained
covered in the Scale Only group. Participants
then used the devices for a four-week
intervention period. Because the primary
purpose of the study was to explore how
participants in this setting viewed and made use
of these devices, participants were shown how to
use the devices, but were not provided with
specific targets related to daily step counts or
weight.
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The research team visited participants once at
approximately the midpoint of the four-week
intervention period to download data from the
FitBits. This visit did not include any additional
surveys or any feedback on the outcomes of
interest. At the end of the intervention period,
participants repeated the same questionnaires
and physical measurements. Upon completion,
participants received approximately USD$12 in
cell phone credit to compensate them for their
time and were able to keep the FitBit Zip® that
they used during the study.
Analysis
All analyses were conducted in SAS version 9.4
(SAS Institute Inc., Cary, NC.). Given the small
sample size, analyses were conducted using
nonparametric methods including Fisher’s exact
tests for categorical data, Kruskal–Wallis tests
for comparisons of the intervention groups, and
the Wilcoxon Signed-Rank test for comparisons
of measures between the baseline and feedback
periods.
FitBit use was defined as the proportion of days
in the given period that the individual participant
wore the FitBit. A day of use was defined as the
FitBit recording more than 100 steps to ensure
the measurement was not only reflecting
accidental movement or transport while not
being worn. A previous feasibility study
conducted in Australia utilized a 1,000 step
threshold for a day to count.23 Given the lack of
previous data about average step counts in this
population, we selected a lower threshold. An
individual’s daily step count for each week of the
study period was averaged over the days that
they used the FitBit. Participants were excluded
from the step count analysis if they were missing
data for an entire week, either due to nonadherence, losing the FitBit, or device
malfunction.
Scale use was defined as the number of
measurements that an individual made on the
BodyTrace©
scale
during
the
4-week
intervention
period.
To
identify
the
measurements that were taken by the
participant as opposed to another individual in
the household, a consensus approach was taken.
Two reviewers (NH and EK) assessed
measurements independently to identify the
participant’s measures and met to resolve any
conflicts. Measurements were determined to be
the participant based on their initial weight, their
weight gain trajectory, and the feasibility of
weight change over time. Measurements were
included as belonging to the participant if they

were within two kilograms of the previous
measurement, taking into account time between
measurements.
RESULTS
Sample Characteristics
Forty-four participants were assigned to an
intervention group (FitBit Only, n=15; Scale Only,
n=14; Scale & FitBit, n=15) and completed all
study visits. Three participants enrolled but later
declined to participate further or were
determined to be ineligible and were withdrawn
from participation. Demographic characteristics
did not differ between groups at baseline (Table
1). Based on Polynesian BMI cut offs, the median
BMI for the overall sample (36.9 kg/m2) was in
the obese range (≥32.0 kg/m2).2
Device Use
There was no significant difference in FibtBit use
between the three groups during the baseline
assessment or intervention. Among all
participants, there was a significant decline in
use of the FitBits between the baseline and
intervention periods (66.7% vs. 47.2% of days,
p<0.001) (Table 2); seven participants lost the
devices. Participants used their scales a median
of 5.5 times during the 4-week intervention
period (minimum: 1, maximum: of 26). There
was no significant difference in scale use
between the two groups that received scales
(p=0.277).
Psychosocial Indicators of Health
Post-intervention, there was a significant change
in psychosocial indicators of health compared to
baseline (Figure 2). The median score on each of
the HLOC subscales increased by a statistically
significant amount in the Scale Only and the
combined FitBit and Scale groups. The FitBit Only
group had a significant increase in the ‘Chance’
and ‘Powerful Others’ subscales, but no
significant change in the Internal subscale. Postintervention the three groups did not differ in
their HLOC subscale scores. All three groups
significantly increased their Self-efficacy for
Exercise post-intervention, with a median
increase in score of 16.0 points across all three
groups. The FitBit Only and FitBit and Scale
groups had a significant increase in WeightControl Self Efficacy following the intervention of
18.0 and 14.0 respectively, while the Scale Only
group had a moderately significant increase of
12.0 (p=0.053).
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Table 1: Sample Characteristics

Age (years)
Education
(years)
Married
or
Cohabitating

Body
Mass
Index (kg/m2)

Overall

FitBit Only

Scale Only

FitBit and Scale

Median

Median

Median

Median

(Q1, Q3);

(Q1, Q3);

(Q1, Q3);

(Q1, Q3);

n (%)

n (%)

n (%)

n (%)

n=44

n=15

n=14

n=15

36.3

37.4

36.1

36.2

(34.0, 38.4)

(33.6, 39.2)

(33.5, 39.0)

(34.3, 37.8)

12.0

12.0

13.0

12.0

(12.0, 13.0)

(11.0, 13.0)

(12.0, 13.0)

(12.0, 13.0)

40 (90.9)

13 (86.7)

13 (92.86)

14 (93.3)

n=40

n=11

n=14

n=15

36.9

36.9

36.2

37.0

(33.9, 40.1)

(27.9, 39.6)

(34.4, 39.9)

(34.4, 46.9)

P-Value1

0.847
0.428

0.420

0.420

P-values reflect Kruskal-Wallis test for continuous variables and Fisher’s Exact test for categorical variables.
Sample size varies due to missing data.
1

Table 2: Device Use
FitBit Use1

Scale Use2

Median (Q1, Q3)
Baseline
Period

Intervention
Change
Period

Overall

66.7

47.2

-0.15

n=44

(50.0, 83.3)

(31.5, 72.2)

(-0.31, -0.01)

FitBit
Only

66.7

40.7

-0.11

(50.0, 83.3)

(35.7, 57.1)

(-0.30, -0.04)

Scale Only

83.3

53.7

-0.17

n=14

(50.0, 83.3)

(29.6, 70.4)

(-0.30, 0.02)

50.0

-0.17

(14.8, 77.8)

(-0.39, 0.06)

n=15

FitBit and
83.3
Scale
(50.0, 83.3)
n=15

Median
(Q1, Q3)

P-Value3
<0.001

n=28

0.010

5.5
(3.0, 7.0)
-

0.042

n=14

0.035

n=14

5.0
(2.0, 7.0)
6.0
(4.0, 7.0)

Sample size varies due to missing data.
1 FitBit use was defined as the proportion of days in the given period that the individual participant wore the FitBit.
A day was counted as a day of use if the FitBit recorded more than 100 steps.
2 Scale use was defined as the total number of measurements than an individual made on the BodyTrace during
the 4-week intervention period.
3 P-values reflect the Kruskal-Wallis test

313

Kocher EL, Pacific Health Dialog 2020; 21(6):309-318. DOI: 10.26635/phd.2020.636
Figure 2: Change in Psychosocial Indicators of Health
There was also a significant
difference in how the groups’
self-assessments of health
changed
during
the
intervention period. In the
FitBit Only group SF-8 scores
increased for both physical (2.5
to 6.5, p=0.002) and mental
(3.0 to 6.0, p=0.008) health,
indicating worsening quality of
life. There were no reported
changes in the SF-8 scores of
the
other
two
groups.
Responding to the selfreported health question, all
participants reported that their
health was excellent, very good,
or good pre-randomization and
post-intervention. However,
post-intervention
the
proportion of individuals in the
FitBit only group reporting that
their health was excellent
increased (from 73.3% to
86.7%), while the proportion
decreased for the Scale Only
(64.3% to 57.1%) and FitBit
and Scale groups (80.0% to
33.3%) (p=0.038).
* Indicates that the change in score
is statistically significant at alpha =
0.05, using the Wilcoxon SignedRank test.
† The highest possible score for
each HLOC sub scale is 36, with
higher scores indicating a greater
perceived influence of the
specified locus on health.
‡ The highest possible score for
the Self Efficacy for Exercise scale
is 60, with higher scores indicating
greater self efficacy.
§ The highest possible score for
the Weight Efficacy scale is 100,
with higher scores indicating
greater weight efficacy.
¶ The highest possible score for
the
physical
and
mental
components is 16 for each
subscale, with higher scores
indicating a more negative
assessment of health-related
quality of life.
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Physical Activity and BMI
There was no effect of the intervention on
physical activity, measured using median daily
step counts. Although not significant, the Scale
Only and the combined FitBit and Scale groups
saw an increase in steps between the baseline
and overall intervention periods. A significant
increase in BMI between the baseline and postintervention assessments was observed among
the two groups that used scales (Scale Only
p=0.005, FitBit and Scale p=0.058), while the
FitBit Only group had a slight, nonsignificant
decrease in BMI (p=0.898) (Figure 3).
Figure 3: Change in Body Mass Index by Group

* indicates statistically significant median change at
p=0.05
** indicates a statistically significant median change at
p=0.10; p-values reflect the result of the Signed Rank
Test

DISCUSSION
Based on device use, our results suggest that
FitBit step counters and digital scales may be an
acceptable intervention tool with a generally
promising impact on psychosocial indicators of
health. Although there was no clear effect on
daily step counts, participants in all groups
increased their weight and physical activityrelated self-efficacy, a measure known to be
associated with successful behavior change.
Worryingly, participants in the two groups using
the scales increased their BMI during the fourweek intervention period, and reported poorer
health post-intervention. If the median increase
in weight over this four-week study (0.70 kg)
were to be extrapolated over a year, the average
weight gain observed would be 9.1 kg. This
highlights the critical need for weight-related
intervention in this setting, but our results
indicate that we may need to be cautious about

the psychological impact of the approaches we
choose.
Device Use
While FitBit use was high during the baseline
period, adherence to daily wear declined in all
three groups during the intervention. In our
analyses of changes in daily step counts, almost
half of the sample had to be excluded due to low
adherence, which is of concern. Prior studies
assessing the acceptability of pedometers have
considered participants’ recording step counts at
least 70% of the time to indicate ‘good’
adherence, but these studies often engage
participants in other intervention activities,
provide step goals, and give structured
feedback and encouragement.24,25 Our
participants were able to see their step
count each day, but we did not provide
tools to monitor longitudinal progress.
The decline in adherence we observed
indicates that while participants were
open to using the devices, further
research is necessary to determine how
best to encourage continued adherence.
One potential strategy would be to
utilize a wrist worn model of FitBit,
which might be less easily removed or
forgotten than the waist-worn model
selected for this study.
In the absence of specific guidance about
scale use, the sustained use of the devices (on
average >once/week) over the intervention
period indicated acceptability. Regular selfweighing is associated with weight loss, with
some weight loss interventions recommending
daily self-weighing.9 Weighing once a week,
which most participants in this study did would
have been sufficient for them to observe the
overall trend in their weight if they were to
continue this behavior over a longer intervention
period, which is the aim of the self-weighing
approach. That there was no significant
difference in use between the two groups that
used the scales indicates that additional feedback
about physical activity from the FitBit did not
significantly affect the frequency of selfweighing.
Psychosocial Indicators of Health
Individuals with a higher internal locus of control
have been identified as more likely to engage in
health promoting behaviors.26 The fact that
participants in this study increased their scores
on all three of the HLOC subscales suggests that
they felt simultaneously more in control of their
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own health, but were also more aware of the
influence of outside forces, including chance and
other people. This may have been as a result of
setting goals for themselves that could not be met
because of outside obligations. Self-efficacy has
also been identified as essential for helping
individuals who intend to make health behavior
changes to follow through with action.27 Despite
the lack of association with behavior change, the
significant increase in Self-Efficacy for Exercise
and Weight Efficacy among all of the participants
in this study is encouraging.21,22 Whether
improved self-efficacy can be directly attributed
to the devices and their feedback rather than
simply enrolling in a trial with a focus on physical
activity/health should be the subject of future
research. Several prior intervention studies have
observed improved physical activity in those
with higher self-efficacy at baseline, but few have
attempted
to
measure
the
opposite
phenomenon.27,28
The psychological impact of weight-focused
interventions has been broadly discussed,
extensively in the Pacific context, but to date few
studies have intentionally measured the effect of
any given intervention on self-reported health
and quality of life.29 Here, we found mixed, and
somewhat contradictory results: in the group
who received only the FitBit, quality of life
related to health (both physical and mental)
worsened, but self-reported health status
improved. We did learn, however, in post-hoc
analyses that the decline in quality of life may
have been driven by those participants who lost
or stopped wearing the devices during the
intervention period. Participants may have
stopped wearing the devices because they were
disappointed in their activity levels or felt unable
to make improvements, or may have been
frustrated at the missed opportunity for
feedback if the device was lost. If these
individuals were excluded, there was no
significant change in quality of life among this
group.
Self-monitoring of weight has been identified as
a “double-edged sword”; it is an effective tool for
interventions, but can also worsen body image
concerns in a way that might undermine
progress.30 In this study, both groups that
received a scale were less likely to report
“excellent”
self-reported
health
postintervention than at baseline. Given that both
groups gained a significant amount of weight
during the intervention period, and that public
health messaging about the impact of weight on
health is widespread, this may simply reflect
acknowledgement of their weight status and
their level of risk for additional, related
conditions. But, we did not explore participants’

conceptions of health holistically enough to be
sure that there were not negative consequences
for body image. This should be fully explored in
later studies.
Limitations
While the introduction of these devices to the
Samoan setting was innovative and the findings
suggest many avenues for future study, they
must be considered in the context of several
limitations. The small sample size and large
degree of variability in the sample limited the
power of analyses to identify a clear pattern in
behavior, if one existed. The analyses were also
limited by a significant decline in adherence to
device use and our inability to differentiate a
decline in adherence from a decline in physical
activity. Using 100 steps as the cutoff to establish
a day of device wear was a reasoned decision, but
there was little evidence available on which to
base this choice. Future studies could address
these limitations by using a wrist worn model of
FitBit that included heart rate tracking to better
establish participant use and incentives for
continued adherence. Additionally, while we
believe participants were compliant with the use
of tape to mask the step count display, this
method was imperfect and could be improved.
This study was designed as a pre/post
comparison, with individual behaviors during
the intervention period compared to the
individual’s baseline values. While there is no
evidence to suggest that there was a population
wide change during this relatively short study
period, the lack of a control group is another
potential limitation of this design. As a feasibility
study, the included intervention was not framed
around specific physical activity or weight loss
goals. This approach was taken to explore how
participants in this setting used these devices in
the absence of other guidance. However, the lack
of a change in step counts may be in part the
result of this approach. Finally, although the
FitBit and BodyTrace© devices we chose here
would still be relatively expensive for the
Samoan population, costing $60-80 USD
compared to the average weekly household
income of approximately $260, participants
could obtain similar feedback from less
expensive devices without the web-based
platform.31
CONCLUSIONS
Given the expanding access to mobile
technologies in the Pacific, this is an ideal
moment
to
introduce
self-monitoring
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technologies as a potential tool to address the
rising burden of obesity and NCDs. The increase
in BMI that occurred over the relatively short
study period reinforces the need for weight
control interventions in this setting. The results
of this study suggest that FitBit step counters (or
their less expensive equivalent) and weighing
scales may be an acceptable and potentially
effective tool for interventions to utilize in the
Samoan setting. While no significant difference
was observed in participant’s physical activity,
improvements to psychosocial indicators of
health suggest a positive effect of using these
devices, although further research is needed to
determine how to sustain device usage over time,
and to evaluate the effect of these devices on
physical activity and weight in a more structured
intervention approach.
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ABSTRACT:
Introduction: There is minimal information available that describes the health of children of primary
school age (5-12 years) living in the Pacific. Current tools that exist for measurement of health have not
been developed with Pacific paradigms in mind. Our objective was to describe the development of a
culturally and contextually appropriate health survey to enable measurement of the health status of 512 year olds living in a Pacific Island Nation.
Methods: Integrating a Delphi method with Pacific methodologies, two rounds of online questionnaires
involving 33 panel members reviewed what to include in a health survey for primary school-aged
children living in Tonga. The panel consisted of paediatric clinicians and academics, teachers and
parents from Tonga, New Zealand, USA, and the UK.
Results: Panel consensus was met on a range of domains to be included in the survey including: general
demographics (80%), environment (80%), resilience and risk (88%), household economics (80%),
psychological functioning (92%), social functioning (92%), physical functioning (88%), cognitive
functioning (92%) and individual health conditions (84%). Particular importance was placed on
including questions that described exposure of children to violence and abuse (93%).
Conclusions: Based upon the consensus of a diverse expert panel, the domains that are necessary for
the measurement of health in primary school-aged children living in Tonga were identified. The Delphi
method proved a valid and useful technique to assist with the development of such a health survey and
enabled the incorporation of a Pacific lens – a Tongan understanding of measuring children’s health.
Key Words: Delphi Technique, Child health, Health surveys, Tonga, Pacific Island
INTRODUCTION
Little is known about child health in the Pacific.
The limited data that are available report
mortality rather than morbidity statistics in
children under-five years old, largely due to the
Millennium Development and Sustainable
Development Goals.1,2
While there are a large array of tools available to
measure child health there is no agreement on
their applicability for child populations in
countries which differ from those where the tools
were created and validated.3 Because of the
appropriate focus to date on reduction in early
childhood mortality, there has been little
development of tools that can be used to describe
this wider range of child health issues from a
Pacific perspective.4 There is no survey for
primary school-aged children comparable to the
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World Health Organisation’s Global School Based
Health Survey (GSHS), which was developed for
adolescent-aged young people.5
If the health status of Pacific primary school-aged
children is to be accurately measured, a survey
that is appurtenant for that context must be used.
Pacific populations have unique cultural
ideology, language and perceptions of health.
Instruments used to measure health must
consider these factors and be suitably translated
linguistically, culturally and practically.6
Currently, no such survey exists that is
appropriate for describing the health of primary
school-aged children living in a Pacific Island
nation.
Our objective in this manuscript was to describe
the process we used to develop a survey
appropriate for the description of health in
young children growing up in a Pacific Island
nation.
METHODS

What was already known about the topic
concerned.
Globally, children under five years old have been
the major focus of child health measurement
because of the high risk of mortality in this age
group. There is limited data on child health status
beyond this age group, particularly for the Pacific
region.
What new
contributes.

knowledge

the

manuscript

We present a justification for the measurement
of child health in primary school-aged children in
Tonga. We then describe a Delphi method
integrating Pacific methodologies and how this
was used to develop a health survey applicable to
primary school-aged children in Tonga. The
resulting survey creates the capacity to gather
diverse information on the health status of
primary school-aged children in Tonga, with
applicability to other Pacific Island nations.

Focus and constructs:
Our focus was on the primary school age group
(5-12 years). Our construct was that for a child
health survey to be appropriate for the Pacific
setting it would be necessary to: (i) include a
broad range of domains, (ii) be culturally
appropriate, (iii) be practical in its applicability,
and (iv) enable both the children and their
parents to respond.
Ethics:
Ethics approval was gained from The University
of Auckland Human Participants Ethics
Committee and the Tonga National Health Ethics
and Research Committee. Permission was given
from the Prime Minister’s Office for interaction
with the Ministry of Education and primary
schools in Tonga.
Study design:
Review of existing measures:
We considered validated measures according to
the constructs outlined above. Measures
reviewed included PROMIS,7 Warwick Child
Health and Morbidity Profile,8 Child Health
Illness Profile (CHIP),9 PedsQL,10 KIDSCREEN,11
Child Health Questionnaire12 and Health Related
Quality of Life (HRQoL) measures.6,13

Inherent to Pacific value systems are
understandings
of
relationship,
family,
community, respect and hospitality. Health and
wellbeing are underpinned by a balance of mind,
body and soul.14 In order to fully encapsulate a
Pacific understanding of child health, the survey
used needs to consider these factors. None of the
reviewed tools had been validated in or
translated for a Pacific context (Table 1).
Therefore, we used a Delphi method integrating
Pacific methodologies to develop a survey for
primary school-aged children in Tonga. Figure 1
shows the flow of the study timeline.
The Kakala framework:
The Kakala are a Tongan flower, woven for
specific occasions and worn around the waist or
neck. These garlands are commonplace
throughout the Pacific and have been used as a
metaphor of the research process.15 The Kakala
framework compares the research process to the
making of woven flowers over a series of steps:
nofo (to sit, decide and purpose), toli (finding,
selecting and picking the flowers), tui (weaving
of the flowers) and luva (giving away of the
Kakala).16-18
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Table 1: Child health measurement tools used in primary school-aged children’s health.
Measur Count
e
ry of
origin

Purpose and
measures

Age
ran
ge

Partici
pants

PedsQL

USA

HRQoL in
paediatric
conditions.

5-18

Parent
Child

PROMI
S†

USA

5-17

Parent
Child

WCHM
P‡

UK

Infa
nts
and
prescho
ol
chil
dren

Parent

CHIPCE§

USA

Patientreported
outcomes
relevant
across
common
medical
conditions.
Parental
perceptions of
health, acute
and chronic
illness,
hospital
admission and
immunisation
experience.
Health status
and HRQoL.

6-11

Kidscre
en

13
Europ
ean
Countr
ies

Child
Health
Questio
nnaire

USA

HRQoL:
Screening,
monitoring
and
evaluation in
national and
international
European
Health
Surveys.
Health status
measure of
children
applicable to
populations
as well as
chronically ill
children.

*

Time
to
comp
lete
4
mins

Biomet
ry
compon
ent
No

Langua
ge
transla
tion
Approx.
63

Application
for Pacific
populations

Varia
ble
based
on
numb
er of
items
used
10
mins

No

Approx.
11

No

None

Not translated
or validated in
any Pacific
populations

Parent
Child

15-60
mins

No

Approx.
22

Not translated
or validated in
any Pacific
populations

8-18

Parent
- proxy
Child

5-20
mins

No

Approx.
37

Not translated
or validated in
any Pacific
populations

5-18

Child
10-18
yrs
Adult
proxy
5-10
yrs

5-25
mins.

No

Approx.
59

Not translated
or validated in
any Pacific
populations

Tongan
adolescent selfreport by an in
country team
(OPIC). No
translation
certificate.
Not translated
or validated in
any Pacific
populations

HRQoL Health related quality of life
*Pediatric Quality of Life Inventory TM, †Patient-Reported Outcomes Measurement Information System, ‡Warwick
Child Health and Morbidity Profile, §Child Health and Illness Profile-Child Edition
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Figure 1: Flow chart of the development of a survey for primary school-aged children in Tonga.
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Delphi method:
The Delphi method was used due to the
assumption that group opinion is more valid
and reliable than individual opinion.19 It is an
iterative process, involving a panel of experts,
using a series of questionnaires or rounds to
gather information. Rounds continue until
consensus is reached.19-21
We integrated the Delphi method with the
four processes of the Kakala framework. First
nofo, involved exploration of hospital data
and the background literature to decide on
content and domains. Second toli, included
the panel selection. Third tui, was completing
and analysing the Delphi rounds. Finally luva,
constituted reporting back of the knowledge
gained from the Delphi method to the panel
participants, and use of the survey.16-18
Hospital data audit and literature review
(Nofo).
An audit of hospital data22 and critical review
of the literature on the health of primary
school-aged children globally, and specifically
in the Pacific and Tonga was completed to
inform which domains and questions should
be initially included. Domains identified
included: general demographics, culture,
spirituality, environment, resilience and risk,
household
economics,
psychological
functioning, social functioning, cognitive
functioning, individual health conditions.
Panel selection (Toli): We used a structured,
purposive process to create a panel of 33
members (59% female) including parents,
teachers,
researchers
and
paediatric
clinicians of the following ethnicities: Tongan,
British, New Zealand European, Chinese,
Samoan and American (Figure 2). In this
study it was deemed important to include
parents and teachers on the panel. The
majority of the panel was Tongan, and twothirds were Pasifika. The panel size was
considered necessary because of the need to
include people across diverse locations and
areas of expertise.19-21 Panel members were
approached via electronic mail with an
explanation of the study including an
information sheet and a consent form.

Figure 2: Cultural and experiential make-up
of the Delphi panel created to develop a
survey for primary school-aged children in
Tonga.
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Rounds (Tui):
The first round of the Delphi method is
usually open-ended to allow generation of
ideas. Rounds that follow are more structured
and continue until consensus is reached.19 In
this study, members were sent two rounds of
anonymous online questionnaires using
limesurvey ©.23 Round one included 10 openended questions. The second round involved
separating each domain into subtopics and
included a 5-point Likert scale (Very
Important, Important, Neither Important nor
Unimportant,
Not
Very
Important,
Unimportant) for ranking each subtopic. For
both rounds, there was a date deadline, with
reminders sent out as the deadline
approached.
Consensus:
The success of the Delphi technique hinges on
how agreement is measured, and if a rating
scale is being used, what the cut off will be.
The criterion used to define a consensus
influences the number of rounds.20 While
there are no formal, universally agreed
guidelines on the minimum consensus level
for the Delphi, Keeney19 gives an example of
70%, so we defined acceptable consensus as
at least 70% agreement between panel
members for ‘Very Important’ and
‘Important’ responses to each topic as well as
a median 5-point Likert scale score of ≥ 4 and
an interquartile range of ≤ 1 based on work
done by Vogel, Brug, van der Ploeg, & Raat.24
Reporting back (Luva):
Panel results were sent by email to each
participant after each round. The survey
produced after this process was piloted in
three primary schools in Tonga.25
Talanga and community engagement:
Talanga17,26 involves prioritising relationship
in the research journey via a two-way
communication process, with an emphasis on
listening. Before embarking on research in a
country such as Tonga, consideration must be
given as to how to include the community. In
this study, there were multiple formal and
informal meetings between the principal
researcher and representatives from the
Tongan Ministries of Education and Health,
three schools; before, during and after the
Delphi method, and during development of
the survey. These meetings were critical at
the outset for relationship building and trust.
The purpose of each connection was to

actively listen in order to integrate local
wisdom, realities and ideas into the research
project. Pasifika researchers and clinicians
were named investigators and coinvestigators, which helped ensure the
process was culturally appropriate, safe and
relevant.27
Data analysis:
Descriptive statistics were used to report
panel member demographics, response rates
and agreement. The first round of open-ended
question responses were analysed using
content and thematic analysis following
guidance from Keeney.19 These approaches
allow for examination of text data for themes
followed by classification into codes.28
Statements were grouped together and
domain themes were developed around
similar statements. Once domains were
identified, the round two questionnaire was
developed.
After the second round, descriptive analyses
were undertaken using SAS version 9.3 (SAS
Institute,
Cary,
NC,
US)
software.
Distributions were described using medians
and interquartile ranges (IQR) for Delphi
panel scores on a 5-point Likert scale for each
domain (1 = Unimportant, 2 = Not very
important, 3 = Neither important or
unimportant, 4 = Important, 5 = Very
important). When at least 70% of
respondents identified a domain as important
or very important and a median rating of ≥ 4
and interquartile range of ≤ 1 achieved, it was
deemed that consensus had been reached
regarding inclusion of this domain. In this
study subtopics with a consensus level ≥ 90%
were considered to have reached a strong
consensus.
RESULTS
Delphi round one results:
There was a 76% (25/33) response rate to
round one of the Delphi process. This first
round included an open-ended question
seeking opinion on the most important health
issues for primary school-aged children. The
panel described both physical and nonphysical health issues as being important
(Table 2).
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Table 2: Delphi method: round one, question
one. The most important health issues raised
by the Delphi Panel.

Most Important Health
Issues Raised by the 25
Delphi Panel members
Physical Health
Nutrition and physical
activity
Respiratory
Skin and allergy
Dental
Disability
Infectious disease
Gastrointestinal
Cardiac disease
Vaccinations
Injury, chronic disease,
sleep, pain
Chronic disease
Sleep
Pain
Non Physical Health
Social functioning
Cognitive functioning
Psychological functioning
Family
Health behaviour
Emotional functioning
Access and quality of health
care
Household economics
Environment
Development

N (%) of
panel
members

2.0) and spirituality (median 4.0, IQR 2.0) for
which variance in scores between panel
members was wider (Table 4).
Table 4: Delphi method round one: ranking of
domains for inclusion in survey tool.
Domain

19 (76)
8 (33)
8 (33)
7 (29)
7 (29)
4 (17)
2 (8)
2 (8)
2 (8)
2 (8)
1 (4)
1 (4)
1 (4)
6 (25)
6 (25)
5 (21)
4 (17)
4 (17)
3 (13)
2 (8)
2 (8)
1 (4)
1 (4)

The panel was asked to recommend any tools
already in existence they believed had
potential utility for a survey of the health of
primary school-aged children in Tonga. Of the
tools suggested none covered the complete
range of issues proposed to be important for
this age group (Table 3).
Panel members were asked to rank the
domains; general demographics, culture,
spirituality, environment, resilience and risk,
household
economics,
psychological
functioning, social functioning, cognitive
functioning and individual health conditions
chosen from the critical review of the
literature. Consensus was achieved for all
domains except for culture (median 4.0, IQR

Culture
Spirituality
Environment
Resilience and risk
Household economics
Psychological functioning
Social functioning
Physical functioning
Cognitive functioning
Individual health conditions
General demographics

Median (IQR)
score* on 5point Likert
Scales of 25
Delphi panel
participants
4.0 (2.0)
4.0 (2.0)
5.0 (1.0)
4.5 (1.0)
4.5 (1.0)
5.0 (1.0)
5.0 (1.0)
5.0 (1.0)
5.0 (1.0)
5.0 (1.0)
4.0 (1.0)

IQR Interquartile range
* 1 = Unimportant, 2 = Not very important, 3 = Neither
important or unimportant, 4 = Important, 5 = Very
important

Lastly panel members were asked to rank the
importance of including children, teachers
and parents in the survey. The inclusion of
caregivers was considered very important or
important by 96%, the inclusion of children
by 84% and the inclusion of teachers by 80%.
Round one resulted in a list of 16 domains of
child health (demographics, biometry, family,
culture, spiritual environment, physical
environment, economics, resilience and risk,
quality of life, emotional functioning,
psychological functioning, social functioning,
cognitive functioning, physical conditions,
health behaviour and violence and abuse)
with a total of 129 subtopics. Each domain
contained between 3 and 23 topics to be
considered for inclusion.
Panel members were asked to rank the
domains; general demographics, culture,
spirituality, environment, resilience and risk,
household
economics,
psychological
functioning, social functioning, cognitive
functioning and individual health conditions
chosen from the critical review of the
literature.
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Table 3: Summary of tools proposed by panel members that already exist for measuring primary school-aged children’s health.
Tools

Global health Health surveys
indicators

PROMIS*
CHQ†
CHIP-CE‡
PedsQL§
SDQ_
GSHS¶
KIDSCREEN
HU12**
CHU9D††
Quality of Life
measures.

Measles
vaccination
age 5 years
Immunization
registers
Mortality
indicators
Morbidity
indicators

at

Screening/
measures

biometric School
entry Miscellaneous
screening:

Periodic health screening The
B4School
conducted by the Ministry of check
Health including body mass
New South Wales child health index
Australian school
survey
entrant
health
Dental screening
questionnaire
(SEHQ)
Victorian child health and
wellbeing survey
Vision and hearing
Australian early
development
United States national survey
Cardiac echo screening of Index
of children’s health
rheumatic heart disease

Healthy lunch options

Health survey for England

Medical
teams

New Zealand health survey

Developmental measures

United States institute of
medicine framework from the Blood pressure
2004 report on child health
Glucose

Oral care
Dental health
brushing in school
Educate students on
brushing teeth
missions

Mai e nima (Tongan
school based healthy
eating “give me five”
public
health
programme)
A
healthy
eating
diagram of a shell

Patient Reported Outcomes Measurement Information System,, † Child Health Questionnaire, ‡ Child Health and Illness Profile, § Paediatric Quality of Life
Inventory, _ Strength and Difficulties Questionnaire, ¶ Global School Based Health Survey , ** Health Utilities Index Mark 2, †† Child Health Utilities Index
*
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Consensus was achieved for all domains
except for culture (median 4.0, IQR 2.0) and
spirituality (median 4.0, IQR 2.0) for which
variance in scores between panel members
was wider (Table 4).
Table 4: Delphi method round one: ranking
of domains for inclusion in survey tool.
Domain

Culture
Spirituality
Environment
Resilience and risk
Household economics
Psychological functioning
Social functioning
Physical functioning
Cognitive functioning
Individual health conditions
General demographics

Median (IQR)
score* on 5point Likert
Scales of 25
Delphi panel
participants
4.0 (2.0)
4.0 (2.0)
5.0 (1.0)
4.5 (1.0)
4.5 (1.0)
5.0 (1.0)
5.0 (1.0)
5.0 (1.0)
5.0 (1.0)
5.0 (1.0)
4.0 (1.0)

Lastly panel members were asked to rank
the importance of including children,
teachers and parents in the survey. The
inclusion of caregivers was considered very
important or important by 96%, the
inclusion of children by 84% and the
inclusion of teachers by 80%.
Round one resulted in a list of 16 domains of
child health (demographics, biometry,
family, culture, spiritual environment,
physical environment, economics, resilience
and risk, quality of life, emotional
functioning, psychological functioning,
social functioning, cognitive functioning,
physical conditions, health behaviour and
violence and abuse) with a total of 129
subtopics. Each domain contained between
3 and 23 topics to be considered for
inclusion.
Delphi round two results:
Round Two had an 85% response rate
(28/33). In total, 9 of 129 (7%) subtopics
failed to reach consensus by panel members
(Table 5).

IQR Interquartile range
* 1 = Unimportant, 2 = Not very important, 3 = Neither
important or unimportant, 4 = Important, 5 = Very
important

Table 5: Delphi method round two– consensus for inclusion of topics to domains.
Variable
Demographics
Age
Year Level at School
Gender
Ethnicity
Address*
Caregiver relationship
Caregiver employment
Family Medical history
Breastfeeding history
Immunisation history
Exposure to narcotics
Biometry
Height
Weight
Waist
Vision
Hearing
Oral Health
Skin
Gross motor function
Fine motor function
Cognitive function
Executive function
Family
Family structure and who lives in the home

Median
(IQR)

Percentage
consensus %

5 (0)
5 (1)
5 (0)
5 (1)
4 (2)
5 (1)
5 (1)
5 (1)
4 (1)
5 (1)
5 (1)

100
82
99
93
71
89
66
83
82
71
96

5 (1)
5 (0)
5 (1)
5 (1)
5 (1)
5 (1)
5 (1)
5 (1)
4.5 (1)
5 (1)
4.5 (1)

87
97
76
93
97
94
90
83
83
87
83

5 (1)

97
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Variable
Main caregiver
Ability of family to get along
Supervision at home
Eating together as a family
Culture
Languages
Traditions
Community and cultural activities
Spiritual environment
Type of religion*
Importance of religion*
How regularly religious activities are attended*
Physical environment
Enjoyment of school
Helpfulness and friendliness of children and teachers
Safety school and home
Activities outside of home
Air pollution*
Water pollution
Economics
Number of meals a day
Hunger
Access to books
Access to computers
Caregiver income
Caregiver home ownership
Caregiver vehicle ownership
Family costs/bills
Rooms in the family home
How many people live in the family home
Employment of people in the family home*
Number of people in the home with a high school education*
Resilience and risk
Days off school
Enjoyment of school
Body perception
Strengths and difficulties
Quality of life
Satisfaction with life
Satisfaction with personal achievement
Satisfaction with the future
Mood
Positive feelings
Fun
Emotional functioning
Fears
Anxiety
Enjoyment of school
Worry
Loneliness
Self Consciousness
Physical manifestations of fears/anxiety
Sleep
Anger
Sadness
Panic
Psychological functioning
Depression
Hopelessness
Unhappiness
Isolation
Strange behaviors or ideas
Self-harm/suicide
Fatigue

Median
(IQR)
5 (1)
4 (1)
4 (1)
4 (1)

Percentage
consensus %
93
73
87
90

4 (1)
4 (1)
4 (1)

94
77
83

4 (2)
4 (2)
4 (2)

69
68
66

5 (1)
5 (1)
5 (1)
4 (1)
4 (2)
4 (1)

83
83
75
90
74
80

5 (1)
5 (1)
4 (1)
4 (1)
5 (1)
4 (1)
4 (1)
4 (1)
4 (1)
4.5 (1)
4 (1)
4 (2)

100
97
97
85
90
80
77
73
77
90
64
73

5 (1)
5 (1)
4 (1)
4 (1)

92
83
76
86

4 (1)
4 (1)
4 (2)
5 (1)
4 (1)
4.5 (1)

83
90
72
85
92
90

5 (1)
4 (1)
5 (1)
4 (1)
4.5 (1)
4 (1)
4 (1)
5 (1)
5 (1)
5 (1)
4 (1)

96
100
100
93
96
78
82
97
97
96
85

5 (1)
5 (1)
5 (1)
5 (1)
5 (1)
5 (1)
5 (1)

87
93
96
93
86
90
93
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Variable
Social functioning
Relationships with friends/siblings
Tendency to attract teasing
Involvement in activities and sports
Concentration and attention
Anti-social behavior
Obsessive behavior
Performance at school
Cognitive functioning
School attendance
Keeping up with schoolwork
Academic achievement
Learning issues
History of early childhood education
Physical conditions
Health at birth
Physical activity
Physical limitations
Activities of daily living
Fatigue
Pain
Bullying
Nutrition
Screen time*
Oral health
Hearing
Vision
Speech and language
Cardiac
Respiratory
Skin
Disability
Injury
Chronic Disease
Sleep
Allergies
Bladder control
Gastro conditions
Health behaviour
Rating of health
Rating of quality of life
Rating of physical health
Rating of mental health
Hygiene
Access to and quality of health care
Health seeking
Barriers to access of health care
Number of visits to a nurse/GP
Hospitalisation in the past 12 months
Violence and abuse
Neglect
Emotional abuse
Physical abuse
Sexual abuse
Violence
* Indicates subtopics that did not reach consensus

Median
(IQR)

Percentage
consensus %

5 (1)
4 (1)
4 (1)
4 (1)
5 (1)
4 (1)
5 (1)

90
79
86
93
93
78
97

5 (1)
5 (1)
5 (1)
5 (1)
4 (1)

97
79
89
92
70

5 (1)
5 (1)
4 (1)
4 (1)
4 (1)
4 (1)
4.5 (1)
5 (1)
4 (2)
4 (1)
5 (1)
5 (1)
5 (1)
4 (1)
5 (1)
4 (1)
5 (1)
4 (1)
5 (1)
5 (1)
4 (1)
5 (1)
5 (1)

89
93
88
85
85
85
88
93
70
96
100
97
91
96
96
100
96
93
96
100
89
81
89

4 (1)
5 (1)
4 (1)
5 (1)
5 (1)
5 (1)
5 (1)
5 (1)
4 (1)
5 (1)

96
96
92
97
86
93
96
97
85
93

5 (1)
5 (0.5)
5 (0.5)
5 (0.5)
5 (1)

93
93
93
93
93
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Consensus for inclusion of all the subtopics
within each domain was reached for 11 of
the 16 domains: biometrics (11 subtopics),
family (5 subtopics) culture (3 subtopics),
resilience and risk (4 subtopics), quality of
life (6 subtopics), emotional functioning (11
subtopics), psychological functioning (7
subtopics), social functioning (7 subtopics),
cognitive functioning (5 subtopics), health
behavior (10 subtopics), and violence and
abuse (5 subtopics).
For three domains consensus was reached
on all but one subtopic: demographics
domain - address (median 4, IQR 2, 71%);
physical environment domain - air pollution
(median 4, IQR 2, 74%); and physical

conditions domain - screen time (median 4,
IQR 2, 70%). Two of the 12 subtopics within
the economics domain did not reach
consensus: employment of people in the
family home (median 4, IQR 2, 64%), and
number of people in the family home with
high school education (median 4, IQR 2,
74%). None of the 3 subtopics within the
religion domain reached consensus: type of
religion (median 4, IQR 2, 69%), importance
of religion (median 4, IQR 2, 68%) and how
regularly religious activities are attended
(median 4, IQR 2, 66%). There were four
domains that had ≥ 70% of their topics with
strong consensus: violence and abuse
(100%), health behaviour (80%),

Table 6: Delphi method round two: Percentage of domain subtopics that reached a strong
consensus ≥ 90% among the 28 Delphi panel members who participated in round two and the
average percentage consensus of subtopics within each domain.
Domain

Number of subtopics
with strong consensus
≥ 90% (total subtopics)

Percentage of subtopics
with strong consensus ≥
90%

Average
percent
age
consens
us

Violence and abuse

3 (3)

100%

93%

Health behavior

8 (10)

80%

93%

Emotional functioning

8 (11)

73%

93%

Psychological functioning

5 (7)

71%

91%

Family

3 (5)

60%

88%

Social functioning

4 (7)

57%

88%

13 (23)

57%

91%

Quality of life

3 (6)

50%

85%

Biometry

5 (11)

45%

88%

Economics

5 (12)

42%

84%

Cognitive functioning

2 (5)

40%

85%

Demographics

4 (11)

36%

85%

Culture

1 (3)

33%

85%

Resilience and risk

1 (4)

25%

84%

Physical environment

1 (6)

17%

81%

Spiritual environment

0 (3)

0%

68%

Physical conditions

330

Langridge F. Pacific Health Dialog 2020; 21(6):319-334. DOI: 10.26635/phd.2020.638

The Delphi process was concluded at this
point. A third round was deemed
unnecessary due to the high level of
consensus from the first and second rounds
which enabled decision making around
inclusion and/or exclusion of subtopics in
the final survey.
DISCUSSION
This study combined Pacific methodologies
and a Delphi method to develop a health
survey for primary school-aged children in
Tonga. The Delphi panel consisted of 33
individuals from diverse ethnicities,
circumstances and expertise. Through two
rounds the panel identified domains and
subtopics they considered important to be
included in a holistic health survey of
primary school-aged children in Tonga.
In both the first and second Delphi rounds
the spirituality domain failed to reach
consensus. In the second round subtopics
for which consensus was not reached
included physical address, air pollution,
employment of people in the family home,
number of people in the home with high
school education, and screen time. There
was strong consensus that the domains of
violence and abuse, health behaviour,
emotional functioning and psychological
functioning should be included in a final
survey.
The lack of consensus around inclusion of
the spirituality domain is surprising
considering the adherence to religious
practise in the Pacific Islands.29 Perhaps the
panel members did not feel spirituality and
health were intrinsically linked, or their own
experiences of spirituality influenced their
responses. That the physical address was
not deemed important is likely explained by
the fact that homes do not have household
numbers, rather a description of location
based on village and landmarks. Regarding
screen time, this may reflect a feeling that
Tongan children are not exposed to much
screen time.
This study was limited by some of the
constraints surrounding the Delphi method
including its crossover between qualitative
and quantitative paradigms, the lack of
universal guidelines, debate over what
‘expert opinion’ entails, and how to measure
levels of consensus.19 The potential bias
associated with selection of the participants

was avoided by the heterogeneity of panel
members.19 It would have been helpful to
include children in the panel however this
was not feasible. The Delphi method does
enable panel members to express views
anonymously, facilitating consensus without
the introduction of bias through prejudice or
relationship connections,24 consequently
the risk of manipulation or pressure to
conform is minimised.
The intent was to measure the health of
children from a Pacific perspective.
Integration of Pacific research models was
important to ensure the research was
shaped by Pacific worldviews. In the Pacific
there has been a disconnect between classic
non-relational Western traditional research
and Pacific paradigms. This is largely due to
the fundamental importance of relationship
for Pacific participants, which is often not a
primary consideration in classic Western
research. Historically research has been ‘on’
participants rather than ‘with’ participants.
The latter being participatory and offering
the opportunity for shared expertise and
models of understanding.15 Encompassing
Talanga and the Kakala framework ensured
the community voice was central
throughout the research process. The Kakala
framework matched the Delphi steps,
enriching the process by integrating Pacific
paradigms.
These
methodologies
encompass a Pacific worldview, providing
greater room to filter the research process
through a lens of relationship and
reciprocity.
The Delphi method has been used in various
other studies of health including the
development of surveys such as the migrant
friendly maternity care questionnaire,30 selfreporting triage survey tool31 as well as to
develop guidelines for skeletal survey in
children with intracranial haemorrhage,32
bruises33 and fractures.34 This approach has
also been used to determine health research
priorities.35,36
The number of participants in a panel vary
widely across studies from three to over
100.35,37 Within this study, a panel of 33 was
chosen based on having enough numbers to
improve reliability while at the same time
keeping a manageable limit for analysis and
response rate. Agreement levels were
decided based on cut-offs by Vogel et al
(2009)24 and Keeney et al (2011).19 These
were slightly higher than >67% agreement
required by Glomb et al (2016).38
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The members of this Delphi panel placed
importance on the social, cognitive and
psychological functioning of children in this
age group. It is possible this is due to a
historical lack of inclusion of these domains
in previous studies, or a perception that, in
this age group, these issues are of higher
importance. Of interest is the strong
emphasis on including questions on
exposure to violence and neglect, and the
quandary in how to translate this into ethical
questioning within a survey for children.
The
strong
consensus
over
nonphysical/clinical conditions may be due to
the panel being diverse and having a strong
Pasifika membership.
In this Delphi process there was consensus
amongst panel members to include a broad
range of domains and subtopics in a survey
for primary school-aged children in Tonga.
While this is a worthy aspiration, there are a
number of challenges to consider when it
comes to developing and implementing a
holistic survey, especially in a resourcelimited region. There are benefits to
identifying children who are at risk of health
problems, including assessing the wellbeing status of children, the burden of
disease or disability and developing
targeted prevention and intervention
strategies for the most prevalent health
issues in children of this age group. Primary
school-aged children are accessible at a
population level through schools. A health
survey that has been developed specifically
for Tongan primary school-aged children
can inform development of health policy and
assist with the introduction of health
interventions
including
school-based
interventions. This survey can expose health
inequities aiding in directing health
expenditure.
Global child health has, in recent history,
been justifiably single minded in its focus on
mortality in the under-five year age group,
particularly in countries with the biggest
burden of fatal childhood diseases. With the
improvements in these measures and
regions there is now a responsibility to
include other age groups and parts of the
world that have been relatively neglected. In
order to appropriately capture child health
in these contexts, their unique cultural
paradigms must be taken into consideration.
The methodology described in this paper
has assisted with developing a health survey
specifically for primary school-aged

children in Tonga, which is holistic and
practicable in the Pacific setting. This
description of a unique blending of the
Delphi method with Pacific methodologies is
an example, which can now be used by
Pacific and non-Pacific researchers as they
navigate research in the Pacific Islands.
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Bula vakavanua and the spiritual disruption of elder abuse: A Fijian
perspective
Sandra Thaggard,1 El-Shadan Tautolo2
ABSTRACT
Introduction: This article used a cultural lens to explore issues of elder abuse from a Fijian perspective.
Fijian tradition of respect for the older adult is a priority and any mistreatment is viewed as a spiritual
disconnection and most injurious to God, the land and the people; their ancestral foundations and
traditional customs.
Methods: The Fonofale model, as a pan-pacific approach was employed as a methodological paradigm
to explore elements of abuse within a larger study of 50 Pacific Island elders from Pacific communities
of Aotearoa, New Zealand. This article examines perceptions of abuse as seen from a Fijian perspective.
Findings: The findings argue that all forms of abuse; physical, psychological, financial or neglect are
seen as a spiritual disconnection to the very foundation of what it is to be Fijian, referred to as bula
vakavanua - the Fijian way of life.
Conclusion: Practitioners with the possibility of confronting situations of abuse may benefit from a
cultural awareness programme, addressing the many different ways that abuse may be construed from
within a culture other than the dominant one in society.
Key words: elder abuse, respect, Fijian, socio-cultural, spiritual values, vakarokoroko, vanua, dela ni
yavu, bula vakavanua, fonofale paradigm, talanoa, New Zealand, Pacific.
INTRODUCTION
The World Health Organisation (WHO) defines
elder abuse as “a single or repeated act, or lack of
appropriate actions, occurring within any
relationship where there is an expectation of
trust which causes harm or distress to an older
person”.1 The phenomena of elder abuse is a
serious issue that can lead to physical injury,
financial hardship and mental health decline, and
may
have
long-term
psychological
consequences.2-4 Current Age Concern New
Zealand statistics record one in ten people over
65 reporting abuse.5 However, with many cases
unreported,
prevalence
is
extremely
underestimated; the WHO indicates that only 4%
of abuse is reported worldwide.1
An estimated 14,445 people in Aotearoa, New
Zealand identify as Fijian - a number that has
doubled between the 2001 and 2013 Census’,
and over half of this population live in Auckland.6
There is little research available regarding the
incidence of elder abuse or the perspectives of

older people who experience or encounter abuse
in Fijian communities. As a starting point, this
study seeks to understand how abuse of the
elderly is viewed by Fijians living in Aotearoa,
New Zealand. Fijians in this study are lewe ni
vanua (people of the land), the indigene known
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also in contemporary terms as taukei, the ethnic
group native to Fiji, who speak Fijian and share a
common history and culture.7 As such, exploring
issues of abuse within such traditional cultures
requires careful and constant acknowledgement
of unique cultural and spiritual structures.
The elders in a Fijian community are referred to
as the qase ni vanua, and from a socio-cultural
and spiritual context, all elders are historically
held in high regard and considered sacred for
they have ancestral links to the afterlife. Fijian
elders carry the mana (divine power) of the
people and serve as a connection to genealogy
and the very foundation of the vanua (land) and
their dela ni yavu – which embodies the concept
of the self in relation to the land as the essential
extension of one’s self and identity.7 Given this
spiritual relationship, elder abuse is not overtly
tolerated, and the perception of abuse among
Fijians is one of horror, the repercussions of
which are to be feared for they have a spiritual
impact upon the abuser.8
The concept of vanua is an encompassing one; it
is the totality of a Fijian community.9 Vakavanua
meaning ‘customary’ or ‘the way of the land’
involves old supernatural beliefs related to
kinship and honour of parental obligations that
have continued to evolve and absorb Christian
doctrine. There is therefore, within this ethos, a
sense of the supernatural bond between people
and nature; between life and death, critical to a
close relationship between people and the land.9
Spirits that inhabit a cosmological world,
although invisible, are part of everyday life with
the belief that the “spirit world has control over
the mortal world”, therefore “as people get older
and nearing the end to enter the spirit world,
they are increasingly treated with sacredness”.7
In this light, there is an understanding that abuse
of elders is seen as an act of extreme betrayal of
their values.10
The Fijian model for life - bula vakavanua is built
upon respect and honour to the concept of
vakaturaga.
Vakaturaga
represents
characteristics of love, honour, kindness,
hospitality, and deference to others. As well as a
soft gentle manner and the supreme principle an attitude of respect to others, often manifested
in the way that an individual or group responds
to other people. Vakaturaga is the code of
conduct, borne through actions and behaviours
that merge with Christian beliefs. For Fijians,
vakaturaga provides the reverence and respect
to follow cultural protocol, to maintain a sense of

well-being to their kin and to the land - to their
respective dela ni yavu, this is the spiritual life
force of their bula vakavanua. The highest form
of cultural insensitivity is not displaying
vakaturaga to those in authority and to elders.11
As part of a larger study into current perceptions
of elder abuse within Pacific communities in
Aotearoa, New Zealand, this study explores the
views of a group of Fijian elders. Findings
highlight the reverence and importance of bula
vakavanua, the disruption of which appears to
form the basis of all perceptions of abuse.
Furthermore, the findings point to the
importance of considering culturally specific
interpretations of abuse.
METHODS
Participants
Participants were recruited as part of a larger
cohort of 50 Pacific Island elders for the Pacific
Elderly Abuse Research Project. This was a
purposive selection of inclusion and 12 Taukei (4
males, 8 females; 60 - 70 years old) were
interviewed in two separate focus groups
consisting of eight and four participants.
Participants resided in West, and South
Auckland; all are employed professionals and
maintain traditional roots to their homeland. The
participants are leaders with high social and
cultural standing within the Fijian community in
New Zealand.
Procedure
This research utilised a theoretical lens within
the Fonofale Model, where the Samoan fale
(home) with four pou (posts) represents the
important values and beliefs of family, culture
and spirituality.12 This model is widely accepted
and adaptable to all Pacific Island cultures. The
foundation of the Fonofale represents the family;
the roof and surroundings represent the context
of time; and the pou comprise the spiritual,
physical, mental, and any other important
connecting factors. The model thereby encircles
cultural values and family traditions with
identity and community as a continuous
interactive flow.
The elements of the 4 pou were explored in a
talanoa (discussion) during the focus groups.
Otsuka 13 refers to talanoa from a Fijian
perspective as oratory characteristics that
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involve verbal negotiations with deep traditional
roots. It is dialogic, fluid, and allows for open
consultations to occur, involving the transferring
of information, or co-construction of knowledge
through talking, exchanging ideas, and finding
out how people are feeling or thinking about a
topic without any coercion. Talanoa was deemed
an appropriate framework to capture the
cultural, spiritual and emotional views regarding
abuse within the Taukei population.
Focus groups were held in Auckland, New
Zealand, and were opened and closed with
prayer in accordance with cultural protocol. A
semi structured questionnaire was used to guide
the talanoa process, with questions such as “can
you tell me what you think elderly abuse is,” are
you aware of anyone in your community that is
experiencing abuse?” Data was recorded then
transcribed by a professional Pacific Island
transcriber.
Data analysis
Braun and Clarke 14 propose a six-phase guide to
thematic analysis which was adopted in this
study. This approach to thematic analysis gives
precedence to the participant’s voices, and its
findings provide a social construct where the
narratives evoked through the talanoa give
meaning to the elders’ social experiences. An
inductive analytical approach was used to
identify patterns of meaning interpreted within
the Fonofale model of health. The dimensions of
the Fonofale overlaid all the data, from gathering
and analysis to ordering of emergent categories
and themes that correspond to the dimensions of
the Fonofale.
Ethics and Anonymity
The Auckland University of Technology Ethics
Committee approved this project (reference
19/176 17). Anonymity was guaranteed and
participants gave their informed consent.
Participants were assigned a number to maintain
confidentiality throughout data collection and
transcription, and these numbers are used
throughout this paper to identify narratives. Data
was transcribed and sent back to the participants
for verification. Two participants were central to
the drafting of this article to ensure that all
sensitivity to cultural protocol was correctly
identified and credible.

RESULTS
This study represents the Fijian participants’
views of elder abuse within their communities.
The patterns of meaning identified cultural,
spiritual, emotional and financial abuse, however
cultural and in particular spiritual abuse were
the major themes that ran through all of the
participant’s narratives. Throughout each
talonoa, a spiritual context bound together all the
themes from a Fijian perspective culminating in
the perception of abuse as a disrespect of
vakaturaga and harmful disruption to bula
vakavanua;
Our life force is blended together with our
elders and our life force, is built upon the
dela ni yavu this is our model for life.
That's why I think our sense of abuse is
much broader than financial, physical,
sexual. It's actually spiritual and cultural.
When you start to lose your sense of kin
your identity is diluted. (3)
The importance of community living and kinship
circulate the ever evolving cycle of life as
understood through the Fijian bula vakavanua,
and the consequences of disregard for bula
vakavanua are well known;
If you understand the concept of life and
death… birth and death...they go hand in
hand like yin and yang. If we don't look
after our elders properly then the spiritual
connection of the afterlife can affect you.
(2)
The threads of this cycle are disrupted when
young people are not taught the essence of
vakaturaga. This may be either through omission
or a lack of role models. It is thought that bula
vakavanua is passed down from one generation
to the next, by looking, learning and imitating 15.
The influences of money and an increasingly
individualistic lifestyle are also important in this
realm;
We know that there are some elders that
are not looked after with food and the
things they need, but that is very wrong.
You hear about the financial abuse of
taking their money, about the young ones
of drugs that come around and ask for
money. (12)
Abusive actions by the younger Fijian generation
that were not taught the ways of vakaturaga and
the spiritual inflow or backlash that can occur
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when this protocol is not adhered to or
understood were noted by the participants;
The young ones don’t understand, either
not taught or don’t care that it’s so
important to look after our old people
because the blessings continue to flow
back. People who abuse the elderly don't
understand that. When you abuse the
elderly that connection will affect you for
the rest of your life. The consequences will
come tenfold. What we believe is that the
elderly and us are one. What we do to them
affects us spiritually. So we have to look
after them. (12)
Respect, especially for elders who carry the mana
of the mataqali (tribe) is an expected and valued
trait within bula vakavanua;
One priority we always set aside is to have
a respect for them. Right or wrong in
Fijian perspective you have to respect
them. Regardless. The reason is because
they carry the mana for the family, the
inheritance of the earlier generation. They
have the knowledge that they can pass
onto us. (5)
Respect and obedience are actions and nuances
in vocal tone and conduct. Honour, although
considered an internal attitude of respect,
honourable actions should convey courtesy, and
reverence, accompanied by appropriate
obedience and attention to their needs. The
threads of abuse extend into disrespectful
actions, attitudes and behaviours;
Laughing behind their back or giggling
amongst themselves and laughing at them
not with them is disrespect. Making fun or
speaking harshly or being dismissive, or
not giving them their food first. (7)
Further examples highlighted the tyrannical and
covert nature of the abuse, “look at the way you
walk….. - a joke like that, that's abuse too” and
“Respecting our elders mean we don’t make fun of
them even if they can’t hear. Even if it is unseen or
not heard by them. The unseen is still abuse”. (5)
This lack of respect violates the essence of bula
vakavanua and in this context is certainly
considered abuse. The participants saw these
behaviours as shameful and attempted to
address them;

Even though they can't hear you. It's like a
sin. They don't hear it…it’s hidden……if we
see the children doing that…. We say
shush! Don't say that have respect. Then
we remind them to say the proper things.
Remind our children you can joke about
things as long as you laugh with them but
don't laugh at them. (1)
There was a suggestion of loss among the
participants for the cultural code of conduct no
longer acknowledged by many young Fijians
brought up in New Zealand;
When we address them as an elder we use
‘kemuni’ to address then. It is the code of
our language. Kemuni, or plural kemumi.
It is expected for you to know this, elders
will expect this and it is not what we see so
much in the young. They are not taught
this. (8)
Much of the traditional conduct is based on the
biblical scripture “Honour your father and your
mother, so that you may live long in the land the
Lord your God is giving you” (Exodus, 20:12).
Fijians see no difference between honour,
obedience and respect, for to respect is to honour
and the following excerpts relate how taking care
of your parents is integrated into cultural
conduct of vakarokoroko, meaning reverence and
honour;
Cultural protocol begins with the bible, Mo
vakarokoroko rau na tamanu kei na
tinamu, me dede kina nomu bula. Respect
is a reverence, respect is a vakarokoroko
and these are part of our value, and our
elders are always acknowledged or
Vakarokoroko taki. (10)
Furthermore;
Abuse is also not attending to ceremonial
duties. Not giving gifts to grandparents is
considered cultural abuse. (11)
DISCUSSION
The main theme identified from the participants’
narratives was the abuse of vakaturaga and the
Fijian model for life; bula vakavanua. This theme
carried over into all areas of attitude and
behaviour and manifested as disrespect.
Disrespect for cultural protocol, disrespect for
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not taking care of their elders needs, disrespect
for their welfare and disrespect in the manner of
addressing them.
Vakaturaga is the protocol for respecting others
and respect, honour and reverence represent
their spiritual and cultural values with
connections to their identity, their mataqali and
their vanua and as a Fijian; their place of
belonging - dela ni yavu, and their social fabric bula vakavanua. Fijian elders – qase ni vanua, are
carriers of wisdom and oral history, therefore
they are the custodians for knowledge of a vanua.
Elder abuse has spiritual ramifications upon all
members of the mataqali, and the wider vanua,
with spiritual tentacles that reach far and wide to
disrupt the bula vakavanua.
Highlighting the importance of examining and
defining abuse within a cultural context, Dong 16
argues that when disrespect is categorized as
psychological abuse or neglect, its meaning and
significance as a culturally specific form of abuse
are missed. Disrespect is hidden in Chinese and
other traditional cultural contexts, where the
value of elder respect does not have a meaning
equivalent to that in Western society. While
those from such cultures may recognise
disrespect as unacceptable, it remains invisible
under the generic western categories of elder
abuse.
The spiritual and psychological domains within
the Fonofale provide significance of the weave of
mental, and physical well-being and spirituality.
Biblical ties are echoed throughout the
participants’ narratives and the views of elders
are portrayed as a representation to, and
connection with the spiritual realm. Reciprocal
expectation for the care and respect of elders, is
that children will live long, blessed lives.
Batibasaqa, Overton and Horsley 9 state that the
vanua concept of the relationship between
people and nature has been “challenged,
weakened and lost because of western and
religious influences due to colonization” (p. 103).
Whereas I would argue that these concepts if
understood and taught well by their elders would
be strengthened for Fijians, who have
successfully integrated western and religious
concepts, and where colonisation did not in my
opinion weaken the ties to land and identity and
genealogical connections. The concept of dela ni
yavu is not unique to Fijian culture, for Maori
have their tūrangawaewae, loosely translated as
a place to stand, a place of identity and
belonging.17

CONCLUSION
The term elder abuse covers a wide range of
behaviours that include physical, sexual,
psychological, and financial abuse as well as
neglect. There may be fear that disclosure could
have retributive action resulting in more abuse.
Practitioners in training for abuse may benefit
from a cultural awareness programme,
addressing the many different ways that abuse
may be construed from within a culture other
than the dominant one in society. The findings
from this study suggest incorporating a sociocultural centred approach when working with
people from Pacific cultures during the screening
process for abuse. In light of the detrimental
effect disrespect has upon the older adult and
their culture of origin, it may be wise to consider
disrespect as a form of spiritual abuse, and the
screening tool could incorporate question such
as, ‘how important is spirituality in your culture?’
and ‘How does disrespect make you feel?’ Older
Fijian adults may refuse to disclose their own
experiences of mistreatment due to strong
cultural norms of shame, face-saving and keeping
family problems within the family, but they may
instead report being in spiritual distress.
Spirituality plays a vital role in the Fijian culture
and disrespect causes a spiritual disruption not
only to the victim of abuse but to the whole
family.
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Setting sail and returning home. Research voyaging in Aotearoa.
Rosalina RICHARDS,1* Justine CAMP,2 Jesse KOKAUA,1 Terina RAURETI,2 Albany LUCAS,1
Darcy KARAKA,2 Hannah RAPATA,3 Michael LAMETA1
ABSTRACT
We are drawn to this Talanoa in response to the call from Pacific Health Dialogue for frank and open
discussion. Our contribution to the conversation is some reflections about our experience of academic
health research as a collective of Māori and Pacific researchers trying to navigate within a large national
research programme. Alongside this we will share the voyaging framework we developed to help locate
ourselves as a collective, and articulate our needs and aspirations as early to mid-career researchers.
Our collective met in the context of working with A Better Start – E tipu e rea, a National Science Challenge
created by the New Zealand government.1 Better Start focuses on the health of children and young
people across five key areas; healthy weight, resilient teens, successful literacy and learning, big data
and Vision Mātauranga. Our team came together as collaborators within the Big Data theme, to explore
the Integrated Data Infrastructure (IDI) as an area of possibility and challenge for both Māori and Pacific
communities.

Keywords: Pacific, Pasifika, Māori, indigenous research, migrant research, Research methodology
BEGINNINGS
Multidisciplinary and multicultural research is
highly valued in an academic context, recognising
the innovation that can come from combining a
diversity of perspectives. Health equity is a
priority within Better Start, meaning innovation
is essential to drive the accelerated progress
needed to close these health gaps. Success in
working across disciplines and cultures requires
teams to be both curious and respectful of
different worldviews and, over time, cultivate the
ability to uphold multiple truths in their work. In
our context, this requires experts in their area of
western science to be curious and respectful of
the requirements of knowledge gathering and
interpretation that aligns with Māori and Pacific
worldviews, values and research methodologies.
Even within our own collective, we have diverse
affiliations to different Iwi, Hapū, Pacific nations,
genders and generations. As our team drew
together, we felt we needed a metaphor that
could support us to succeed as a team, whilst
holding respect for these diverse perspectives. In
doing so, we were also cognisant of the need for
a framework that could act as a translation tool
to explain to our non-Māori and non-Pacific
colleagues’ aspects of our approach that might
otherwise be misunderstood or invisible. Our

hope was that this translation effort could
facilitate inclusion of these in timeframes,
funding and expectations and reduce the need to
repeatedly advocate for and defend these.
We followed the path made by many colleagues
who have used metaphor and storytelling to
explain how they have conceptualised and
navigated different knowledge environments.2-5
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In the academic sphere, these stories are often
referred to as a ‘model’ or ‘framework’ so we
have used the latter for clarity here. While the
creation of new models is open to critique,2 we
believe that in our relatively youthful research
arenas there is still space for new story-telling
that allows value to be ascribed to multiple
perspectives, and brings affirmation, contrast or
extension to existing ones.
It is important for us to acknowledge here that in
seeking to encompass multiple perspectives, our
final story is a hybrid or compromise and is not a
substitute for Kaupapa Māori or ethnic specific
Pacific approaches, which may be more
specifically attuned to the needs of individual
researchers, teams or communities. We share
our journey with humility as it will not be
applicable to all, but after struggling with a sense
of invisibility, we feel we then have a
responsibility to make our response visible in the
hope that it will help others find their way more
quickly.
IN THE MI(D)ST
In 2018 we found ourselves in a context of time
pressure and misunderstandings, perhaps not an
unusual environment in a research programme
the size of A Better Start, but not one conducive
to effective research and Māori/Pacific
workforce capacity development. In formulating
a response, we decided to draw inspiration from
a place of strength, our shared history of
voyaging. The lead for the Māori team (JC) had
been interviewing Master navigators from across
the Pacific as part of her PhD and she brought
knowledge of these practices to shape the
framework. The Pacific team (RR, JK, AL, ML) are
members of Va’a o Tautai (boat of expert
fishermen/women), an academic unit named in
acknowledgement that one person cannot sail
the waka alone and all bring different expertise
and abilities that aid us in reaching our
destination.
Within this framework, each research project is
considered as a voyage of discovery, with many
aspects to consider when preparing and
journeying. We will describe some features of
this process that we noted were important at the
beginning, during and after our research voyage
together. Specifically, we will give our reflections
on the crew, craft, navigation, fleet, journey,
destination and maintenance present on our
journey (Figure 1).

Figure 1: Steps considered in planning and
returning from our research voyage

Crew
The crew you plan to complete your research
journey with are one of the first considerations.
Across your collective, do you have the skills you
need for the tasks that are being undertaken? In
Māori and Pacific contexts these are often
broader skill sets than those traditionally taught
in academia, and include language, cultural
knowledge, whakapapa connections, and
community regard and connections. The value of
these skillsets needs to be appropriately
acknowledged in appointment levels and
remuneration. This is a challenge when these are
not recognised as valid or valuable by academic
institutions that attribute greater value to formal
qualifications. In addition to technical skills this
also means a balance of strengths, including the
visionaries who launch a voyage, the managers
who ensure the project follows the right path and
delivers on its promises, and story tellers, who
bring the information together in various forms
and make sure that it is told to those who need it
and can action it.
As well as having the necessary skillsets, there is
a need to invest time to understand the personal
and professional journeys that brought the team
together and where team members see
themselves in the future. This acknowledges the
teaching role that the team has in supporting
each other towards their aspirations and
emphasis on capacity-building in Māori and
Pacific contexts.
As noted above, one of the roles often held by
Māori and Pacific research team members is
articulation and lobbying for these worldviews to
be acknowledged and reflected in research.
Sometimes this advocacy happens from a
position of lower power, in the established
hierarchy of academia or overlooked as a small
part of a large research programme, where staff
members may not be in leadership roles and
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therefore not in the room when decisions are
made or arguments put forward. Systems are set
up to reward established norms, for example,
budget constraints based on an underlying
assumption that only small direct salary costs are
needed as most staff will hold tenured roles. This
does not acknowledge the current workforce
status of Māori and Pacific academic staff. Recent
reports from MBIE’s Diversity in Science
statement highlight that Māori and Pacific staff
reflect only 2% of the science workforce.6 This
workforce also tends to be weighted towards
emerging researchers, who do not hold tenured
roles that can be leveraged to support project
involvement. Because of this reality, budgets
require careful planning to pay direct salaries
where necessary and attention paid to longer
term planning for secure, permanent
appointments for these staff.
Craft
We decided to build our virtual craft/waka/va’a
from the values that we hold. This was important
as we were in relatively unfamiliar and turbulent
waters (Big data and IDI) and the journey was
not clearly charted out before us. We could,
however, take some comfort from knowing we
would use our values as a pivot point for
responding to ideas that came up during this
process and provide language to reflect on our
work and challenge ourselves. As a diverse Māori
and pan-Pacific team we felt that the degree of
alignment between values will determine if we
travelled together on a single va’a/waka or
supported each other as members of a fleet of
separate vessels.
Our team started very simply by brainstorming
our values on two sides of a large sheet of paper.
The variety of values expressed were included
manaaki (hospitality and maintaining the mana
of those we work with and ourselves),
kokiritanga (being champions for the kaupapa),
tino rangatiratanga (self determination),
whanaukataka (family, nuturing and fostering
relationships),
unity/oneness/support,
excellence, responsiveness, respect for other’s
abilities and for other values of colleagues and
community. After discussion, we decided we
were all closely aligned and would continue as
one team, though with the ability to work in
parallel where necessary. This latter option
remained because sometimes it is not until
values are put into practice and tested that it
becomes clear how team members express their
values. For example, there are multiple ways to
express respect and very occasionally, these will
conflict for different team members. It is

important that there are options that allow
diverse approaches to be enacted.
Navigation
In voyaging, there are many signs to interpret in
the environment to help voyagers reach their
destination. Alongside our team values there are
other constellations or orients that are important
guides for our journey. As professional health
researchers, we have a variety of documents and
processes that are in place to support good
practice, such as health research guidelines,
ethics processes, and consultation processes. We
were mindful in the IDI space there was
important context and concerns about data
sovereignty and potential for deficit framing
because of the nature of information the IDI
prioritises.7 This means that there was a heavy
responsibility for thoughtful conduct of research
done in this space. We have described elsewhere
our eventual interpretation of the context of the
IDI and the application of Pacific health research
values of Akangateitei (respect), Inangaro
(communal
relationships),
Uriuri
kite
(reciprocity) and Ora Katoatoa’anga (holism)
and in the Māori context a framework of Pāpahi
(Māori input), Kia whakamana (recognition of
data as an extension of who we are as people,
enhance outcomes), Kia pono (acknowledging
systematic bias in data), Kia tika (using Māori
research methods) and Kia wero (including
Māori measures of wellness and success).7
This was a significant body of work that needed
to happen to inform data analyses. Ideally, these
principles would have been in place prior to any
work being undertaken, however, our team was
constructed two years into the challenge, limiting
the extent to which these could be expressed. In
our experience, it is not uncommon for Māori and
Pacific researchers to be invited into a project at
its later stages, either near the very end of
writing grant applications, or after the project
has been funded and commenced. It is
frustrating, difficult and sometimes impossible to
retrofit new perspectives into a vessel that has
already set sail and introduce new orientation
points into a course that is already charted and
advanced.
Fleet
Very few researchers work in complete isolation
and it is important to consider who is travelling
with us and supporting from the shore. In large
programmes of research such as National Science
Challenges there is a fleet of vessels, pursuing
different types of knowledge, but with some
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overarching
similarities
in
aspiration,
destination, and purpose. When researchers
have an applied or community responsiveness
approach, their fleet includes a broader array of
vessels than just those based in academia. The
groups, agencies, and communities who are
travelling with us or who have supported our
launch need to be recognised and these
relationships need to be built, maintained and
respected as part of the research planning and
funding. Researchers need the capacity in
budgets to visit stakeholders, provide hospitality
and koha/me’a alofa to acknowledge the value
we derive from their expertise and support.
Furthermore for this to be formally
acknowledged and supported within University
expenditure policies. It needs to be noted that
sometimes these relationships are held because
of family or community ties and therefore need
to be valued beyond research outcomes.
Research teams should be reflective and
proactive about what they, as a whole, can do to
support the aspirations of their community
partners.
Destination
It is also important to have clear understandings
across the team about the destinations are that
we are seeking in our journeys, in the hope that
there are strong commonalities in where we are
hoping to go. Sitting above any one specific
project or programme is a broader question of
what is the longer-term impact or purpose of this
work and where does it fit within the larger body
of knowledge and alongside the needs of the
communities we serve. Given the current
capacity of Māori and Pacific researchers,
workforce development is an important part of
our destination, with opportunities for capacity
building mindfully built into projects and
programmes. In this context, many voyagers will
be adding to their skillsets rather than already
having them, therefore it would be reasonable to
build additional mentorship and longer
timeframes to allow for this.
Journey
The actual conduct of the research is probably
the part of the story that is most familiar to
project management in mainstream research.
This includes project grant applications,
timelines and key performance indicators and
the established machinery for collecting or
collating data, analysing this data, and
collaboration around interpretation. Results are
then preparation for various audiences, with a

particular value placed on publication in
academic journals, and usually including some
feedback to communities of interest. This latter
step is particularly important for maintaining
relationships with those in your fleet. Māori and
Pacific communities have significant oral
traditions, so it is important to be able to share
research findings orally, with visual tools for
impact and appropriate language/languages for
each audience. To fully meet those obligations of
that commitment to communities, this stage of
the journey needs to be fully resourced for in
terms of time, travel costs and design for visually
compelling communication.
Maintenance
An often-overlooked part of a research journey is
time in between journeys to maintain the
va’a/waka, repair any damage and prepare for
the next journey, screening and training crew
and raising money for the next journey. In a
relationship sense this would include time to
check-in with colleagues, reflect on what
happened and what could we have learned.
Unfortunately, research timelines often mean
there is no natural reflection space between
journeys, as grant applications for the next
project are planned 6-12 months before the
completion of the current one.
Given the relatively small size of current Māori
and Pacific research workforces, there is value in
supporting each other to build and curate our
skillsets in very deliberate ways. This would
include proactively helping each other to find
opportunities
to
work
with
different
methodologies, to dig deeper into current models
and to work under the guidance of different
mentors (both within the academic world and
outside of it). One way of considering each
research journey is to reflect on whether the
experiences on that journey bring you closer or
further away from where you want to be as
researchers.
For our collective, preparing this Talanoa article
has formed part of that reflection as we decide
where we will journey from here, whom we
would like to travel with and the right time to
next set sail. There are several things we are
happy to have achieved within A Better Start, in
terms of collaboration 8 9-12 and leadership of
academic papers,7 13 14 successes of early career
researchers15 16 and the opportunity to work
closely with an iwi partner.15 17 In terms of where
we journey next, for one author this has meant
continued involvement within the IDI, unpacking
education and health pathways for Pasifika
families. For some it has meant moving within
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Better Start to the Healthy Weight theme to focus
on sleep intervention development for Māori and
Pasifika families, and for others the next step has
been making further contribution to health and
wellbeing
via
government
roles
and
postgraduate studies.
ENDINGS
Among our communities, we need accelerated
progress to close health gaps, meaning our
research workforce and practices need to evolve
rapidly to meet these challenges. Research has a
role to play in invoking change. In particular,
well-designed, clinically and socially relevant
research, grounded in aroha/alofa for Māori and
Pacific communities, can provide insight and
visibility into successes and challenges.
This talanoa about our voyaging framework and
our experiences as a team has a strong focus on
relational spaces between and within research
teams. In particular, we used our experience of
the National Science Challenge space, which has
multiple large-scale programmes of research, as
a point of reflection. The first set of relationships
we considered was within our primary team. As
noted earlier, we came with diverse affiliations to
Iwi, Hapu, Pacific nations, genders and
generations. Using this framework allowed us to
discuss gracefully how this diversity might
influence our values and processes and therefore
if we would sail in a single waka or in a fleet
alongside each other. For the Pacific members of
our team, whose work is primarily based in New
Zealand, this was also an important space to
reflect on our responsibilities under Te Tiriti o
Waitangi, and to work towards upholding the
health and research aspirations of Tangata
Whenua. As our New Zealand based Pacific
population and research workforce continues to
grow, this is a space where further theorisation
and methodological development is important.
The second point considers relational spaces
within the broader context, when we are working
as early-mid career Māori and Pacific
researchers within larger teams, across academic
disciplines and within the dominant narrative of
western research approaches. Within this
context, the purpose of the framework was to
provide translation through metaphor or
storytelling to share insights for colleagues about
how Māori and Pacific research contexts impact
on study design, timeframes, budgets and
staffing. While we strove to do this with
generosity and grace, it remains a deliberate act
of disruption, created to extend current practice
with the value that our perspectives bring.

Frameworks and language to discuss relational
spaces is vital to the well-being of our research
workforce. Academic research is a punishing
career, and the responsibility for the creation,
maintenance, and rebuild of relationships as they
go array is an important skillset and burden. We
have tried to reflect on points of tension we have
observed in our journeys here and elsewhere and
acknowledge our own steep learning curves
about how to work effectively in this
environment. We also share because, within the
constraints of publication word counts and
academic pride, it can be difficult to share deeper
issues and hard lessons. We may be hesitant to
admit when things did not go to plan, and to
acknowledge that, even within teams of good
people with good intentions, tension and
misunderstandings occur. A healthy research
workforce and ecosystem requires that we take
time to acknowledge and learn from difficult
situations and build the resiliency and relational
skillset necessary to withstand and thrive in
research environment. We are grateful to the
Pacific Health Dialogue for creating a forum for
this type of discussion and are excited to engage,
discuss and learn from other colleagues as they
share their stories.
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Report

OPEN ACCESS

Access to ICT in the Pacific Islands region: a brief report
Judith MCCOOL,1* Janine HILL,2 Rosie DOBSON,3 Robyn WHITTAKER3,4
Mobile technologies are an essential component
necessary for the functioning of contemporary
health systems.1,2 The advent of digital health
represents a logical collaboration between the
need for greater efficiencies in health service
delivery and systems and the rapid expansion of
personal mobile devices.3 Worldwide mobile
subscriptions are expected to reach 8.9bn,
smartphone subscriptions 7.2bn and mobile
broadband 8.3bn.4 For many countries, mobile
subscriptions exceed population numbers; the
Pacific Islands region is no different.4 Yet, Pacific
Island countries and territories (PICTs) still
experience patchy access to information and
communication technologies (ICT),5 limiting
progress in implementing digital health
initiatives to improve health.1
The Pacific Islands region with 22 remotely
situated and low resourced countries and
territories, face considerable public health
challenges. The impacts of climatic change,
increased burden non-communicable diseases
and re-emerging infectious diseases and now
COVID-19, are among the costliest challenges
facing the region. Regional cooperation is a
priority, as reflected in the Health Islands vision,
and operationalised via commitment to the
Pacific NCD Roadmap and MANA Dashboard
(Monitoring Alliance for NCD Action) as well as
mandatory reporting requirements such as
international health regulations (2005).6, 7 The
challenge ahead is how to bolster country
capacity to take advantage of the developments
in ICT for public health.
Digital health has potential to support quality
health services, although the evidence of effect in
low resourced settings has yet to be fully
realised.8 The recent Draft Global Strategy on
digital health 2020-2025 teases out the
principles and strategic objectives for promoting
the use of digital tools in global health. In the
current COVID-19 world, digital support can
provide a platform for system wide efficiencies in
terms of promoting collaboration and data
sharing, but has a key role in ensuring service
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Islands,

delivery, which is central to the achievement of
universal health coverage (UHC).9 Other benefits
include remote data collection and surveillance
1,10 connect health workers, 12-14 or NCD risk
reduction, for example mCessation 15 or health
lifestyle change.16 This brief report provides an
update on the accessibility and affordability of
mobile
subscriptions
to
support
the
implementation of mHealth within health
systems across the Pacific Islands region. The
PICs region is recognized as being ‘in an
information and communications technology
(ICT) revolution’. However, progress is enabled
with the investment in government digital health
capacity training, relevant digital health
approaches,
digital
literacy
and
ICT
infrastructure and reduced costs to consumers.17
Digital interventions, even the most basic (e.g.
one-way SMS), rely upon consistent and reliable
connectivity, skilled technical capabilities and
capacity. ICT infrastructure is fundamental to
ensuring that innovations reliant mobile
connections are accessible, affordable and
reliable. Evidence from the International
Telecommunications Union (ITU) suggests that
the Pacific region is unique in terms of access to
telecommunications hardware.17 Two major
considerations include submarine cabling
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(required to connect the hundreds of remote
islands) and the comprehensive switchover to
digital (currently not available to all
countries).4,17 Other challenges faced by the
region
include
small
market
size,
underdeveloped regulatory frameworks, access
to international internet bandwidth human
resource capabilities have, until recently,
restrained developments in access to ICT in the
region. Yet despite these challenges, there has
been a building interest and potential for digital
health to support regional public health goals. 3,18
Mobile subscribership within the PICTs assessed
using the Groupe Speciale Mobile Association
(GSMA) Intelligence database and the
International Telecommunications Union data
sources.4 GSMA, the global on-line resource of
mobile operator data, analysis and forecasts; and
ITU, the primary database of international
telecommunications capacity and development
intelligence databases were reviewed to extract
the following information: Subscriber Identity
Module (SIM) penetration, mobile broadband
access, number of mobile subscriptions;
proportion of population using the internet, fixed
telephone subscriptions, country level ITU
development and potential market (as measured
by GSMA criteria).
Information on telecommunications use is often
derived from operators, hence the use of
subscription data as measure of access.19 This is
acceptable, but a more precise method is to use
SIM penetration, meaning the proportion of a
household
that
has
access
to
telecommunications. Mobile subscriptions can
overestimate access to telecommunications as
individuals can have more than one subscription,
whereas others have none. Pre-paid mobile is
also an indicator of lower resources or ‘costconscious’ users.20
SIM penetration across the region is varied, with
nine out of 21 PICTs reviewed with a SIM
penetration ≥ 90%; six (29%) of which were ≥
100% (Table 1). Six PICTs (29%) had SIM
penetration < 50% while the remaining PICTs
(16, 76%) had penetration ranging from 63-73%
inclusively (data was not available for the
Pitcairn Islands). SIM penetration ranged from
12% (the lowest in the Marshall Islands) to 130%
(the highest in Fiji).4 Prepay remains the most
common means of paying for mobile with 10 out
of the 21 countries reporting a level of 90% and
above for mobile being prepay. Mobile
subscriptions were the highest in Fiji
(114.2/100,000) and the lowest in FSM
(21.90/100,000) In respect to the number of
mobile service providers, the majority of
countries
are
restricted
to
one

telecommunications provider (11/52%), six
(29%) had two providers, three (14%) had three
and one (5%) had four providers4 (GSMA
Intelligence, 2019). At the time of analysis,
internet use was generally low, with many
countries with less than 50% of the population
accessing the internet. The highest proportion of
internet users were in New Caledonia; the lowest
was in PNG (11%) and Solomon Islands. (12%).
ICT capability across the Pacific region is
expanding, with many countries experiencing
improved access to mobile technology due to
major infrastructure investment.21,22 Market
deregulation in some countries has stimulated
competition in the sector, offering more
competitive mobile rates. Yet, progress towards
a widespread access reliable and affordable ICT
remains a significant challenge.12 Other key
elements necessary to underpin sustainable
digital health interventions include appropriate
long-term
resourcing
alongside
keen
commitment from governments to support
digital literacy and adaption to digital systems to
support health system strengthening.
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TABLE 1. Profile of PICTs mobile capabilities, subscribership and providers21
Country

SIM
Penetr
ation
(%)
(4)

Prepaid
(%)
(4)

MobileSubscript
(/100,000)
(ITU, 2019)

Individuals
using the
internet (%)

Number and name of
operators

(ITU, 2019)

American
Samoa

73

92

-

-

2 [ASTCA; BlueSky]

Cook Islands

33

84

-

-

1 [BlueSky]

Fiji

130

92

114.2

49.97

3 [Digicel,
Vodafone]

French
Polynesia

102

61

101.7

72.76

2 [Vini; Vodafone]

Guam

108

89

-

80.51

4 [Docomo, GTA, iConnect,
IT&E]

Kiribati

47

93

39.63

14.58

1 [ ATHKL]

Marshall
Islands

12

100

30.12

35.76

1 [NTA]

Federated
States of
Micronesia

22

100

21.90

-

1 [FMS Telecom]

Nauru

98

100

88.04

57.06

1 [Digicel]

New
Caledonia

98

61

-

82.01

1 [OPT]

Niue

94

84

-

-

1 [Telecom Niue]

Northern
Mariana
Islands

64

86

-

-

3 [Docomo Pacific, iConnect,
IT&E]

Palau

117

92

-

-

1 [PalauCel]

Papua New
Guinea

31

76

48.70

11.21

2 [b-Mobile, Digicel]

Samoa

72

95

63.23

36.61

2[BlueSky, Digicel]

Solomon
Islands

73

95

76.12

11.92

2 [b-Mobile, Our Telekom]

Tokelau

63

73

-

1 [Teletok]

Tonga

100

84

99.92

41.25

2 [Digicel, U-Call]

Tuvalu

31

83

71.48

49.32

1 [Tuvalu Telecom]

Vanuatu

116

95

82.54

25.72

3 [Digicel, Telecom Vanuatu,
WanTok]

Wallis and
Futuna

67

67

-

-

1 [Manuia]

Telecom

Fiji;
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Perspective

OPEN ACCESS

Covid-19 underscores long held strengths and challenges in Pacific
health.
Jacinta FA’ALII-FIDOW
Chief Executive Officer, Moana Research, Auckland, New Zealand jacinta@moanaresearch.co.nz
Much has been made of the Pacific Covid-19
response and the manner in which Pacific
providers and communities rallied to combat
Covid-19, particularly during the second
Auckland outbreak. Led by a well-coordinated
central team of Pacific experts from across the
country, frontline workers, officials, media,
communications experts, researchers and
community champions across all sectors acted
swiftly, demonstrating their versatility and the
potential to respond and to protect their people
when given the mandate and resources. Prefaced
by the mantra of ‘the team of 5 million’ led by the
Prime Minister and the Director-General of
Health, the principle of collective responsibility is
not new to Pacific peoples and directly resonates
with our own cultural beliefs, prosaically
expressed by the former Samoa Head of State: “I
am not an individual, I am an integral part of the
cosmos”… “I belong to my family and my family
belongs to me. I belong to my village and my
village belongs to me. I belong to my nation and my
nation belongs to me. This is the essence of my
belonging.”1 Māori and Pacific, and indigenous
cultures around the world, wrote the script for
collective belonging and responsibility, having
fought to uphold these even when made to
operate within mainstream’s individualistic
approaches. When Covid-19 arrived, Pacific
health leaders and providers stepped up
immediately and the communities adapted and
responded. Church and community leaders led
from within their own communities to convey
messages of safety and support. Families quickly
turned to digital mediums to be informed, to
connect, pray, celebrate and grieve together over
phone and video channels.

aged 65 and over immunised by mid-September,3
the highest of any ethnic group in New Zealand.
But combining the clinical response with a
human response – providing food parcels and
emergency supplies and ensuring shelter for
families particularly those who tested positive
and were unable to self-isolate at their usual
residence – aligns with a public health response
that has long been advocated for by Pacific health
leaders. Pacific providers have for years asked to
be funded for outreach services that enable both
reach and versatility in its service to families,
especially our most vulnerable. Covid-19 arrives,
and they are quite literally, ‘suddenly’, given the
green light to do what it takes to reach Pacific
families as part of the strategy of minimising the
reach and spread of the pandemic. Mobile clinics
were quickly established to carry out Covid-19
tests at homes, churches, and workplaces. These
clinics-on-wheels also helped to reach families to
administer flu vaccinations, provide general
health and well child checks and in some
instances, pharmacy services. Food parcels gave
immediate relief for families who were unable to
work or receive sufficient income. A rapid review
of these mobile clinics4 reported an ease with
which the services were established when all
parties from funders and planners to providers
were aligned in their vision. Families were
overwhelmingly relieved with some feeling
emotional at the service they received, mostly for
the message that their needs and anxieties were
‘seen’. A review at the same time of telehealth5
brought to the fore the risk of digital exclusion if
we do not pay attention to those who will miss
out. The same report highlighted the need for
workforce support in navigating telehealth.

A central tenet of the Pacific health response was
that it is not just about health. Yes, there were the
clinical successes: CBACs (community-based
assessment centres) and testing stations
successfully carried out Covid-19 testing for both
waves with Pacific consistently tracking the
highest rate of testing throughout,2 and the push
for flu vaccinations saw 72% of Pacific peoples

A clinical response to addressing health needs
has always taken priority. But Covid-19
demonstrated the importance of a public health
response that gives due credit to prevention. Not
only have we managed to take relative control of
Covid-19, we have seen a near elimination of flu
infections and a significant reduction in hospital
admissions for respiratory and gastrointestinal
351

Fa’alii-Fidow J. Pacific Health Dialog 2020; 21(6):351-353. DOI: 10.26635/phd.2020.644
infections.6 With the learning that comes from
Covid-19 practices, we too should seize the
opportunity to reflect on the possibilities of
applying a preventative focus with the same
Covid-19 urgency, to other issues that plague our
communities such as non-communicable
diseases. Eliminating these should be a challenge
we give ourselves even during a Covid-era. In
principle, the priorities for the Covid-19
response were food, shelter/safety and health.
But when are these ever not the priority? We
have in essence put up our own bureaucratic
barriers and reasoning for why we do not
respond with the urgency that was seen during
two lockdowns. Ongoing advocacy for addressing
housing, child poverty and reducing health and
education inequities are usually placed in the ‘too
hard basket’. But is it as complex as we make it
out to be? All homeless families and individuals
were taken off the streets and housed and the
world did not end in a fiery blaze.
Dr Teuila Percival facilitated two webinars to put
the focus on the needs of children. On behalf of
children, she asked community champions and
MPs what their views and actions are for giving
our children the best environment they need to
grow and thrive during a Covid-world. The
greatest impression made on Dr Percival were
the questions from our young people as they
reflected deeper inquiring minds than we give
them credit for. Aigagalefili Fepulea’i-Tapua’i is a
case in point. Currently Head girl of Aorere
College, the 18-year-old became a stand-out
advocate during the lockdowns. She talked about
the longstanding nature of many of the issues
currently highlighted, including a poem she
penned describing the ‘sacrifice’ her fellow
students make to leave high school and to take up
a job to support their families. “There was a big
misconception that there was a choice, that you
always have a choice to stay at school. It’s put a
magnifying glass on a lot of the systemic issues
that we’ve been facing as a community for a very
long time.” Several interviews and leaders’
debates later, Aigagalefili remained confused as
to why her friends were still leaving as her
pleading, for all its attention on mainstream
media, continued to fall on deaf ears “After the
lockdown had finished there was a great sense in
the media that we were celebrating, we were
healing, and we were moving on. But for me and
my peers that wasn’t necessarily the case. A lot of
the struggles we had faced during Covid were not
reflected and so there was almost a sense or feeling
that we were being forgotten.”
The same can be said of many of the health issues
and inequities among Pacific peoples. It would be
remiss of us to think that Covid-19 was a special
case and was uniquely and singularly justified in

the broader nature and mandate in our response.
All the issues that were barriers needing to be
circumvented by the lockdowns for Pacific were
prevalent before Covid-19 and had blunted
responses and solutions for Pacific health and
wellbeing. There is no logical reason why we
can’t elevate the successes and promote an
ongoing versatility in our services to allow for
more direct and plainly obvious solutions. At its
most basic expression, poor families need cold
hard cash. But decision-makers are fraught with
striking a balance between giving them enough
money to get ahead and to live out their passion
in life and breaking a dependency on a system
designed to be a safety net only. But is it still a
better gamble than pouring money into solutions
that do not work? Whānau ora is the closest we
can get to funding that responds directly to the
needs of families and has been proven to make a
significant difference to their wellbeing and
independence. However, programmes like
Whānau ora or policy recommendations
designed to give the powers of commissioning to
families are often scoffed at by proponents of the
‘deserving’ and those who fail to see the
significant link between another family’s plight
and their own existence. As a Pacific sector, we
must have the courage to trust in our families and
communities and more importantly, our children
and young people.
Ashley Bloomfield believes that the inspired call
to action to ‘be kind’ was fundamental to our
success and that the real curve crusher was
kindness. But that was not always the case.
Racism also reared its ugly head during the
second wave with baseless, odious accusations
and commentary on social media about how the
virus was initially spread. To reiterate, racism
wasn’t caused or exacerbated by Covid-19,
Covid-19 just reminded us that it is still prevalent
within our society. Not that it made a difference
to our response as the resilience of our people
has always provided a level of protection against
racism levelled at Pacific peoples in New Zealand.
Dr Collin Tukuitonga early on during the second
outbreak, said that ‘an informed community is an
empowered community’.7 Our communities have
come through the two outbreaks much more
informed and much more empowered. Facing
challenges together also helps to unite. Although
only time will tell if we can weather the ongoing
implications of 2020. Ashley Bloomfield also
talks about ‘failure of imaginations and
implementation’.8 Ignoring the lessons from
lockdowns would be to our peril and there are
many take home messages for ourselves
personally and for the way we want to continue
working in Pacific health. My only criticism is
that we could do even better to share our
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learnings and to move together into the future
without the artificial lines of services, contracts
and referrals. This year’s election resulted in a
record number of Pacific MPs entering
parliament. While these MPs must represent
people from all ethnicities within their
electorate, there is no doubt that Pacific
communities will be expecting a corresponding
response from Pacific ministers serving in
government. This election result was attributed
to Jacinda Arden’s deft handling of the pandemic.
However, that takes away from what Covid-19
highlighted to the world which is that previous
approaches to the economy and the way we care
for people and the environment were
unsustainable and created vast inequities. New
Zealanders themselves decided that the values of
the selected government are better aligned with
a new order they want for a more sustainable and
caring world. For many, it is the silver lining in an
upended year still faced with caution. Regardless
of who is in government, Covid-19 has proven
that we all have a role to play in addressing our
current needs and shaping a future we want for
our children and families.
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Dr Joe Williams MBChB, MPH, QSM, QSO
Debbie SORENSEN
Chief Executive Officer, Pasifika Futures and Pasifika Medical Association debbie@pasifikafutures.co.nz

Dr Joseph Williams MBChB, MPH, QSM, QSO
Te mamae nei te ngakau no tatou metua, Papa
Joe Williams, tei takake atu na roto ite moe
roa. Na te Atua te aroa kite kopu tangata e kia
tatou katoatoa i roto i teia taime tumatetenga
It is with the deepest sadness that the Pasifika
Medical Association announces the passing of
their respected and much-loved Patron Dr
Joseph Williams.
Dr Williams has served his country, the Cook
Islands, his community in New Zealand and his
many patients for more than 60 years. He spent
25 years in the Cook Islands and served as
Minister of Health and Education in 1974 to
1978, Minister of Health, Tourism, Transport and
State-Owned Enterprises from 1994 to 1996 and
Prime Minister in 1999.
Te mānakonako nei mātou ite tukēkē ite ‘au
‘atinga taau i ‘akaruke mai
Mei te tiare taau i tanu tei tupu ruperupe ite
akama’ara kia mātou ite akaieie ote oraanga
Te ketaketa ote taura tei tāpeka ia tātou, te ua
manga ei ‘akamāro’iro’i ite kōpapa
Toou rima ‘akaora kia toro nā roto ite iti tangata
ite au tuātau ki mua
Te vaerua maru, ‘inangaro, ‘ōronga, aroa ete
‘akamāro’iro’i ite tauturu, ka vai teia au taonga e
tuatau uaatu
Te mamae nei te puku’atu e te tae nei te roimata
ite akaoki atuanga i teia tamaiti Aitutaki kite
‘enua ānau
Kia ‘akatere atu ite kauinga o toou vaka kite pae
motu ite rangi teitei, kia ‘akameitaki’ia taau I
orōnga e I ‘akaruke mai kia mātou kātoatoa
E no’o mate maru ete Metua tāne Papa Joe
Williams ki roto ie rima ō to tātou Atua a Iehova i
roto ite rangiteitei

Dr Williams was born in Aitutaki, went to
Northland College, graduated from Otago
Medical School in 1960 and later completed a
Master in Public Health at the University of
Hawaii. He returned to the Cook Islands in 1964
and was the Medical Superintendent, Surgeon,
Physician and Director of Health and Social
Services.
He was involved in the World Health
Organisation, serving as a member of the
Executive Board from 1995 to 1997. In 2016 he
received the World Health Organisation Award of
Appreciation for his role in the elimination of
Lymphatic Filariasis.1 He was recognised as a
world leading researcher in eczema, prostate
cancer and diabetes. He was a prolific writer and
publisher. He most recently attended the WHO
Western Pacific Region meeting in August 2019
as a member of the Cook Island delegation.
His political career started in 1964 when he was
first elected to parliament. He held the Overseas
seat for the Cook Islands representing Cook
Islands people living in New Zealand from 19942003 and remained active in politics.
He held many senior roles in the health sector in
New Zealand, served on many advisory
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committees and led the establishment of many
organisations including the Cook Islands Health
Network. He established Mt Wellington
Integrated Family Health Care Clinic which
served over 15,000 patients who travelled from
all over New Zealand to see him and continued to
practice medicine up until his recent short
illness.
He received the Queen’s Service medal in 1974
and was invested with the Companion Queens
Service Order in 2011 for services to the Cook
Islands community. He was recognised by the
Pasifika Medical Association for his services to
Pacific Health in 2004, was awarded a Life
membership. He was appointed as Patron of
Pasifika Medical Association in 2015.
Dr Williams was a statesman, leader, mentor,
wise advisor to many, passionate advocate and

strategist. He was generous, kind and led by
example, living a life of service. We have been
privileged to serve him as our patron and thank
Mrs Jill Williams and family for sharing him with
us and the community.
“His love, generosity and kindness has touched
so many families, friends and colleagues. He has
left us all with the gifts of his journey, and for that
we are forever grateful.” Dr Kiki Maoate ONZM,
nephew and President Pasifika Medical
Association
Rest well on your voyage to the heavens.
“Akangaroi ete Rangatira i toou teretere atuanga
kite nagai i akapapa iaae e to tatou Atua”
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