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ABSTRACT 

Social marketing is increasingly being used in the health sector to achieve positive 

behaviour change. Pacific peoples are a key target audience for most social marketing 

efforts in New Zealand because of their poor health outcomes and differing 

conceptualisations of health. Despite this, there is insufficient evidence on the 

effectiveness and efficacy of social marketing for this population group. There is also little 

evidence on the validity of behaviour change theories in explaining Pacific peoples’ health 

behaviour to support improved practice and outcomes. 

This research explored the effectiveness and efficacy of social marketing for Pacific 

peoples using a Pacific mixed methods mental models methodology. The validity of the 

Theory of Planned Behaviour (TPB) in explaining Pacific peoples’ health behaviour was 

also explored. A qualitative approach was used in the first study to document the 

evidence-based and culturally relevant critical success factors (CSFs) for effective social 

marketing for Pacific peoples. A quasi-experimental, mixed methods approach was 

employed in the second study to ascertain the efficacy of a Pacific social marketing 

approach based on these CSFs in achieving greater positive behaviour change for Pacific 

peoples. It was also used to determine the validity of the TPB in explaining this population 

group’s health behaviour. 

The results of the first study suggest there are 21 CSFs for Pacific social marketing 

effectiveness. A Pacific social marketing approach comprising these CSFs was found not 

to be efficacious in achieving greater positive behaviour change for Pacific peoples in the 

second study. However, the findings indicate that social marketing effectiveness is 

associated with ‘ethnicity’, ‘pan-ethnic acculturation’, ‘ethnic-specific acculturation’, the 

target behaviour and the social marketing approach (messages and stimuli). In addition, 

the validity of the TPB in explaining Pacific peoples’ health behaviour is only partially 

supported. 

This research demonstrates that there is no optimal Pacific social marketing approach for 

achieving positive behaviour change. Different approaches will be effective for different 

ethnic-specific groups and for target behaviours. Further research is required to determine 

the reliability and validity of these findings; and to identify the other factors that influence 

social marketing efficacy and the validity of the TPB for Pacific peoples. 
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SECTION I: INTRODUCTION TO THE RESEARCH 

Chapter 1. Overview of the research 

1.1 Introduction 

Societies worldwide are experiencing a multitude of health challenges, heightening the 

need for effective social change approaches. The prevalence of chronic or non-

communicable diseases (NCDs) such as cardiovascular disease (CVD), certain types of 

cancers, type 2 diabetes and respiratory diseases is steadily increasing (World Health 

Organisation [WHO], 2010, 2011). In 2008, NCDs accounted for two-thirds of all deaths 

globally (WHO, 2010). Projections are that between 2010 and 2020 this figure will have 

increased by 15% (WHO, 2010). Population growth and ageing, and health risk factors 

such as increased tobacco use, poor diet and physical inactivity are the main reasons 

(WHO, 2010, 2011). In addition, growing social and economic challenges have led to 

increased health inequalities within and between populations, with low socio-economic and 

ethnic minority groups adversely affected (WHO, 2010, 2011). Economic challenges, 

combined with epidemiological evidence, have also influenced the public health focus on 

preventable conditions and behaviour change (Donovan & Henley, 2010; Egger, Spark & 

Donovan, 2005; Walsh, Rudd, Moeykens & Moloney, 1993). 

Social marketing has grown in popularity within public health as a social change 

approach.” (Gordon, McDermott, Stead & Angus, 2006a; Grier & Bryant, 2005; Hastings, 

2007). While multiple definitions and interpretations of social marketing exist, it is generally 

accepted that it is the application of marketing concepts and principles to activities to 

achieve “socially desirable goals” (Kotler & Zaltman, 1971; see 2.2.1 for a discussion on 

definitions). It is this emphasis on achieving goals that are of societal benefit rather than 

organisational or shareholder benefit that distinguishes social marketing from traditional 

marketing (Donovan & Henley, 2003, 2010; Hastings, 2007; Kotler & Zaltman, 1971; Lee & 

Kotler, 2011a; Lee, Rothschild & Smith, 2011b). Over the past five decades, social 

marketing has been done successfully across a range of health domains, activities, target 

audiences and settings (Grier & Bryant, 2005; Stead, Gordon, Angus & McDermott, 

2007a). Examples include initial efforts in the 1950s encouraging  immunisation and family 

planning in developing countries (Manoff, 1985); to its wider application in the 1970s 

focusing on lifestyle behaviours such as smoking, alcohol and substance misuse, and poor 

diet in developed countries (Stead et al., 2007a; Stead, Hastings & McDermott, 2007b).  

Social marketing is now a key social change approach in health in many countries 

including the United States, the United Kingdom (Hastings, 2007; Stead et al., 2007a; 

Stead et al., 2007b), Australia (Donovan & Henley, 2010; Egger et al., 2005) and New 
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Zealand. Its increased popularity, particularly since the 1980s has been attributed to a 

number of factors. These include the realisation by health professionals that their skills in 

influencing and facilitating behaviour change were limited; the success of marketing 

strategies in the commercial domain; and the increasing evidence of the effectiveness of 

social marketing (Hastings & McDermott, 2006; MacFayden, Stead & Hastings, 1999; 

Stead et al., 2007a; Stead et al., 2007b); particularly for tobacco control, sexual health, 

physical activity (Evans, Silber-Ashley & Gard, 2007; Helmig & Thaler, 2010), alcohol, illicit 

drug use (Helmig & Thaler, 2010; Stead et al., 2007a) and nutrition (McDermott, Stead & 

Hastings, 2005; Stead et al., 2007a). 

There are a number of key features that distinguish social marketing from other social 

change approaches in health such as health promotion and education. As will be 

discussed in detail in 2.2.1, these include its systematic research-based process (Lee & 

Kotler, 2011a; National Social Marketing Centre [NSMC], 2005); its use of marketing 

concepts, principles and techniques (Donovan & Henley, 2003, 2010; Lee & Kotler, 2011a; 

NSMC, 2005); its aim of achieving a specific ‘social good’ (Donovan & Henley, 2003, 2010; 

Lee & Kotler, 2011a; NSMC, 2005); and its ‘consumer orientation’ focus with its emphasis 

on meeting the specific needs and aspirations of the target audiences (Andreasen, 2002; 

Donovan & Henley, 2010; Egger et al., 2005; Hastings, 2007). Thus, there is no universal 

social marketing approach that can be applied to all health domains, activities or 

populations. 

The value of social marketing is that it embodies most of the key social change concepts, 

principles and techniques from other disciplines such as psychology, sociology, social 

research and communications (Donovan & Henley, 2010; Egger et al., 2005; Lee et al., 

2011b). One such set of concepts are behaviour change theories predominantly from the 

psychology, health and communications disciplines. These theories have been used 

extensively in health promotion to design and evaluate health interventions across a range 

of health domains, populations and settings. They have also been used to predict, explain 

and change behaviour (Glanz, Rimer & Lewis, 2005; Glanz, Rimer & Viswanath, 2008; 

Michie & Abraham, 2004). The evidence suggests that theory-based health interventions 

are more effective than those that are not (Glanz & Bishop, 2010; Noar, Benac & Harris, 

2007). The most prominent theories in the health literature include the transtheoretical 

model (Prochaska & DiClemente, 1983; Prochaska, DiClemente & Norcross, 1992; 

Prochaska & Velicer, 1997), the theory of planned behaviour (Ajzen, 1985, 1991) and 

social cognitive theory (Bandura, 1977, 1986). While the use of behaviour change theories 

in social marketing in health is not as prevalent, there is some evidence that suggests they 

can support and explain behaviour change (Luca & Suggs, 2012). 
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Critical success factors (CSFs) is another concept social marketing has “borrowed” from 

other disciplines to support improved practice and outcomes. Originally from the business 

management and information systems disciplines, CSFs have been used across a range 

of health domains and activities including health management, information systems, 

workforce development and health promotion (e.g., Stock, McFadden & Gowen, 2007; 

Salas, Almeida, Salisbury, King, Lazzara, Lyons et al., 2009; Azarmina, Prestwich, 

Rosenquist & Singh, 2008). The evidence suggests CSFs can support improved health 

outcomes. However, organisational, social and cultural factors can affect the success 

(Azarmina et al., 2008; Stock et al., 2007). CSFs are: 

... those characteristics, conditions or variables that, when properly 
sustained, maintained, or managed, can have a significant impact on [the] 
success... (Leidecker & Bruno, 1984:24). 

CSFs are increasingly being used in social marketing in health in New Zealand (e.g., 

Sheehan, 2005; Thornley & Marsh, 2010). However, there is a lack of literature on their 

success in supporting improved behaviour change. 

CSFs are synonymous with variables that predict the success of social marketing 

programmes, and is the term used in New Zealand. This term (CSFs) will be used 

throughout this research. 

1.2 Social marketing in health for Pacific peoples in New Zealand 

As noted, social marketing is a key social change approach in New Zealand public health. 

Over the two past decades, it has been applied in a range of health domains, activities, 

target audiences and settings to achieve positive behaviour change. Examples include 

interventions focusing on cancer screening (Ministry of Health National Screening Unit 

[MOH NSU], 2008, 2012), smoking cessation (The Quit Group, 2004), physical activity 

(Bauman, McLean, Hurdle, Walker, Boyd, van Aalst et al., 2003), alcohol consumption 

moderation (Alcohol Advisory Council of New Zealand [ALAC]
1
, 2005, 2008a, 2008b, 

2008c, 2010) and support for peoples with mental illness (Ministry of Health [MOH] 2001a, 

2003, 2007b). 

Pacific peoples have been a target audience for most social marketing efforts in health for 

two main reasons. The first is their comparatively poor health outcomes for a range of 

indicators (MOH, 2000; Wright & Hornblow, 2008). Pacific peoples have higher mortality 

and morbidity rates, and a higher prevalence of most conditions and risk factors (MOH, 

2000; Tukuitonga, 2011). These include smoking, poor diet and obesity (MOH, 2008a). 

                                                 
1
 On 1 July 2012, Alcohol Advisory Council of New Zealand (ALAC) and the Health Sponsorship Council (HSC) 

merged to establish the Health Promotion Agency (HPA). All materials produced by ALAC and HSC prior to 
this merger are acknowledged and referenced accordingly in this thesis. 
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What is more, their mortality rates from all causes are predicted to increase because of 

their significantly higher incidence of CVD, diabetes, respiratory illnesses and certain 

cancers, and their higher prevalence of most risk factors (Stats NZ & MPIA, 2011). The 

New Zealand government is commitment to addressing these disparities and the health 

inequalities Pacific peoples experience (Statistics New Zealand [Stats NZ] & Ministry of 

Pacific Island Affairs [MPIA], 2011). As noted by MOH: 

Many complex factors lead to poor health status. The impact of those 
factors is particular evident amongst... Pacific peoples and has resulted in 
disparities in... Pacific peoples’ health status. The Government has given 
priority to reducing the disparities in social and economic outcomes for all 
New Zealanders, including... Pacific peoples (MOH, 2000:4). 

Second, there has been a growing realisation that Pacific peoples’ notions of health and 

well-being differ from those of other New Zealanders; and that there are different cultural 

influences on their health behaviour (Foliaki, 2005; MOH, 2004). Social marketing 

approaches that reflect Pacific peoples’ cultural values and beliefs are considered crucial 

for achieving behaviour change for this group (MOH, 2001a, 2003). 

Despite this focus on Pacific peoples, there has been little research on whether social 

marketing works for them (Perese, Bellringer & Abbott, 2005; Thornley, Quigley, Watts, 

Conland, Meikle & Ball, 2007a). Calls for social marketing for Pacific peoples to be ethnic-

specific and culturally appropriate (Akroyd & Wyllie, 2003; ALAC, 2005; Clinical Research 

& Resource Centre Waitemata District Health Board, 2007; Wyllie, 2007) suggest that the 

prevailing pan-ethnic approaches may not be as effective as hoped. However, there is little 

evidence on this, as will be discussed in chapter 2.  

It is also not known when social marketing works, for which Pacific ethnic-specific groups, 

and under what conditions. Ascertaining this would require controlled exposure of 

intervention or intervention components to participants from the different ethnic groups to 

measure the effects (efficacy studies; Evans, Uhrig, Davis & McCormack, 2009; Hornik & 

Ramirez, 2006). However, no such studies have been conducted with Pacific peoples 

(Perese et al., 2005; Thornley et al., 2007a); and few studies conducted generally 

(Donovan & Henley, 2010; Evans et al., 2009). This is despite leading social marketing 

and health communications scholars such as Andreasen (2010) and Evans and colleagues 

(2009) advocating for a greater emphasis on efficacy research to advance social marketing 

theory and practice. Time and cost are the main reasons cited for the dearth of such 

studies (Donovan & Henley, 2010). However, the debate in the associated psychology and 

health communications fields on the value of such studies may also explain this. 

Proponents of efficacy studies argue that they are necessary to test and modify 

interventions before implementation (Crano & Brewer, 2001; Evans et. al., 2009; Flay, 



5 

1985; Noar & Head, 2011); and help determine whether any negative or null results are 

due to the actual interventions or the way they are implemented (Flay, 1985). Opponents, 

on the other hand, argue that the translation from research (efficacy studies) to practice 

(effectiveness studies) is flawed because of the differing ideological positions (Glasgow, 

Klesges, Dzewaltowski, Bull & Estabrooks, 2004; Glasgow, Lichenstein & Marcus, 2003). 

The CSFs for effective social marketing for Pacific peoples are also not known. The CSFs 

produced by Sheehan (2005) are the only known offering in relation to Pacific peoples, and 

are widely cited in reviews and planning documents (e.g., Thornley et al., 2007a; and 

Thornley, Waa & Ball, 2007b). However, they are for both Pacific and Māori peoples, and 

there is no way to distinguish those aimed only at Pacific peoples. The CSFs were also 

identified by analysing intervention results and obtaining insights from social marketers 

only. The views and perspectives of Pacific peoples as a target audience were not 

obtained; therefore their cultural relevancy is not known. Nor is it known whether these 

CSFs lead to improved outcomes. Sheehan recommended further research to explore and 

validate the CSFs for Pacific peoples (N. Sheehan, personal communication, February 1, 

2007). However, no such research has been done to date. 

In addition, while the Pacific literature describes some cultural factors that influence Pacific 

peoples’ behaviour, such as their spiritual beliefs and the prioritisation of the family and 

community over individual wellbeing, there is little empirical evidence supporting these 

notions. Most of the research in this area is descriptive, and does not explain how these 

cultural factors influence Pacific peoples’ health behaviour. Nor do they articulate which of 

the factors drive behaviour change for this group. The use of behaviour change theories in 

Pacific social marketing would go some way to answering these questions. However, 

application of such theories has been minimal. Anecdotal evidence suggests this is 

because funders of Pacific health activities do not consider mainstream behaviour change 

theories culturally appropriate for explaining Pacific peoples' health behaviour and the 

factors that influence their behaviour change. Yet there is no empirical evidence to support 

or refute this. 

The lack of research on social marketing for Pacific peoples means there is little evidence 

to inform and enhance social marketing efforts for them (Perese et al., 2005; Thornley et 

al., 2007a). Similarly there is no evidence to inform policy and funding decisions. Without 

such evidence, social marketing approaches for Pacific peoples will continue to be based 

on unverified assumptions. Supporting the development of the evidence base is, therefore, 

a crucial step to supporting positive behaviour change for Pacific peoples. 
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1.3 Rationale and aims of this research 

1.3.1 Rationale of this research 

As discussed, Pacific peoples are a key target audience for social marketing in health 

because of their significantly poor health status. Yet, there is little evidence on the 

effectiveness of these efforts in achieving behaviour change for this group. Given that 

Pacific peoples will invariably be a vital audience for future social marketing because of 

their comparatively poor health outcomes, it is prudent to ensure such efforts are 

evidence-based and culturally relevant. It is also prudent to allocate resources efficiently 

and effectively, to achieve optimal outcomes. Identifying evidence-based and culturally 

relevant CSFs is considered an important first step towards this.  

Determining whether a social marketing approach comprising the CSFs supports greater 

positive behaviour change for Pacific peoples is crucial. The findings will not only provide 

invaluable insights in relation to the validity of an optimal Pacific social marketing 

approach, but also the notion of CSFs as a means to support improved practice and 

outcomes. As noted, there has been little research in this area for Pacific peoples or in 

social marketing generally. 

Understanding the influence of ‘culture’ and ‘ethnicity’ on behaviour change for Pacific 

peoples is also important. The findings will not only provide empirical evidence on the 

influence of these factors on their health behaviour, but also validate the calls for ethnic-

specific and culturally based approaches (Akroyd & Wyllie, 2003; ALAC, 2005; Clinical 

Research & Resource Centre Waitemata District Health Board, 2007; Wyllie, 2007). While 

multiple definitions of ‘culture’ and ‘ethnicity’ exist as will be discussed in chapter 3, this 

research uses the definition of ‘culture’ proposed by Pacific scholar Kavaliku because it 

resonates with the Pacific worldview: 

… culture comprises the whole complex of distinctive spiritual, intellectual 
and emotion features that characterise society or social groups.  It 
includes not only the arts and letters, but also the different modes of a 
being, value systems, traditions and beliefs (Kavaliku, 2000:23) 

The definition of ‘ethnicity’ used is this research is the official definition from Statistics New 

Zealand. ‘Ethnicity’ is a measure of cultural affiliation, as opposed to race, ancestry, 

nationality or citizenship; and it is self-perceived. People can affiliate with more than one 

group (Gray, 2001; Stats NZ, 2012). 

In addition, using and determining the validity of a mainstream behaviour change theory for 

Pacific peoples is curial. The findings will not only provide empirical evidence on the 

cultural factors that influence Pacific peoples’ health behaviour and behaviour change; but 
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also the validity of a mainstream behaviour change theory for this group. As noted, there is 

little empirical evidence in this area. 

1.3.2 Aims of this research 

The overall aim of this research is to document and test the efficacy of evidence-based 

and culturally relevant CSFs for effective social marketing for Pacific peoples in New 

Zealand. Two studies will be conducted to achieve this aim. 

Study 1 

The first study will document evidence-based and culturally relevant CSFs. This will 

involve analysing pertinent literature to obtain the CSFs and barriers for social marketing 

effectiveness for Pacific peoples, as stipulated in the documents. It will also involve talanoa 

(individual interviews and focus group discussions) with three key stakeholder groups to 

obtain their views and perspectives on these constructs. Their views on the importance of 

the key concepts that emerge from the document analysis will also be obtained to ensure 

cultural relevancy (Van Duyn, McCrae, Wingrove, Henderson, Boyd, Kagawa-Singer et al., 

2007). The stakeholders are social marketers, Pacific informants and four ethnic-specific 

groups: Samoans, Cook Islanders, Tongans and Niueans. 

Study 2 

The second study has two aims. The first is to determine whether a social marketing 

approach with strong levels of the identified CSFs achieves greater positive behaviour 

change for Pacific peoples, compared to other approaches. This will involve measuring 

Pacific peoples’ responses to the different approaches via experimental procedures, and 

obtaining their views and perspectives via talanoa (focus group discussions). The influence 

of ‘culture’ and ‘ethnicity’ on their behaviour change will also be explored by including New 

Zealand Europeans as a comparison group, and ensuring sufficient Pacific ethnic-specific 

samples within the Pacific sample. These ethnic-specific groups will be: Samoans, Cook 

Islanders and Tongans. The second aim of the study is to determine the validity of a 

mainstream behaviour change theory in explaining Pacific peoples’ health behaviour. 

1.4 Thesis outline 

This thesis comprises 12 chapters which are organised into four sections. The first section 

(Section I) introduces the research, and comprises four chapters. This chapter (chapter 1) 

provides a brief overview of the rationale, research questions and thesis layout. Chapter 2 

provides background literature on social marketing and its effectiveness. Chapter 3 

provides background literature on Pacific peoples in New Zealand and the effectiveness of 

prevailing social marketing approaches for this group. Chapter 4 presents the Pacific 
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mixed methods mental models research paradigm that guided this research. It also 

describes the overall research design. 

The second section (Section II) presents the details relating to the first study of this 

research: documenting the evidence-based and culturally relevant CSFs for effective 

social marketing for Pacific peoples in New Zealand. It comprises three chapters. Chapter 

5 describes the data collection procedures that were employed to document the CSFs. 

Chapter 6 presents the results. Chapter 7 contains a discussion of the CSFs and the 

implications of the research. Recommendations for future research are made. 

The third section (Section III) presents the details relating to the second study of this 

research: ascertaining the efficacy of the Pacific social marketing approach; and the 

validity of the theory of planned behaviour for explaining Pacific peoples’ health behaviour 

(Ajzen, 1985, 1991). It comprises four chapters. Chapter 8 introduces the second study 

and provides a brief overview of the rationale. Additional background literature on efficacy 

and effectiveness research methodologies and potential behaviour change theories for this 

study is also presented. Chapter 9 presents the aims and hypotheses of the study, and 

describes the measures and data collection procedures. Chapter 10 presents the results. 

Chapter 11 contains a discussion of the findings and the implications of the research. 

The final section (Section IV) presents the overall discussion and conclusions for this 

research (chapter 12). Recommendations for future research are also made. 
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Chapter 2. Background literature: Social marketing 

2.1 Purpose of this chapter 

This chapter provides background literature on social marketing generally, and its 

effectiveness in achieving positive behaviour change. It also gives an overview on how 

‘culture’ and ‘ethnicity’ are considered and addressed in social marketing to provide 

context for this study. 

2.2 Social marketing 

2.2.1 Defining social marketing 

Documenting critical success factors (CSFs) for effective social marketing is not 

straightforward. It is largely dependent on how social marketing is conceptualised and 

implemented, and its effectiveness measured. There is no universally agreed definition of 

social marketing. Multiple definitions exist (Andreasen, 2002; Gordon et al., 2006a; Grier & 

Bryant, 2005; Lefebvre & Flora, 1988). However, there are three common features across 

most definitions (NSMC, 2005): social marketing is a systematic, research-based process 

that can address short-to long-term issues (Lee & Kotler, 2011a; NSMC, 2005); it uses 

marketing concepts, principles and techniques (Donovan & Henley, 2003, 2010; Lee & 

Kotler, 2011a; NSMC, 2005); and aims to achieve a specific ‘social good’ through clearly 

defined and targeted behavioural goals (Donovan & Henley, 2003, 2010; Lee & Kotler, 

2011a; NSMC, 2005).  

Social marketing was first defined by Kotler and Zaltman (1971) as: 

… the design, implementation and control of programs calculated to 
influence the acceptability of social ideas and involving considerations of 
product planning, pricing, communication, distribution and marketing 
research (Kotler & Zaltman, 1971:5). 

For Kotler and Zaltman, social marketing was the use of marketing technologies to achieve 

desirable goals for society, not for organisations or shareholders (Donovan, 2011a; 

Donovan & Henley, 2003, 2010; Henley, Raffin & Caemmerer, 2011). As noted in 1.1, this 

focus on social rather than organisational good is what distinguishes social marketing from 

traditional marketing (Donovan & Henley, 2003, 2010; Hastings, 2007; Kotler & Zaltman, 

1971; Lee & Kotler, 2011a; Lee et al., 2011b). 

Two definitions of social marketing illustrate the main perspectives in prevailing thinking: 

that proposed by Andreasen (1995), and Donovan and Henley’s definition. (2003, 2010). 

The former definition is one of the most-cited over the past 15 years (Dann, 2005; 

Donovan, 2011a; Donovan & Henley, 2003, 2010). Andreasen defines social marketing as: 
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...the application of commercial marketing technologies to the analysis, 
planning, execution, and evaluation of programs designed to influence the 
voluntary behaviour of target audiences in order to improve their personal 
welfare and that of their society (Andreasen, 1995:7). 

Andreasen’s definition illustrates the four main features of social marketing. First, that 

social marketing is focused on achieving voluntary behaviour change (Andreasen, 1994, 

1995, 2002, 2003). While benchmarks to increase knowledge and skills may be required to 

change existing beliefs and attitudes, behaviour change is the bottom line (Andreasen, 

2005; Lee & Kotler, 2011a; NSMC, 2005). This change is also voluntary, and not coerced 

or enforced through regulation or compliance (Andreasen, 2002, 2003; Stead et al., 

2007a). Hence the emphasis is on the targeted individuals adopting the change 

(Andreasen, 2002, 2003; Donovan & Henley, 2003, 2010). Social marketing can also be 

used for individuals ‘upstream’, such as professionals and policy-makers (Andreasen, 

2006; Lee & Kotler, 2011a; Stead et al., 2007a). For example, it might seek to persuade 

retailers to stock low-sugar soft-drinks only, to encourage general practitioners to be more 

proactive in their care, or to influence policy-makers to increase the legal drinking age 

(Hastings, MacFayden & Anderson, 2000 and Lawther, Hastings & Lowry, 1997, as cited 

in Stead et al., 2007a).  

Second, social marketing is a systematic process which uses a range of marketing 

concepts, principles and techniques to effect change (Lee & Kotler, 2011a; NSMC, 2005). 

Third, that target audiences are selected and targeted accordingly. Creative packages are 

developed to meet their specific needs and aspirations (Andreasen, 2002). Finally, that 

social marketing seeks to achieve a ‘social good’ for the individual and society (Lee & 

Kotler, 2011a; Gordon et al., 2006a; NSMC, 2005). 

The second definition which is steadily gaining support is an expanded view advocated by 

Donovan and Henley (2003, 2010). In their view, social marketing is not limited to 

voluntary behaviour change as proposed by Andreasen (Andreasen, 1994, 1995, 2002, 

2003), but can include involuntary change (Donovan, 2011a, 2011b; Donovan & Henley, 

2003, 2010; Lee & Kotler, 2011a). This definition includes efforts targeted at individuals or 

groups whose decisions impact on others (Donovan & Henley, 2003, 2010). For example, 

an intervention aimed at reducing sugar intake might also target soft-drinks executives to 

persuade them to reduce the sugar content in their products. While the behaviour change 

required amongst soft-drink executives is voluntary, the consumers’ reduced intake is 

involuntary. Similarly, if policy-makers are lobbied to enforce this sugar reduction (i.e. 

voluntary behaviour change by policy-makers, involuntary by soft-drink executives and 

consumers), it is social marketing. Donovan and Henley (2003, 2010) contend this notion 

is more consistent with marketing practice, whereby deals for brand or product 
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exclusiveness are entered into, rendering consumer behaviour involuntary (Donovan & 

Henley, 2003, 2010). They have modified Andreasen’s definition as follows: 

… the application of commercial marketing technologies to the analysis, 
planning, execution, and evaluation of programmes designed to influence 
the voluntary or involuntary behaviour of target audiences in order to 
improve the welfare of individuals and society (Donovan & Henley, 
2010:7). 

Donovan and Henley (2003, 2010) also argue that their definition accommodates two 

points they consider integral to the development of social marketing. First, that the United 

Nations Universal Declaration for Human Rights (UNDHR) be the baseline for the ‘social 

good’. Who determines what the ‘social good’ is in pluralistic societies is the subject of 

ongoing debate in the field (Donovan & Henley, 2003, 2010; Lee & Kotler, 2011a). Second, 

that ‘achieving changes in [these] social determinants of health and well-being’ be a goal 

for social marketing in the future (Donovan, 2000 and Mechanic, 1999 as cited in Donovan 

& Henley, 2003, 2010). This recognises the impact on health of social determinants such 

as education, literacy and access to health services (Wilkinson & Marmot, 1998 as cited in 

Donovan & Henley, 2003, 2010). Donovan and Henley (2003, 2010) have expanded the 

domain of social marketing to: 

...not just the targeting of individual behaviour change and changes to the 
environment that facilitate such changes, but the targeting of changes in 
social structures that will facilitate individuals reaching their potential 
(Donovan & Henley, 2010:7). 

Given the differences in definition, it is not surprising that misconceptions and 

misunderstandings about social marketing exist amongst public health professionals and 

social marketers alike (see Donovan 2011b; Grier & Bryant, 2005). The main points of 

confusion appear to be whether social marketing is limited to voluntary change and 

includes education or legislation efforts (Donovan, 2011b); and a perception that social 

marketing is merely advertising, health promotion or mass media campaigns (Grier & 

Bryant, 2005; McDermott et al., 2005). Some have argued that this lack of clarity and 

consensus has hindered the development of social marketing (McDermott et al., 2005); as 

well as the acknowledgment of its value and potential in public health (Grier & Bryant, 

2005). While concerns have been raised about the negative impact these 

misunderstandings could have on practice and outcomes (Donovan, 2011b; Grier & 

Bryant, 2005; McDermott et al., 2005), attempts to obtain some clarity and consensus 

have been met with some resistance (Ling, Franklin, Lindstaedt & Gearon, 1992). 
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2.2.2 Social marketing benchmark criteria 

Some social marketing scholars such as Stead, Gordon and colleagues, have contended 

that it is more useful to understand which components should be present when examining 

the effectiveness of social marketing (Gordon, McDermott, Stead, Angus & Hastings, 

2006b; Stead et al., 2007a; Stead et al., 2007b). It is their view that the definitions are not 

precise enough to determine what is and what is not social marketing (Gordon et al., 

2006b; Stead et al., 2007a; Stead et al., 2007b). Reliance on self-defined ‘social 

marketing’ interventions is also problematic as research syntheses have found many 

interventions comprise few marketing concepts; give little explanation about their 

definitions; and interpret social marketing in varying ways (McDermott et al., 2005; Stead 

et al., 2007a). 

Andreasen (2002) has identified six benchmark criteria for a ‘legitimate’ social marketing 

approach which are used in most major social marketing reviews to determine what is and 

what is not social marketing (see Gordon et al., 2006a; see Stead et al., 2007a; see Stead 

et al., 2007b; Stead & Gordon, 2010). As shown in Table 1, these criteria include the 

marketing principles of ‘audience research’, ‘segmentation and targeting’, ‘exchange 

theory’, ‘marketing mix’ and ‘competition analysis’. ‘Behaviour change’ is the benchmark 

used to design, implement and evaluate interventions. In Andreasen’s view, all six criteria 

must be present for an approach or intervention to ‘legitimately’ be called social marketing. 

However, he does not stipulate the degree to which each of these must be present. 

(Andreasen, 2002; Stead et al., 2007a; Stead et al., 2007b). Andreasen believed it would 

be ‘inevitable’ that interventions would comprise ‘heavy doses of advertising’ and limited 

measures of the other criteria, given that advertising is the marketers’ strength 

(Andreasen, 2002; McDermott et al., 2005). Arguably, Andreasen’s failure to set an ideal 

mix has inadvertently contributed to the disproportionate attention given to promotional 

aspects by some social marketers, as noted by Grier and Bryant (2005), McDermott and 

colleagues (2005) and others. Similarly to the widely-held perception in public health that 

social marketing is merely advertising and mass media campaigns (Grier & Bryant, 2005; 

McDermott et al., 2005). 
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Table 1. Benchmark criteria for identifying social marketing approaches 

Benchmark Description 

Behaviour change Behaviour change is the benchmark used to design and evaluate 
interventions. 

Audience research Projects consistently use audience research to (a) understand target 
audiences at the outset, (b) pre-test intervention elements before they 
are implemented, and (c) monitor interventions as they are rolled out. 

Segmentation and 
targeting 

There is careful segmentation of audiences to ensure maximum 
efficiency and effectiveness with scarce resources. 

Exchange theory The central element of any influence strategy is creating attractive 
and motivational exchanges with target audiences. 

Marketing mix The strategy attempts to use all 4 Ps of the marketing mix. That is, it 
creates attractive benefit packages (products) while minimising costs 
(price) wherever possible, making the exchange convenient and easy 
(place) and communicating powerful messages through media 
relevant to – and preferred by – target audiences (promotion). 

Competition Careful consideration is paid to the competition faced by the desired 
behaviours. 

Source: Andreasen, 2002 

Andreasen’s benchmarks have since been added to as social marketing thinking has 

developed. For example, the NSMC (2005) added two criteria, both aimed at encouraging 

a greater focus on psychological behavioural theory. The first is ‘[customer] insight’ which 

emphasises a deeper analysis on what ‘moves and motivates’ consumers to change their 

behaviours (French & Blair-Stevens, 2005; NSMC, 2005, 2006a, 2006b). The other is 

‘theory’ to ensure social marketing is ‘behavioural theory-based and informed’ and draws 

on different theories when and as required to influence change (French & Blair-Stevens, 

2005; NSMC, 2005, 2006a, 2006b). In addition, a number of ‘social marketing Ps’ have 

been added to the ‘marketing mix’ (NSMC, 2005; Weinreich, 2011). These include working 

in partnership with organisations and groups who share a common goal (‘partnerships’; 

Donovan, 2006; NSMC, 2005; Weinreich, 2011); looking at ways to maximise scarce 

resources (‘purse-strings’; NSMC, 2005; Weinreich, 2011); seeking opportunities to 

influence political players who can effect or support change (‘politics; Donovan, 2011a; 

NSMC, 2005); connecting different policy agendas to maximise impact across a whole 

system (‘policy’; NSMC, 2005; Weinreich, 2011); and ensuring that individuals (health 

professionals and community leaders for example) engage and interact directly with the 

consumer to support and facilitate change (‘people’; Baker, 1996; Donovan, 2006; NMSC, 

2005; Weinreich, 2011).  

Which of these social marketing criteria are used varies, and is largely influenced by 

organisational factors such as policy imperatives, the available funding and social marketer 

knowledge and understanding of social marketing fundamentals. The target behaviour, the 

target audiences’ needs and context also influence this. As a result, few social marketing 
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approaches use all of Andreasen’s benchmark criteria (Gries, Black & Coster, 1995; 

Williams & Flora, 1995). 

2.2.3 Social marketing in practice 

Social marketing models 

A number of models have been produced over the past four decades to guide social 

marketing practice (e.g., Andreasen, 1995; and Centers for Disease Control and 

Prevention [CDC], 2011a; and Kotler & Zaltman, 1971; and NSMC, 2005, 2006b). While 

each promotes the authors’ specific academic and professional perspectives on how social 

marketing should be used, all incorporate the principles of marketing as exemplified in 

Andreasen’s (2002) criteria. The main point of difference between the models lies in the 

nature of the consumer engagement (systematic or when and as required) and the level of 

engagement (dosage, frequency). 

Community-based social marketing models are distinguished by their emphasis on 

community participation and action (e.g., CDC, 2011a; and McKenzie-Mohr & Smith, 1999; 

and Bryant, McCormack Brown, McDermott, Debate, Alfonso, Baldwin et al., 2009). The 

desired outcomes are community empowerment and competence. The Community-Based 

Prevention Model (CBPM) produced by the University of South Florida Prevention 

Research Center is a well documented example. Comprising community organisation and 

social marketing principles and practices, it prioritises partnerships between community 

members and universities in the development, implementation and evaluation of health 

interventions (Bryant, Forthofer, McCormack Brown, Landis & McDermott, 2000; Bryant, 

Forthofer, McCormack Brown & McDermott, 1999; Bryant, McCormack Brown, McDermott, 

Forthofer, Bumpus, Calkins et al., 2007; Bryant et al., 2009). Partnerships are likely to 

enhance effectiveness (Green & Kreuter, 1991 as cited in Bryant et al., 2009), support the 

transfer of knowledge and use (Israel, Schulz, Parker & Becker, 1998; Minkler & 

Wallerstein, 2003), and sustain outcomes (Bracht, 1990 as cited in Bryant et al., 2009). 

Participation by communities throughout the development, implementation and evaluation 

process is also likely to enhance intervention effectiveness, knowledge transfer and 

sustainability of outcomes (Minkler & Wallerstein, 2003; Viswanathan, Ammerman, Eng, 

Gartlehner, Lohr, Griffith et al., 2004). The CBPM constructs are outlined in Table 2. 
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Table 2. Community-based prevention marketing constructs 

Community organisation constructs Social marketing constructs 

 Community organisation: groups supported to 
identify issues, develop goals, mobilise 
resources and implement strategies (Bond & 
Hauf, 2007; Minkler & Wallerstein, 1998 as 
cited in Bryant et al., 2009).  

 

 Community participation: members participate 
in community organisation process (Bracht & 
Tsouros, 1990 as cited in Bryant et al., 2009), 
and in research activities including defining 
problems, collecting data, designing 
instruments, sampling and interpreting data 
(Israel, Schulz, Parker & Becker, 1998 as cited 
in Bryant et al., 2009).  

 

 Building community capacity: assessing 
community readiness to act, and offering 
training. 

 

 Community empowerment: members gain the 
skills to improve their lives (Minkler & 
Wallerstein, 1998 as cited in Bryant et al., 
2009). 

 Marketing mix 

 

 Competitive analysis 

 

 Audience segmentation 

 

 Formative research 

 

 Ongoing monitoring and evaluation 

 

(Grier & Bryant, 2005; Hastings, 2007 as cited 
in Bryant et al., 2009) 

Source: Bryant et al., 2009 

Types of intervention 

Social marketing interventions can take various forms (Stead et al., 2007a). Stead and 

colleagues (2007a) and Gordon and colleagues (2006b) have identified eight types of 

intervention, which fall into two main categories: mass media and multi-component-based 

interventions. Mass media-based interventions use strong measures of the ‘promotions’ 

aspect of the ‘marketing mix’ criteria to influence behaviour. Strategies include using radio, 

television, print media and campaign merchandise to increase knowledge and awareness 

of a particular product, service or behaviour of interest, and influence behaviour. Typically 

these strategies complement other promotions, services or activities. Examples in New 

Zealand include the national BreastScreen Aotearoa and National Cervical Screening 

Programme campaigns aimed at increasing Maori and Pacific women’s understanding of 

the importance of breast and cervical screening respectively, and their screening rates 

(Kāhui Tautoko Consulting Ltd, 2007; MOH NSU, 2011, 2012). These campaigns’ multi-

media activities complement other promotions, screening and management programmes 

(MOH NSU 2011, 2012). 

Multi-component interventions, on the other hand, use multiple social marketing criteria to 

influence behaviour. A range of activities and products are developed, implemented or 

disseminated to influence individual change, and wider community, environmental and 

societal change (Stead et al., 2007a). Examples in New Zealand include the national 

ALAC and Like Minds Like Mine (LMLM) programmes. The ALAC programme uses 
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national multi-media marketing, policy enforcement and advocacy, community action and 

health education to reduce excessive drinking and encourage moderation among different 

age and ethnic groups (ALAC, 2005, 2008a, 2008b, 2008c, 2010). LMLM comprises 

similar components to counter mental illness stigmatisation and discrimination at work and 

ethnic communities (MOH 2003, 2007b). 

2.2.4 Culture and ethnicity in social marketing  

As noted, marketing techniques and principles have been applied to a range of health 

domains, populations and settings to achieve socially beneficial behaviour change. 

Populations have included ethnic communities in pluralistic societies because of the 

significant health inequalities they experience; particularly in countries such as the United 

States, the United Kingdom and Australia (Nazroo & Williams, 2006; Marmot & Wilkinson, 

2006). The cause of these inequalities is, however, highly contested (Nazroo & Williams, 

2006; Marmot & Wilkinson, 2006). Some commentators such as Graham (2004) propose 

that socio-economic inequalities are the key determinants of these inequalities; others 

such as Wild and McKeigue (1997) argue socio-economic factors have minimal or no 

significance on health outcome; while others, notably Nazroo and Williams (2006), that 

socio-economic inequalities, underpinned by racism and discrimination within the health 

sector, are the key determinants of these differences. Ascertaining the exact cause is 

difficult because of inconsistent measures of ethnicity and a lack of robust socio-economic 

data (Nazroo, 2003; Nazroo & Williams, 2006). That aside, it is widely accepted that there 

are significant ethnic inequalities in health (Nazroo & Williams, 2006; Marmot & Wilkinson, 

2006), and that affirmative policy, programmes and services  aimed at alleviating wider 

inequalities, such as poverty, social exclusion and discrimination are essential (Blakely, 

Simmers & Sharpe, 2011; WHO Regional Office for Europe, 2010). The New Zealand 

Health Strategy (MOH, 2000) and the New Zealand Disability Strategy (MOH, 2001b) 

include goals to reduce health inequalities for Pacific peoples. The sector-wide ‘Ala Moui: 

Pathways to Pacific Health and Wellbeing 2010-2014 identifies priority areas for action for 

achieving these goals (MOH, 2010). 

Culturally-based programmes and services have also increased over the past three 

decades; largely as a result of the growing literature on the influence of ‘culture’ on 

individual and group health beliefs (Caprio, Daniels, Drewnowski, Kaufman, Palinkas, 

Resenbloom et al., 2008; Pasick, D’Onofrio & Otero-Sabogal, 1996); and on individual, 

family and community health (Foliaki 2005; The Health Research Council of New Zealand 

[HRC], 2005). Strategies to build the cultural capacity of the health workforce have also 

been put in place to ensure health professionals have the necessary knowledge for 

working with culturally diverse communities. Culture influences individual and group 
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behaviours and expectations (Ballard, 2002; Khaled, Barr, Fischer, Noble & Biddle, 2006; 

Pasick et al., 1996). This includes their propensity to accept and adopt health messages, 

and use health services (Khaled et al., 2006; Pasick et al., 1996). 

The terms ‘culture’ and ‘ethnicity’ are, however, often used interchangeably despite their 

conceptual differences (Kreuter, Lukwago, Bucholtz, Clark & Sanders-Thompson, 2003; 

Matsumoto & Juang, 2012; Smedley & Smedley, 2005; Trickett, Watts & Birman, 1994). 

Understanding the different meanings is important because of the differing influence on 

health. It is also crucial for this research which is focused on documenting culturally 

relevant CSFs. As will be illustrated in this section, while ‘culture’ and ‘ethnicity’ are 

conceptually linked, they are separate; with ‘ethnicity’ a descriptor of “cultural 

differentiation” (Jenkins, 2008:14). Yet, ethnicity is more widely used in social marketing as 

a targeting and segmentation variable. 

Culture in social marketing 

Culture has been defined as the sets of ideas, values and understandings, whereby people 

order their social relations and generate ties of reciprocity (Ballard, 2002:11). There is 

some agreement that culture is socially constructed, maintained and transmitted (Ballard, 

2002; Trickett, Watts & Birman, 1994) and is influenced by peoples’ shared experiences, 

beliefs about the world and the demands of the environment (Ballard, 2002; Crocombe, 

1983, 2008; Lopez & Guarnaccia, 2000). These environmental factors include age, 

gender, preferences, time, space and expectations (Crocombe, 1983, 2008). Thus, culture 

is neither static nor unchanging, but is a dynamic construct that can change in response to 

new ideas, new developments and in interaction with other cultures and peoples (Ballard, 

2002; Crocombe, 1983, 2008; Lopez & Guarnaccia, 2000). 

As noted, this research uses the definition of ‘culture’ offered by Pacific scholar Kavaliku. 

In this definition, culture comprises ‘the whole complex of distinct spiritual, intellectual and 

emotional features that characterise society or social groups and includes not only the arts, 

but the different modes of life ‘value systems, traditions and beliefs’ (Kavaliku, 2000:22). 

Kavaliku further notes that ‘living cultures are based on legacies of the past, the ideas of 

the present, and the hopes for the future’ (Kavaliku, 2000:23). This resonates with this 

study, given the literature highlighting the endurance of the Pacific customary ways in 

migrant communities (see Fairbairn-Dunlop & Makisi, 2003; Macpherson & Macpherson, 

2009). 

Acculturation 

Culture is, however, neither static nor unchanging. Acculturation is a concept that is used 

to describe the cultural and psychological changes that can occur when two or more 

cultures interact (Berry, 1980, 2005; Schwartz, Unger, Zamboanga & Szapocznik, 2010; 
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Suinn, 2009). These changes may affect group social structures, institutions or cultural 

practices, or an individual’s values, attitudes and behaviours (Berry, 1980, 2005). They 

may be mutual, negotiated or the result of conflict and, either or both groups in the 

interaction may experience changes (Redfield, Linton & Herskovitz, 1936 as cited in Berry, 

2005). A key feature of acculturation is the variability with which groups or individuals may 

seek to engage in the process, and their degree of adaptation (Berry, 1980, 2005). Not all 

groups or individuals experience acculturation in the same way (Berry, 1980, 2005).  

According to Berry’s bi-dimensional acculturation model (2005), individuals face two issues 

in the acculturation process: a relative preference for maintaining one’s cultural identity, 

and a relative preference for contact with, and participation, in the larger society (Berry, 

2005). From the non-dominant groups’ perspective, when individuals are interested in 

maintaining their own culture and interacting daily with other cultures, an integration 

strategy is defined, as shown in Berry’s bi-dimensional acculturation model in Figure 1. 

Conversely, when individuals have little possibility or interest in maintaining their own 

culture or in interacting with others, a marginalisation strategy is defined.  

Figure 1. Berry’s bi-dimensional acculturation model 

 

Acculturation has been used extensively in health to understand the relationship between 

‘culture’ and health behaviours for a number of diverse populations (Suinn, 2009, 2010). 

These include Asian Americans (An, Cochran, Mays & McCarthy, 2008; Cheng, Fancher, 

Ratanasen, Conner, Duberstein, Sue et al., 2010; Hwang & Ting, 2008), Latino (Andreeva, 

Unger, Yaroch, Cockburn, Baezconde-Garbanoti & Reynolds, 2009; Diaz, Hopp Marshak, 
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Montgomery, Rea & Backman, 2009; Oetzel, DeVargas, Ginossar & Sanchez, 2007; 

Perez-Escamilla & Putnik, 2007) and African Americans (Webb Hopper, Baker, Rodriguez 

de Ybarra, McNutt & Ahluwalia, 2011). The evidence suggests that acculturation is 

significantly associated with health behaviours and outcomes (Burrows, Williams, Schluter, 

Paterson & Helu, 2011; Suinn, 2009, 2010).  

Culture in social marketing 

Determining how ‘culture’ is conceptualised, defined and considered in social marketing is 

difficult. While many approaches claim to be culturally based or oriented, few articulate 

what this entails, or how ‘culture’ has been conceptualised, defined and measured (Kreuter 

& McClure, 2004). For example, two conditions in the Atlanta Eat for Life intervention in 

African American churches were described as ‘culturally-sensitive multi-component 

interventions’ (Resnicow, Jackson, Wang, De, McCarty, Dudley et al., 2001; Resnicow, 

Wallace, Jackson, Digirolamo, Odom, Wang et al., 2000a). However, it is not clear whether 

the cultural frame applied is ethnic or religious or even what the actual cultural components 

are. 

It is also difficult to ascertain at which point and how ‘culture’ is considered in the social 

marketing process. That is, whether this is done systematically throughout the 

development, implementation and evaluation processes, or when or as required by social 

marketers. However, given that most social marketing approaches for cultural and ethnic 

groups in pluralistic societies tend to be “culturally tailored” (Donovan & Henley, 2010; 

Noble & Camit, 2005), this suggests that consumer engagement may be limited. “Culturally 

tailored” is the term used to signify where mainstream strategies, interventions, messages 

and materials have been modified with specific cultural characteristics to enhance their 

acceptability and uptake across different ethnic groups (Donovan & Henley, 2010; Noble & 

Camit, 2005; Pasick et al., 1996). According to Donovan and Henley (2010) and Hornik 

and Ramirez (2006), such approaches are considered to be cost-effective, because of the 

ethnic and linguistic diversity that may exist within the different communities and their small 

numbers. 

The growing body of literature on the association between ‘acculturation’ and disease 

prevalence, use of health services, health behaviour and outcomes for ethnic minority 

groups (Burrows et al., 2011; Chakraborty & Chakraborty, 2010; Landrine & Klonoff, 2004) 

has given rise to calls for ‘acculturation’ to be considered as a key segmentation variable in 

social marketing (Noble & Camit, 2005; Wallace, Pomery, Latimer, Martinez & Salovey, 

2010). As noted by Noble and Camit (2005): 

Acculturation is an important concept for social marketing as it provides 
understanding of the culturally determined attitudes, values and 
behaviours an individual may subscribe to, and these can underlie 
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behaviours that social marketers may be attempting to change (Noble & 
Camit, 2005:5). 

No research was found to indicate whether these calls have translated into practice. 

Ethnicity in social marketing 

‘Ethnicity’ on the other hand, is a matter of “cultural differentiation” (Jenkins, 2008:14). It is 

a socially-created construct used to differentiate one group of individuals from another; and 

as a descriptor, signifies difference or deviation from the norm (Cormack, 2010:2). As 

noted, this research uses the definition offered by Stats NZ (2012; see also Cormack, 

2010), which refers to ‘ethnicity’ as: 

... groups that people identify with or feel they belong to... a measure of 
cultural affiliation, as opposed to race, ancestry, nationality or citizenship... 
Ethnicity is self-perceived (Stats NZ, 2012). 

Drawing on this, an ethnic group comprises people who share some or all of the following 

characteristics: a name, which identifies and expresses the ‘essence’ of their group; a 

shared sense of origin or ancestry; shared histories and memories; common cultural 

elements such as customs, language or religion; a shared geographic locale; a sense of 

solidarity and common purpose (Hutchinson & Smith, 1996; Smith, 1986; Stats NZ, 2012). 

A number of attributes contribute to this multi-complex concept including ‘intermarriage, 

self-identification, migration, level of acculturation, political and religious ties to the ethnic 

group, place of residence, socio-economic status and educational achievement’ (Crews & 

Bindon, 1991, as cited in Huerta & Macario, 1999; Gray, 2001). As with ‘culture’, ‘ethnicity’ 

is a flexible concept. Individuals may self-identify with different ethnic groups at any time, 

depending on context, social or cultural settings (Gray, 2001; Stats NZ, 2012).  

‘Ethnicity’ in social marketing is more easily identifiable because of its use as a 

segmentation and targeting variable in traditional marketing. The evidence suggests that 

ethnic-specific social marketing approaches are at least as effective as mainstream 

approaches (Snyder, 2007). Some interventions have had positive effects (e.g., Matsudo, 

Matsudo, Andrade, Araujo, Andrade, de Oliveira et al., 2002; and Puska, 2002) while 

others mixed or no effect (e.g., see Allicock, Campbell, Valle, Carr, Resnicow & Gizlice, 

2012; and Resnicow et al., 2000a). While this mixed evidence may be consistent with 

social marketing generally, a number of mediating factors affect the effectiveness of 

ethnic-specific approaches. First, most ethnic-specific social marketing in pluralistic 

societies has tended to be pan-ethnic. That is, ethnic groups with similar characteristics 

are targeted as a homogenous group, despite any ethnic differences that may exist. For 

example, the VERB campaign, a national multi-ethnic mass media-based campaign to 

increase physical activity among 9 to 13-year-old Americans (‘tweens’) targets African 

Americans, Hispanics, American Indians and Asian Americans (Huhman, Berkowitz, 
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Wong, Prosper, Gray, Prince et al., 2008; Huhman, Potter, Duke, Judkins, Heitzler & 

Wong, 2007; Huhman Potter & Wong, 2005). However, the ‘Hispanic/Latino’ group 

comprises up to 15 Spanish-speaking ethnic groups including Mexicans, Puerto-Ricans 

and Cubans (Ennis, Ríos-Vargas & Albert, 2011); ‘American Indians’ numerous sub-tribes 

such as Fort Still Apache, San Carolos Apache and Mescalero Apache (Norris, Vines & 

Hoeffel, 2012); and ‘Asian Americans’ at least eight Asian-speaking ethnic groups from the 

Far East, South Asian and Indian sub-continent including Chinese, Filipino, Japanese, 

Koreans, Indians and Pakistani (Hoeffel, Rastogi, Ouk Kim & Shahid, 2012). Yet, there is 

no indication in this study how the health status, needs and aspirations of these different 

groups were addressed.  

Second, as noted by Hornik and Ramirez (2006), often the messages that resonate with 

most ethnic groups within the pan-ethnic group are used to create the intervention. The 

assumption is that the same ‘marketing mix’ will apply to the total group. As a result, the 

intervention and messages end up not being optimal for any ethnic-specific group (Hornik 

& Ramirez, 2006). A third feature is the limited role ethnic-specific communities play in the 

social marketing process. Any engagement has been limited to providing insights in the 

‘audience research’ phase. There are however, notable exceptions, such as those 

developed within CBPM programmes.  

2.3 Effectiveness of social marketing 

As noted, documenting CSFs for effective social marketing is largely dependent on how 

social marketing is conceptualised and implemented and its success measured. ‘Success’ 

in social marketing is generally evaluated by effectiveness studies (Dougherty, Kates & 

Mitchell-Jackson, 2009). Effectiveness studies investigate how well an intervention works 

under “real world”, everyday conditions (Evans et al., 2009; Flay, 1985; Flay, Biglan, 

Boruch, Gonzalez Castro, Gottfredson, Kellam et al., 2005). Evaluations are generally 

done during or after the programme to determine whether the goals were achieved (Evans 

et al., 2009; Flay, 1985; Flay et al., 2005). A range of designs, measures and data 

collection procedures is used for this, as will be discussed in this section. 

2.3.1 The evidence 

While the evidence for the effectiveness of social marketing is growing (Hastings & 

McDermott, 2006; MacFayden et al., 1999; Stead et al., 2007a; Stead et al., 2007b), it is 

mixed. Some interventions have had positive effects, while others have had little or no 

effect (Gordon et al., 2006b; Stead, Gordon, Angus & Hastings, 2006; McDermott, Stead, 

Gordon, Angus & Hastings, 2006; Stead et al., 2007a). For example, the VERB campaign 

had an overall positive effect (Berkowitz, Huhman, Heitzler, Potter, Nolin & Banspac, 
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2008a; Berkowitz, Huhman & Nolin, 2008b; Huhman et al., 2008; Huhman et al., 2007; 

Huhman et al., 2005). Significant pre-test to post-test increases in awareness and physical 

activity were found for tweens in the intervention communities compared with those 

nationally (Huhman et al., 2005); for tweens in three of the four targeted ethnic 

communities (Huhman et al., 2008; Huhman et al., 2007); and for those in the high-dose 

(advertising) targeted communities as compared to standard-dose communities (Berkowitz 

et al., 2008a; Berkowitz et al., 2008b; Huhman et al., 2007). Positive changes in self-

efficacy for tweens in high-dose targeted communities were also found (Berkowitz et al., 

2008b). However, the disseminated Body and Soul intervention, an African American 

church-based programme aimed at increasing fruit and vegetable consumption, had little 

effect. No significant differences in daily consumption between intervention and control 

churches were found (Allicock et al., 2012). 

Interventions targeting multiple behaviours (for example exercise and nutrition) have been 

found to be at least as effective as those targeting one behaviour (Gordon et al., 2006b; 

Stead et al., 2006; Stead et al., 2007a). For example, Pathways, a school-based, multi-

component intervention to prevent obesity in third-grade American Indian children through 

increased physical activity and healthy eating, had an overall positive effect (Caballero, 

Clay, Davis, Ethelbah, Rock, Lohman et al., 2003; Caballero, Davis, Davis, Ethelbah, 

Evans, Lohman et al., 1998). While no significant differences in anthropometric outcomes 

were found between intervention and control participants, there were differences in relation 

to diet, physical activity and knowledge (Caballero et al., 2003). Positive changes in self-

efficacy were also found (Caballero et al., 2003). The CATCH intervention amongst multi-

ethnic third-grade students, achieved similar outcomes (Luepker, Perry, McKinlay, Nader, 

Parcel, Stone et al., 1996; Nader, Stone, Lytle, Perry, Osganian, Kelder et al., 1999). 

However, GO GIRLS!, a community-based multi-component intervention to improve diet 

and increase physical activity among low-income, overweight adolescent African American 

females, had little overall effect (Resnicow, Yaroch, Davis, Wang, Carter, Slaughter et al., 

2000b). While there were some significant differences in nutrition knowledge between high 

and low (programme) attendees, there were no significant differences in anthropometric, 

dietary and most psychosocial outcomes (Resnicow et al., 2000b). The South Dakota 

ALERT Plus, a school-based multi-component intervention to reduce tobacco and 

marijuana use and alcohol misuse among adolescents (Longshore, Ellickson, McCaffrey & 

St. Clair, 2007) had similar results. Significant differences in weekly alcohol consumption 

and marijuana use were found for girls in the intervention schools compared with control 

schools, and there were positive changes in their lower alcohol consequences, high-risk 

alcohol use and a third of the cognitive outcomes. However, no significant differences in all 

behavioural and cognitive outcomes were found for the boys (Longshore et al., 2007). 
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As noted in the previous section, ethnic-specific social marketing is at least as effective as 

mainstream approaches (Snyder, 2007). However, whether ethnic-specific strategies are 

more effective is not known (Hornik & Ramirez, 2006).  

The evidence indicates that social marketing is effective at a population level. Snyder 

(2007) and colleagues’ (2004) meta-analyses of American health communications 

campaigns found that on average, campaigns achieved 5% to 8% change in the 

population. 

Some behaviours are more difficult to change. For example, the reviews by Stead and 

colleagues’ (2007a, 2007b) found the evidence for the effectiveness of interventions for 

adult smoking cessation and physiological outcome-targeted physical activity was weaker 

than that for youth smoking prevention, alcohol consumption and illicit drug use. Snyder 

(2004) and colleagues (2007) found that effectiveness depended in part on the behaviour 

(Snyder, 2007; Snyder, Hamilton, Mitchell, Kiwanuka-Tondo, Fleming-Milici & Proctor, 

2004). For example, oral health (r = .13) and adult drinking (r = .11) campaigns have been 

the most successful, while heart disease prevention (includes diet and physical activity) (r 

= 0.5), adult smoking prevention (r = 0.4) and mammography (r = .04) are some of the 

least successful (Snyder, 2007). In addition, the adoption type was found to impact on 

effectiveness. Campaigns promoting new behaviours or replacing old behaviours (r = .12) 

were more successful than those aimed at stopping existing (r = 0.5) or preventing the 

start of (r = 0.5) ‘undesirable’ behaviours (Snyder, 2002, 2007; Snyder, et al., 2004). 

Furthermore, campaigns that include coercion were also found to be more effective 

(Snyder & Hamilton, 2002). However, as noted in 2.2.1, whether legal or regulatory 

enforcement is considered social marketing is a moot point. 

Advertising volume has been proven to have a positive effect on knowledge and 

behaviour. Berkowitz and colleagues (2008b) found a positive association between 

advertising volume and increased knowledge, physical activity and self-efficacy for tweens 

in high-dose (advertising) communities. Similarly, Niederdeppe (2004) and Farrelly and 

colleagues (2005) reported positive effects between advertising volume and awareness 

and smoking cessation for youths aged 12–17 in Florida and the United States 

respectively. However, it would be erroneous to conclude that mass media-interventions 

are more effective than multi-component. Advertising or mass-media campaigns are most 

effective when part of a broader programme (Schar, Gutierrez, Murphy-Hoefer & Nelson, 

2006). 

There is some evidence, albeit limited, to suggest that duration impacts on the size of the 

effect. Snyder and Hamilton’s (2002) meta-analyses of health communication campaigns 

found that the effect sizes for campaigns that did not include coercion or enforcement 
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(laws and regulations) were greater when a campaign lasted six to 18 months, than those 

that were shorter than six months or longer than two years.  

2.3.2 Explaining the mixed evidence 

There are a number of factors that might explain the mixed evidence on social marketing 

effectiveness. Some relate to the behaviour and behaviour adoption-type being targeted. 

As noted, some targeted behaviours are easier to change than others (Snyder, 2002, 

2007; Snyder et al., 2004; Stead et al., 2007a; Stead et al., 2007b). New or replacement of 

old behaviour-type campaigns are also more successful than cessation or prevention of 

commencement of ‘undesirable’ behaviour-type campaigns (Snyder, 2002, 2007; Snyder 

et al., 2004).  

The mixed evidence may also be explained by methodological considerations. For 

example, most social marketing interventions have been evaluated using experimental 

randomised controlled trials (RCTs) or observational cross-sectional or longitudinal quasi-

experimental designs (Gordon et al., 2006b; Helmig & Thaler, 2010; Stead et al., 2007a). 

Each of these designs has strengths and limitations which may impact on intervention 

success. For example, RCTs are considered “gold standard” evaluation (Campbell & 

Stanley, 1963) and the most rigorous for establishing causality between the intervention 

and its effects (high internal validity) because of their highly-controlled, experimental 

conditions (Evans et al., 2009; Flay, 1985). However, these same conditions mean the 

generalisability of the findings to a wider population is generally low (low external validity). 

It is generally the reverse situation for cross-sectional and longitudinal studies, which are 

conducted under comparatively less-controlled conditions (Neuman, 2003; Trochim & 

Donnelly, 2006).  

Selection effects is another methodological consideration. Incongruous sampling methods 

can result in intervention and control groups with different demographic characteristics, 

making comparative analysis inappropriate (Berkowitz et al., 2008b; Gordon et al., 2006b; 

Stead et al., 2007a). Quota and convenience sampling in quasi-experimental designs can 

result in unrepresentative and bias effects, thus comprising outcomes and external validity 

(Stommel & Wills, 2004; e.g., Resnicow, Jackson, Wang, De, McCarty, Dudley et al., 

2001). In addition, baseline differences between intervention and control groups can result 

in skewed effects and inferences (Gordon et al., 2006a; Stead et al., 2007a; e.g., 

Campbell, Demark-Wahnefried, Symons, Kalsbeek, Dodds, Cowan et al, 1999).  

The use of variable measures and indicators of success is another factor (Gordon et al., 

2006b; Varcoe, 2004). As discussed, there are no universally agreed or understood 

outcome measures or indicators of ‘success’ for individual targeted behaviours or social 

marketing generally. Thus, outcome measures and indicators are variable, and generally 
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intervention and conceptual framework-specific (Varcoe, 2004). Some interventions focus 

on, and thus measure their success by, individual change only (e.g., Huhman et al., 2008; 

and Resnicow et al., 2000b), while others also focus on institutional (e.g., Campbell et al., 

1999) or environmental change (e.g., Resnicow et al, 2001). In addition, some 

interventions use knowledge, behavioural and psychosocial measures (e.g., Berkowitz et 

al., 2008a; and Berkowitz et al., 2008b; and Huhman et al., 2008), while others also 

include physiological measures (e.g., Resnicow et al., 2000) or varying combinations of all 

constructs. Furthermore, the indicators used to measure outcomes differ, even with a 

specific targeted behaviour. Gordon and colleagues (2006b) noted that some physical 

activity interventions measure ‘physical activity’ by time spent (e.g., Caballero et al., 2003; 

and Neumark-Sztainer, Story, Hannan & Rex, 2003; and Puska, 2002), while others 

measure it by frequency (e.g., Huhman et al., 2005; and Neiger, Thackeray, Merrill, Miner, 

Larsen & Chalkley, 2001) or levels of energy expended. 

A reliance on self-reported data has also given rise to social desirability bias, that is,  the  

general tendency for participants to over-state the positive aspects of the behaviour being 

studied and under-state the negative (e.g., Allicock et al., 2012; and Berkowitz et al., 

2008b; and Farrelly, Nonnemaker, Davis & Hussin, 2009).  

The duration of social marketing interventions may also explain the mixed evidence 

(Gordon et al., 2006a; Stead et al., 2007a). Duration varies significantly from several 

months (e.g., Resnicow, 2000b; and Resnicow, Campbell, Carr, McCarty, Wang, 

Periasamy et al., 2004) to several years (Cabarello et al., 2003; and Huhman et al., 2005; 

see Puska, 2002). Similarly, the follow-up periods may vary from immediately post-

intervention to several years (e.g., Caballero et al., 2003; and Campbell et al., 1999).  

Implementation considerations may also explain the mixed evidence. The levels of 

understanding of social marketing fundamentals amongst health professionals vary, which 

may impact on social marketing practice and effectiveness (Grier & Bryant, 2005; 

McDermott et al., 2005; NSMC, 2009). Similarly, there have been varying levels of support 

for social marketing within the public health sector (Grier & Bryant, 2005; NSMC, 2009). 

Social marketing capacity and capability is another implementation consideration 

(Donovan, 2011b; McDermott et al., 2005; NSMC, 2009). As noted by Donovan (2011b), 

social marketing is practised by marketing and public health professionals who, while 

expert in their own respective areas, may have limited understanding of the other fields of 

expertise. This has resulted in misunderstandings as evidenced on social marketing 

listservs, which could negatively impact on social marketing practice, and hence, 

effectiveness. The main misunderstandings are definitional-related, centred on whether 

social marketing is focused on voluntary behaviour change only, and the roles of 

education, law, education, law and advocacy (Donovan, 2011b). Another implementation 
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consideration is funding and resources (NSMC, 2009; Hicks, 2001; Wong, Greenwell, 

Gates & Berkowitz, 2008). Funding and resources allocated to individual social marketing 

interventions vary significantly. The impact of this is seen in the scope, strategy and 

varying levels of segmentation and targeting, and the ‘marketing mix’, reach and 

evaluation. Long-term, committed funding is a noted enabler for effective social marketing 

(Hicks, 2001; Wong et al., 2008), and lack of resources a noted barrier (NSMC, 2009). 

2.4 Chapter summary 

This chapter has outlined the principles underpinning two of the most widely-used social 

marketing definitions: those of Andreasen (1996) and Donovan and Henley (2003, 2010). 

Andreasen’s (2002) benchmark criteria for identifying social marketing approaches were 

also discussed. The mixed evidence on how ‘culture’ and ‘ethnicity’ are considered in 

social marketing highlights the importance of robust and targeted research processes for 

ensuring the development of a strong evidence base. In addition, the limited literature on 

ethnic targeting in social marketing reveals most efforts tend to be pan-ethnic; resulting in 

sub-optimal approaches. The limited participation of ethnic groups in the framing, 

implementation and evaluation of these programmes is also evident. These points 

reinforce the importance of ethnic-specific approaches; as well as the need to consider the 

impact of acculturation on Pacific peoples’ behaviours. 

The literature review reveals that an important first step in achieving effective social 

marketing for Pacific peoples is to document CSFs that are evidence-based and culturally 

relevant. This must involve working in partnership with Pacific peoples to ensure any CSFs 

are grounded in a Pacific worldview and relevant to Pacific peoples and their needs and 

aspirations. In the next chapter, the status of Pacific peoples in New Zealand is discussed; 

and the commonly-held beliefs underpinning a Pacific worldview outlined. It is argued that 

these factors influence Pacific peoples’ health behaviour. 
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Chapter 3. Background literature: Pacific peoples and 
social marketing in New Zealand 

3.1 Purpose of this chapter 

This chapter presents an overview of the demographic and socio-economic profile of 

Pacific peoples in New Zealand and their health status. This is followed by a discussion of 

the Pacific worldview, and how this influences Pacific peoples’ notions of health and well-

being, and their health behaviour. The concept of ethnic-specific worldviews is also raised. 

The chapter concludes with a brief discussion on social marketing for Pacific peoples in 

New Zealand, and its effectiveness. 

It should be noted that the term ‘Pacific peoples’ is used to describe peoples who originate 

from the Pacific regions of Polynesia, Micronesia and Melanesia (Bedford & Didham, 

2001) and those who self-identify with one or more Pacific ethnicity (Stats NZ, 2007a). As 

will be discussed, the Pacific population in New Zealand comprises more than 22 ethnic-

specific groups. Cook Islanders, Niueans and Tokelauans constitute part of the ‘Realm of 

New Zealand.’ As such, their citizens have special rights as New Zealand citizens and 

unrestricted entry into New Zealand (Stats NZ & MPIA, 2010a). 

3.2 Pacific peoples in New Zealand 

3.2.1 Demographic profile 

The Pacific population in New Zealand is youthful and rapidly growing. In the latest official 

census, Pacific peoples comprised 6.9% of the total population in 2006 as shown in Table 

3. The estimates are that by 2021 this figure will have increased to 9% (Stats NZ, 2007a). 

This is because of its comparatively young population and high fertility rates (Stats NZ & 

MPIA, 2010a; Tukuitonga, 2011). In 2006, 38% of the Pacific population was under the 

age of 15; 4% over the age of 65; and the median age was 21 years (Stats NZ, 2007a; 

Stats NZ & MPIA, 2010a; Tukuitonga, 2011). The figures for the total population were 

22%, 12% and 36 years respectively (Stats NZ, 2007a; Stats NZ & MPIA, 2010a; 

Tukuitonga, 2011). 
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Table 3. Pacific Ethnic Groups in New Zealand 1991–2006 Census 

Pacific Ethnic Groups 1991–1996 Census 

Census Year Pacific population Proportion of New 
Zealand Population (%) 

1991 167,070 n/a 

1996 202,233 4.8%
2
 

2001 231,801 6.5%
3
 

2006 265,974 6.9% 

Source: Stats NZ, 2007 

The Pacific population is highly urbanised, with 92% residing in the main urban centres 

(Stats NZ & MPIA, 2010a). Most (66%) live in the greater Auckland region, followed by 

Wellington (12%) and Canterbury (3.6%; Stats NZ & MPIA, 2010a). This is attributed to 

early Pacific migrant settlement patterns and chain migration; and a preference to live in 

areas where there are strong family and community networks and job opportunities (Stats 

NZ & MPIA, 2010a). 

Ethnic diversity 

As seen in Table 4, the Pacific population is ethnically diverse, comprising more than 22 

ethnic groups (Stats NZ, 2007a; Stats NZ & MPIA, 2010a). Samoans are the largest group, 

accounting for almost half the total Pacific population. Cook Islanders are the next largest 

group, closely followed by Tongans, Niueans, Fijians, Tokelauans and Tuvaluans. Official 

statistics are reported for these seven ethnic groups, because combined they account for 

98% of the total Pacific population. People from the remaining groups are classified as 

‘Other’ because of their small numbers. Importantly, six of the seven
4
 largest ethnic groups 

are Polynesian; and are likely to share a similar culture, beliefs and languages (Buck, 

1964). 

Table 4. Seven largest Pacific ethnic groups in New Zealand, 2001–2006 

Ethnic Group 2001 2006 Percentage Change 
2001–2006 

Samoan 115,017 131,103 14.0 

Cook Islands 52,569 58,008 10.3 

Tongan 40,719 50,481 24.0 

Niuean 20,148 22,476 11.6 

Fijian 7,041 9,864 40.1 

Tokelauan 6,204 6,819 9.9 

Tuvaluan 1,965 2,628 33.7 

Source: Stats NZ, 2007a, b, c, d 

                                                 
2
 Statistics New Zealand. (1998). 1996 Census of Population and Dwellings: Ethnic Groups. Accessed on 5 

February 2012 from http://www.2stats.govt.nz/domino/external/pasfull/pasfull.nsf/web/Reference+Reports+ 
Ethnic+Groups+(Census+1996)+1996. 
3
 Statistics New Zealand. (2002). 2001 Census of Population and Dwellings: Pacific Peoples. Statistics New 

Zealand: Wellington. 
4
 Fijians have traditionally been considered Melanesians and are described as such here, despite recent 

suggestions that they can also be considered Polynesians because of cultural similarities (Crocombe, 2011). 
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The diversity of the Pacific population is heightened by the fact that an increasing 

proportion is now New Zealand-born and multi-ethnic. For example, in 2006, 60% of 

Pacific peoples were New Zealand-born (Stats NZ, 2007a; Stats NZ & MPIA, 2010a), 

which was an 11% increase from 1986 (Stats NZ & MPIA, 2010a). In addition, an 

increased proportion of Pacific peoples identified with more than one Pacific ethnic group 

(a 10% increase from 1991) because of increased intermarriage (Stats NZ & MPIA, 

2010a). These changes reinforce the likelihood of acculturation impacting on behaviour 

change, as noted by Berry (see chapter 2). Of note also, is that the ethnic groups with the 

highest proportions of New Zealand-born were from the countries of the ‘Realm of New 

Zealand’ (Stats NZ & MPIA, 2010a): 75% of Cook Islanders, Niueans and Tokelauans. 

These figures are expected to increase because of comparatively high fertility rates and 

declining migration (Stats NZ & MPIA, 2010a; Stats NZ, 2007a). 

3.2.2 Socio-economic status 

Socio-economic factors and access to health services are reported to be the main 

determinants of Pacific peoples’ health inequalities (Tukuitonga, 2011; Tukuitonga & 

Finau, 1997; Wright & Hornblow, 2008). Data shows Pacific peoples have lower formal 

educational qualifications (secondary or post-school level) than the total population (Stats 

NZ, 2007a; Tukuitonga, 2011). Between 2005 and 2010, the percentage of Pacific school 

leavers with NCEA Level 2 or above was at least 7% lower than all school leavers (Ministry 

of Education, 2009 as cited in MOH, 2012). Given the relationship between quality of life 

and education, economic and social participation (Callister, Didham & Kivi, 2009), it is not 

surprising Pacific peoples are twice as likely to be unemployed and over-represented in 

lower-skilled and lower-waged occupations. They also have significantly lower median 

annual incomes (Stats NZ, 2007a; Tukuitonga, 2011) than the general population ($20,500 

compared with $24,400; Stats NZ & MPIA, 2010a) with which they must provide for their 

comparatively larger families. These factors increase exposure to social and health risk 

factors such as overcrowding and/ or substandard living conditions, NCDs and infectious 

diseases (Tukuitonga, 2011). 

There are some differences between ethnic groups. For example, Fijians have significantly 

higher levels of formal education (secondary or post-school qualifications), lower 

unemployment rates and a higher median annual income ($26,600; Stats NZ, 2007d). 

Tongans, on the other hand, have the highest unemployment rate (14.2%) and lowest 

median annual income (Stats NZ, 2007c). However, in general the socio-economic profiles 

for all ethnic groups are similar, and likely to impact significantly on health. 
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3.3 Pacific peoples a key audience 

3.3.1 Health status 

As noted, Pacific peoples are a target audience for many social marketing efforts in New 

Zealand because of their comparatively poorer health outcomes across a range of health 

indicators (MOH, 2000). The latest statistics indicate Pacific mortality rates for CVD in 

middle age were almost twice those for the total population (MOH, 2004). Their diabetes-

related (MOH, 2008b) and cancer mortality rates (MOH, 2007a) were also significantly 

higher, despite a lower overall incidence of cancers (Stats NZ & MPIA, 2011). Late 

presentation and diagnosis, quality of care or difficulties in accessing care were the main 

reasons cited for this (Stats NZ & MPIA, 2011). Pacific peoples’ mortality rates for all 

causes are predicted to increase because of their significantly higher incidence and the 

prevalence of most conditions (Stats NZ & MPIA, 2011). For example, Pacific males’ 

prevalence of lung and primary liver cancers, and Pacific females’ prevalence of breast 

and cervical cancers are consistently higher than those for their total population 

counterparts (MOH, 2011). Pacific adults’ age-standardised prevalence of diagnosed 

diabetes in 2006–2007 was three times higher (MOH, 2008a). A disturbing feature is that 

Pacific peoples experience many NCDs earlier than the general population (MOH, 2004). 

For example, diabetes occurs about 10 years earlier, and in a small number of Pacific 

children and young people (10–24 years; MOH, 2008b). This may be due in part to the 

higher prevalence of obesity in most age groups (MOH, 2012). 

The higher rates for most health risk factors (MOH, 2000; Tukuitonga, 2011) means the 

higher mortality, morbidity and prevalence rates for most conditions is likely to continue. 

For example, the Pacific adult smoking rate in 2006 was 30%, compared to 21% for the 

total population (Stats NZ, 2007a). The Pacific hazardous drinking
5
 rate was nearly double 

that for Europeans (MOH, 2008a). In addition, Pacific adults in 2006 were at least 2.5 

times more likely to be obese than the total adult population (MOH, 2008a). The main 

causes are poor diet because of affordability (Teevale, 2010) or personal, family and 

cultural preferences for certain types of food; combined with low levels of physical activity. 

Pacific peoples’ unadjusted 12-month prevalence of mental illness in 2002–2003 was also 

high. (Oakley Brown, Wells & Scott, 2006). Smoking is a risk factor for most cancers, CVD 

and respiratory diseases (Stats NZ & MPIA, 2011). Hazardous drinking is associated with 

increased injury, violence and psychological conditions (Stats NZ & MPIA, 2011). Obesity 

is a risk factor for many conditions such as CVD, diabetes, cancer and psychological 

conditions (CDC, 2011b; MOH, 2008c). A disturbing feature is that Pacific children and 

                                                 
5
 MOH defines ‘hazardous drinking’ as ‘an established pattern of drinking that carries a high risk of future 

damage to physical or mental health’ (Ministry of Health, 2004a). 
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young people have significantly higher rates for most risk factors than their non-Pacific 

counterparts. These are not likely to abate in the immediate future. For example, Pacific 

secondary school students are twice as likely to smoke regularly compared with their 

European counterparts (Helu, Robinson, Grant, Herd & Denny, 2009); and Pacific children 

aged 2–14 are nearly four times more likely to be obese (MOH, 2009). Pacific peoples 

aged 16–24 years had the highest 12-month prevalence rates of mental illness, in 2002–

2003 (Oakley Brown et al., 2006). In addition, the oral health of Pacific children aged 2–14 

(MOH, 2008a, 2010), and hospitalisation rates for asthma and lower respiratory tract 

infection were significantly higher (MOH, 2012). Also higher were notifications for 

infectious diseases such as rheumatic fever, tuberculosis and meningococcal disease 

(MOH, 2012). Rheumatic fever and tuberculosis can lead to long-term heart damage. 

Pacific peoples’ low use of health services exacerbates the inequalities this group 

experiences (MOH, 2009; Tukuitonga, 2011; Tukuitonga & Finau, 1997; Wright & 

Hornblow, 2008). National studies have shown that Pacific adults in particular are less 

likely to have visited an oral health worker (MOH, 2008a, 2010) or medical specialist 

(MOH, 2008a) in the past 12 months. Pacific females listed their use of health services 

was influenced by cost, and convenience and also noted their preference for Pacific 

primary health care providers (MOH, 2008a). Given these and other statistics, is it not 

surprising that life and health expectancy for Pacific males and females are significantly 

lower than for the total population (MOH, 2012).  

Ethnic diversity 

The health needs and priorities of the Pacific population are, however, not homogenous. 

Ethnic differences for several health indicators exist, however most reporting is done at a 

pan-Pacific level. Novak’s (2007) health assessment of Pacific ethnic health needs in 

Counties Manukau is one of the few studies on this point. He found important differences 

in several indicators by ethnicity, gender and age. As shown in Table 5, Samoan and 

Tongan health concerns were similar for several indicators, as were those between Cook 

Islanders and Niueans (Novak, 2007). Novak attributes Cook Islanders’ higher prevalence 

of risk factors such as smoking and drinking to their close relationship with, and exposure 

to, New Zealand life. Grey and colleagues’ (2010) study of CVD risk for five Pacific ethnic 

groups in the Auckland and Northland regions also found differences by ethnicity and 

gender. The incidence of diabetes in Tongan females and Niueans was almost 30% higher 

than that for Samoans. Tongan males had the highest smoking rate (30%) among Pacific 

males, whereas Tongan females had the lowest among Pacific females. Cook Islands 

females’ smoking rate was almost 60% higher than for Samoan females (Grey et al., 

2010). 
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Table 5. Relatively high Pacific ethnic-specific health data, Counties Manukau 

 Samoans Tongans Cook Islanders Niueans 

Child health 

 

 Early childhood (0–4 years) 
hospitalisation rates, for all 
causes; particularly acute 
bronchiolitis, asthma, 
pneumonia and respiratory 
infections 

 Child (5–14 years) 
hospitalisation rates: 

o females – all causes, 
particularly asthma and 
pneumonia 

o males – pneumonia and 
gastroenteritis 

 Early childhood (0–4 years) 
hospitalisation rates: 

o females – all causes; 
dental conditions 

o males – all causes; acute 
bronchiolitis, pneumonia, 
respiratory infections, 
gastroenteritis and dental 
conditions 

 Child (5–14 years) 
hospitalisation rates for 
pneumonia 

 Child (0–14 years) mortality 
for all causes 

 Percentage of births being low 
birth weight 

 Percentage of births being 
low birth weight 

Women’s health  Adult mortality rate for all 
causes 

 Percentage of pregnancies 
complicated by diabetes 

 Percentage of births 
complicated by caesareans 

 Adult hospitalisation rates for 
angina and chest pain, 
myocardial infarction, stroke, 
kidney/urinary infection, 
congestive heart failure and 
asthma 

 Percentage of pregnancies 
complicated by diabetes  

 Percentage of births 
complicated by caesareans 

 Adult hospitalisation rates for 
stroke, road traffic injury and 
caesarean sections 

 

 Adult mortality rate 

 Adult hospitalisation rate for 
congestive heart failure 

 Number of teenage deliveries 

 Prevalence of adult smoking 
rates 

 Alcohol consumption rates 

 Adult prevalence of drinking 
disorders 

 Percentage of births 
complicated by assisted 
delivery 

 

Men’s health  Adult hospitalisation rates for 
all causes, particularly 
congestive heart failure, stroke 
and chronic obstructive 
respiratory disease 

 Adult hospitalisation rates for 
all causes, particularly chronic 
obstructive respiratory 
disease and myocardial 
infarction 

 Adult prevalence of 
hypertension 

 Adult prevalence of drinking 
disorders 

 

Source: Adapted from Novak, 2007 
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3.3.2 Culture 

The influence of Pacific peoples’ perceptions about health on health behaviours has been 

more widely acknowledged over the past two decades and has provided the rationale for 

culturally relevant health policies, programmes and services. However, the nature, extent 

and impact of culture has not been well articulated in the health literature. Given that social 

marketing is about changing behaviour, some of the commonly-held characteristics 

comprising the Pacific worldview which have the potential to impact on health behaviour 

are outlined in this section. 

A Pacific worldview 

Meleisea (2000) notes that the term ‘Pacific way’ has been used to describe the amalgam 

of political, economic and cultural features, beliefs, attitudes and values that characterise 

the Pacific region and their peoples. However, there is still considerable debate as to what 

constitutes a Pacific worldview. Some Pacific scholars, such as Taufe’ulungaki (2006), 

Mulitalo-Lauto (2001), Foliaki (2005) and Tiatia and Foliaki (2005), have attempted to 

identify the main components. Others such as Macpherson, Spoonley and Anae (2001:13) 

have argued that it is impossible to define a Pacific cultural worldview or identity because 

there is no longer ‘a more or less homogenous set of shared social experiences in a single 

location’. That said, there is general agreement on the existence of a shared Pacific 

worldview, which draws on shared creation stories, and which underpin social 

organisation, practice, morals and ideology.  

Kabini (2004) proposes the ontological basis of the Pacific worldview draws on ideas about 

time, space, the self-image and attitudes towards others. That, Pacific ‘reality’ is shaped by 

context and peoples’ actions, while particular to time, space and context. To demonstrate 

this point, Kabini cites Teaero’s (2003:106) description of the Kiribati worldview as 

‘consisting of the sea, land, sky and the world of the departed ancestors’. Samoan scholar 

Tui Atua Efi uses similar concepts to describe the Samoan worldview, and in doing so 

highlights the intricate networks of connections this implies: 

I am not an individual; I am an integral part of the cosmos. I share divinity 
with my ancestors, the land, the seas and the skies. I am not an individual, 
because I share my tofi (an inheritance) with my family, my village and my 
nation. 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 (Tui Atua Efi, 2002:2). 

There is some agreement that three core values underpin a Pacific worldview and 

motivational systems. First, it is holistic, encompassing a consideration for the physical, 

spiritual, social and cultural good, and the protection of the environment for future 

generations (HRC, 2005; Pulotu-Endemann, 1997; Taufe’ulungaki, 2006). As expressed 
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by Tui Atua Efi, primacy in this system of interlocking values and beliefs is given to the 

relationship between the creator God (the giver of life and natural resources), people 

(those who have gone before, those present, and those to come) and maintaining the 

natural resources. In the Pacific worldview, the spiritual has a central place in every action 

and undertaking (Mulitalo-Lauto, 2001; Tiatia & Foliaki, 2005): the relationship between 

sacred and secular is seen for example in the prayers of thanks and invocation before and 

after activities (e.g., meals, sports, journeys, planting), the priority to family (as the 

institution fashioned and ordained by the creator God) over individual good; and beliefs 

about the relationship between physical and spiritual wellness. 

Second, is the place of the extended family as the main social and political organisational 

unit and source of identity in the Pacific worldview. Families are organised under the family 

leader (chief) who has stewardship over the family resources, with the expectation that 

these are used to ensure the welfare of all family members. Each person’s role, place, 

behaviours and expectations are set within the family systems. Family decisions are based 

on a consideration for rank and status, seniority and precedence, age and gender 

(Fairbairn-Dunlop, 1991; Mulitalo-Lauto, 2001; Tiatia & Foliaki, 2005) and are binding for 

all members.  

Finally, all behaviours are governed by intricate sets of relationships, as embedded in the 

concept of Va. The Va has been described as the ‘sacred space’ which exists between 

and connects people, communities and institutions. It embodies protocols and behaviours 

which reinforce values of sacredness, respect, seniority, loyalty and reciprocity and, the 

communal production and sharing of resources (Gray, 2001; Mulitalo-Lauto, 2001). This 

relational space is sanctioned and validated by the spiritual and is to be respected and 

protected if social harmony, safety and quality of life is to be achieved (Taufe’ulungaki, 

2006; Wendt, 1996). 

The Pacific worldview is often presented as a direct contrast to Western values. As shown 

in Table 6, western core values are generally described as individualistic, focused on the 

creation of personal wealth and individual well-being; as opposed to the Pacific priority to 

consensus, respect and relationships (Foliaki, 2005; Taufe’ulungaki, 2006). In addition, 

competition, consumerism and scientific–rational thinking to explain the social world are 

key characteristics often used to describe western worldviews. This contrasts with the 

collective, mutual obligation and reciprocity characteristics of the Pacific worldview (Foliaki, 

2005; Taufe’ulungaki, 2006). However, in reality, there is movement between these two 

worldviews, as captured by Berry’s (1980, 2005) notion of acculturation. 
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Table 6. Pacific and Western core values 

Pacific core values Western core values 

Co-operation Individual rights and freedom 

Consensus Independence 

Respect Justice – equity and access 

Generosity  

Loyalty Privacy 

Sharing Competition 

Humility Consumerism 

Reconciliation Scientific–rational thinking 

Fulfilment of mutual obligations  

Reciprocity  

= Relationships = Individual wellbeing 

Source: Foliaki, 2005 

Two points about the Pacific worldview have particular relevance for this research. The 

first, is the remarkable resilience of traditional values and beliefs in migrant communities; 

namely the priority to the spiritual, the family, and to maintaining harmonious relationships 

(Fairbairn-Dunlop & Makisi, 2003; Macpherson & Macpherson, 2009). In New Zealand, the 

endurance of the Pacific ways is seen in factors such as high levels of vernacular 

language use and church affiliation (Stats NZ & MPIA, 2010a) and remittances (Secretariat 

of the Pacific Community, 2010). For example, remittances to Samoa and Tonga in 2009 

comprised 25.8% and 37.7% of national  gross domestic product respectively (Secretariat 

of the Pacific Community, 2010). In 2006, 63% of the Samoan and 61% of the Tongan 

populations could speak their mother tongue (Stats NZ, 2007a); and 86% and 90% 

respectively were affiliated with a church (Stats NZ, 2007a; Stats NZ & MPIA, 2010a). 

Notably, Cook Islanders, Niueans and Tokelauans had significantly lower rates of 

vernacular language and church affiliation than other groups (Stats NZ, 2007a; Stats NZ & 

MPIA, 2010a). 

Second, is that while Pacific peoples may acknowledge a shared Pacific worldview, they 

have their own distinct ethnic worldview within which ideas of self (identity), knowledge and 

the social world are developed and validated; as noted by the HRC: 

Each Pacific society has a framework of knowledge that is systemically 
gathered and formulated within a paradigm of general truths and 
principles. Knowledge gathering and systems of validating knowledge and 
legitimising information are processes that are often determined and 
regulated (but not exclusively) by a select group within the traditional 
hierarchy of leadership (HRC, 2005:10). 

Ethnic-specific worldviews 

The limited literature suggests that groups classified together as Melanesian, Micronesian 

and Polynesian share similar values and beliefs. For example, Buck (1964) proposed that 
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‘Polynesian’ ethnic groups (e.g., Samoans, Cook Islanders, Tongans and Niueans) shared 

similar cultural worldviews, beliefs, values and practices. At the same time, there are also 

similarities between and across ethnic groups. For example, Goldman (1957) proposed 

Pacific Island groups could be distinguished by three types of social organisation. These 

were: traditional societies (the prototype) which reflected a pyramidal power structure (e.g., 

Tokelau, and Pukapuka and Manihiki in the Cook Islands); an open context (e.g., Mangaia 

in the Cook Islands, and Niue) and stratified or hierarchical (e.g., Tonga). Goldman saw 

Samoa as falling between the open and stratified categories. 

Crocombe (1983, 2008) proposed that individual and group beliefs are constantly being 

influenced by environment, time and place. For example, the behaviours of those living in 

nations comprising many scattered and isolated islands (e.g., the Cook Islands and the 

Tokelau groups) were likely to differ from those who lived in countries which comprised a 

small number of closely set islands (e.g., Niue and Samoa; Crocombe, 1983, 2008). 

Geographical dispersal, location and an inability to ‘see each other’ were associated with 

the creation of sub-cultures in the more sparsely spread communities.  

Population size is another factor seen to influence how culture is perceived and practised; 

with, it is argued, smaller sized migrant communities being more conscious and almost 

defensive of the desire to maintain their cultural ways (Crocombe, 1983, 2008). For 

example, the numerically small and widely dispersed Cook Islands community in New 

Zealand represents multiple, dialectic groups from the different island groups. Noted also 

is the tendency for some migrants to have a closer affinity with their homeland island or 

village (e.g., Pukapuka, Aitutaki) and less with the Cook Islands nation (Anae, 2010). 

Similarly, Samoans may identify more with their family and nu’u (village) than with the 

nation state (Fairbairn-Dunlop, 1991). 

Strong cultural similarities between certain Pacific ethnic groups have also been noted. For 

example, Samoans and Tongans have shared kinship ties, strong leadership structures 

(fa’amatai and monarchy respectively); strong language maintenance and church 

affiliation. Cook Islanders and Niueans, on the other hand, are considered similar because 

of their countries’ free association with New Zealand; increased exposure to and 

similarities with the ‘New Zealand way of life’; higher proportions of New Zealand-born 

people; and low levels of language maintenance and church affiliation (Novak, 2007; Stats 

NZ & MPIA, 2010a).  

New Zealand - an added dimension 

Recent research indicates that the increasingly New Zealand-born and multi-ethnic Pacific 

population has given rise to a new Pacific culture: the ‘New Zealand-born’ Pacific culture. 

As noted by Fleras and Spoonley (1999): 
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Whatever else they are – whether Samoan, Tongan, Cook Islander, 
Niuean, Tokelauan, Fijian – they are also a product of their New Zealand 
location, and a key question is how they combine their cultural heritage 
and ethnic identity with these New Zealand experiences. New ethnicities 
are developing in terms of an evolving ethnic identity that derives from 
being Samoan, Tongans, Cook Island Maori, Niuean or Tokelauan in New 
Zealand (Fleras & Spoonley, 1999:190). 

Drawing on this point, it can be argued that ‘culture’ for Pacific peoples in New Zealand 

today has become a complex interplay of national, ethnic-specific and intra-ethnic factors.  

These factors are influenced by individual and group beliefs and the demands of the 

environment (Ballard, 2002; Crocombe, 1983, 2008; Lopez & Guarnaccia, 2000) such as 

age and gender, time and place (Crocombe, 1983, 2008). The fluid and unpredictable 

interplay of these factors may explain the lack of research on the connection between 

multi-ethnicity and health. Anae (2010) proposes: 

... most Pacific research has ‘glossed over’ and ignored the cultural 
complexities of not only the multi-ethnic nature of Pacific communities but 
also the intra-ethnic nuances of the diverse groupings and identifies of 
Pacific peoples in New Zealand (Anae, 2010:1) 

There is a small but growing body of evidence on the influence of ‘culture’ on Pacific 

peoples’ health behaviours. For example, Burrows and colleagues’ (2010) study on 

maternal health found Pacific women with strong ties to Pacific cultures (this group were 

described as separators) had significantly better infant and maternal risk factor outcomes 

than those with weak ties (assimilators and marginalisors). Similarly, a study by Tautolo 

and colleagues (2011) on Pacific fathers’ smoking found those fathers with strong links 

with Pacific culture (separators and integrators) were less likely to smoke than those with 

weaker associations (assimilators and marginalisors). 

3.4 Social marketing and Pacific peoples in New Zealand 

3.4.1 Ethnicity and culture in social marketing 

Culture in social marketing 

It is difficult to ascertain how ‘culture’ is conceptualised and considered in social marketing 

for Pacific peoples in New Zealand public health. It is also difficult to see how the ‘social 

good’ for this ethnically-diverse group is determined. No literature was located on this 

point. Instead, reports suggest most Pacific social marketing efforts tend to be ‘culturally 

tailored’ versions of mainstream approaches, with interventions, messages and materials 

modified to conform to specified cultural characteristics. This implies that the application of 

‘culture’ is limited to the ‘marketing mix’ components. 
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Ethnicity in social marketing 

How ‘ethnicity’ is conceptualised and considered in social marketing in New Zealand public 

health has not been well documented. As with the international literature outlined in 

chapter 2, most Pacific social marketing efforts tend to be pan-ethnic. This is despite the 

significant ethnic and cultural diversity that exists within this population (Stats NZ, 2007a; 

Stats NZ & MPIA, 2010a). Ethnic-specific segmentation and targeting has also generally 

been limited to the ‘marketing mix'; with feature materials and resources translated into 

different Pacific languages, and disseminated via appropriate ethnic-specific channels.  

Another feature is that most ‘Pacific’ social marketing efforts tend to be developed and 

implemented as part of broader programmes that target multiple ethnic groups. The 

assumption appears to be that Pacific peoples’ have similar priorities, needs and 

aspirations to the wide population groups. For example, the national breast screening and 

cervical screening programmes target Pacific and Māori women; and the mental illness de-

stigmatisation and alcohol minimisation programmes these same two groups as well as ‘all 

New Zealanders.’ There has also been little consideration of health priorities by ethnicity 

(Grey et al., 2010; Novak, 2007). 

Furthermore, Pacific peoples’ participation in the social marketing process does not appear 

to be systematic. Pacific consumer input is generally limited to providing insights and 

feedback in the audience research phase; and often by a small group of Pacific 

professionals with communications, health, marketing and cultural expertise that are 

contracted by non-Pacific providers to provide input when and as required. In many cases, 

the connections these groups have with “grassroots” ethnic-specific communities is not 

known.  

3.4.2 Effectiveness of social marketing for Pacific peoples 

The effectiveness of social marketing for Pacific peoples in New Zealand is not known. 

This is because of a lack of research in this area (Perese et al., 2005; Thornley et al., 

2007a). What little literature exists is programme-specific. While some programmes claim 

their efforts have resulted in positive behaviour change for Pacific peoples, it is difficult to 

validate these claims because of the lack of supporting data. For example, the MOH NSU 

(2011) reported a significant increase (29.3%) in the cervical screening coverage rate for 

eligible Pacific women from September 2007 to April 2010, because of its national 

screening programme. However, no supporting evidence was given to substantiate this. In 

addition, the Like Minds Like Mine national media campaign to de-stigmatise mental illness 

reported some behaviour change amongst Pacific respondents between the August 2010 

and February 2011 survey time-points. For example, the proportion of Pacific female 

respondents (unprompted) who were ‘'more accepting' of people experiencing a mental 
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illness increased by 9% (Brown, Howearth & Wyllie, 2011; Brown & Wyllie, 2010). A 15% 

increase in Pacific male respondents who behaved in a way that was respectful over the 

past 12 months was also reported. However, a major study weakness was that only one of 

the 45 questions asked respondents directly whether the campaigns had influenced their 

behaviour (Brown et al., 2011). 

There is also considerable variability in the outcome measures used to measure social 

marketing success (Varcoe, 2004). For example, some programmes are focused on, and 

thus measure success by, individual change only (e.g., MOH NSU, 2011), while others 

also focused on institutional and environmental change (Akroyd & Wyllie, 2003; ALAC, 

2004, 2005, 2007; MOH, 2003, 2007b). In addition, some programmes use knowledge and 

behavioural measures (e.g., MOH NSU, 2011), while others also use psychosocial 

outcomes (e.g., Brown et al., 2011; and Brown et al., 2010; and Wyllie, Cameron & 

Howearth, 2008). This variation makes it difficult to ascertain the effectiveness of social 

marketing. 

3.5 Chapter summary 

This chapter has presented demographic, socio-economic and cultural information on 

Pacific peoples in New Zealand to provide context for the study. The rapidly increasing 

size of the Pacific population is noted, as is its growing diversity. The socio-economic data 

supports Donovan and Henley’s contention (chapter 2), in that a wide range of social 

factors must be taken into consideration when addressing Pacific peoples’ poor health 

status. The endurance of Pacific peoples’ traditional ways in New Zealand, and the 

influence of this on their health behaviour is also noted. Similarly, the often unpredictable 

influence of changing times and place on these ideals; and the notion of acculturation as a 

measure of this change. 

The lack of literature on the effectiveness of social marketing for ethnic and culturally 

diverse groups generally highlights the need for a comprehensive research agenda to 

establish a robust and credible evidence base. It also confirms the importance of 

identifying evidence-based and culturally relevant CSFs to support improved social 

marketing practice and outcomes for Pacific peoples. The next chapter outlines the 

research methodology selected to achieve these aims. 

. 





 

41 

Chapter 4. Methodology 

4.1 Purpose of this chapter 

Social science research is grounded in a researcher’s view or perspective of the social 

world (research paradigm). The researcher’s perspective determines what is considered to 

be knowledge and how knowledge is constructed. It also influences how findings are 

analysed and interpreted; and subsequently understandings of the social phenomena 

being studied. 

This chapter presents the research paradigm and design used to explore social marketing 

for Pacific peoples in New Zealand; and its effectiveness and efficacy. Five questions that 

emerged from the literature provided the focus for the research design: these are explored 

in two separate but inter-related studies. 

Study 1 

 What are the evidence-based and culturally relevant critical success factors (CSFs) 

for effective social marketing for Pacific peoples in New Zealand? 

Study 2 

 Do social marketing approaches with strong levels of the CSFs achieve greater 

positive behaviour change for Pacific peoples? Why or why not?  

 What effect does ‘ethnicity’ have on behaviour change for Pacific peoples? 

 What effect does ‘culture’ have on behaviour change for Pacific peoples? 

 Can mainstream behaviour change theories explain Pacific peoples’ health 

behaviour? 

4.2 Theoretical framework: Pacific mixed methods mental models 
approach 

A research design has a theoretical framework that ensures an alignment between the 

research problem and the questions and methods used to explore it (Crotty, 1998). A 

theoretical framework provides clarity and understanding of the research process. It also 

articulates the theories of knowledge or epistemology which underlie and govern the 

research process (Crotty, 1998). 

Given the focus of this research is Pacific peoples, it was important that the theoretical 

framework was grounded in a Pacific worldview to ensure cultural relevancy and integrity. 

The theoretical framework for this research is presented in Figure 2 which also provides 

the basis for this discussion. As seen, the ontological basis and epistemology for this 

framework is grounded within the Pacific worldview (see chapter 3) and brings together 

features of the objectivist and social constructionist  schools of thought.  
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Figure 2. Methodology for this research 

 

4.2.1 Epistemology 

Epistemology is “how we know what we know” (Crotty, 1998:8), or the nature of the 

interaction between the knower and ‘what can be known’ (Guba & Lincoln, 1998). It is 

provides the philosophical grounding for deciding what constitutes knowledge and how 

knowledge is validated (Stanley & Wise, 1990). 

Kabini (2004) proposes that Pacific indigenous research sees the social world – and hence 

the phenomena under investigation – as intangible, ‘soft’, internal to peoples’ cognition, 

and comprising ideas about time, space, the self-image and attitudes towards others. He 

contends that Pacific ‘reality’ is experienced and influenced by context and people. It is 

particular to time, space and context; yet it includes other realities as discussed in chapter 

3. 

To capture these realities, this study used a mixed methods ‘mental models’ approach, 

grounded in a shared Pacific worldview (Pacific mixed methods mental models approach) 

as the epistemology underpinning this research. This approach proposes that the 

complexity of social phenomena is best understood through multiple approaches and ways 

of knowing (Greene, 2005, 2007a). ‘Philosophical paradigms, theoretical assumptions, 

disciplinary theories, methodological traditions, life experiences, values and beliefs’ are 

engaged intentionally to gain a deeper and richer understanding of social phenomena 

(Greene, 2007a). Grounding this research in a Pacific worldview was necessary to ensure 

cultural relevance and integrity. 
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The epistemological basis of the Pacific mixed methods mental models were objectivism 

and social constructionism, as shown in Figure 2. Two fundamental principles apply to 

objectivism. First, social phenomena exist independently of consciousness and 

experience, with truths and meanings residing within them (Crotty, 1998). Second, these 

objective truths and meanings can be obtained via ‘scientific’ methodologies. This 

contrasts with the principles underlying social constructionism, where truths and meanings 

are socially constructed through human interaction with each other and the social world. 

As a result, multiple, subjective truths and meanings exist (Crotty, 1998).  

4.2.2 The Pacific mixed methods mental models approach 

The Pacific mixed methods mental models approach was identified as the appropriate 

framework for this research. The design of the first study focuses on how CSFs for Pacific 

peoples are defined in the ‘scientific’ world, and construed by three stakeholder groups in 

their experiential world. This means the construction of knowledge is not only objective and 

non-active with truth and meanings independent to the researcher and the researched; but 

also subjective and active, with participants drawing on their personal knowledge, 

experiences and understanding to make sense of their social world (Schwandt, 2000). In 

this way, social marketing CSFs for Pacific peoples are both a finite and personal 

construct. Similarly, the design of the second study focuses on how a Pacific social 

marketing approach is defined in the ‘scientific’ world, while also sharing participants’ 

reasoning for this in their experiential world. The validity of mainstream behaviour change 

theory in the ‘scientific’ world is also a focus of the second study.  

A second reason for the appropriateness of the Pacific mixed methods mental models 

approach for this research is that it takes into account the different social realities, histories 

and experiences of Pacific peoples. Most Pacific research has used a social 

constructionist paradigm, the ‘pure form’ of Pacific epistemological thought (Anae, 2010). 

Increasingly, Pacific research is being conducted in the objectivist paradigm. Given these 

plural epistemologies and Pacific peoples’ changing ethnic and cultural realities (see 3.2.1 

and 3.2.2 for detailed discussion), it is proposed that the mixing of these epistemologies is 

more appropriate for exploring social phenomena for Pacific peoples in New Zealand.  

Mila-Schaaf and Hudson’s (2009) proposal that the Va is the ‘negotiated space’ where 

distinct worldviews and knowledge can engage to create new philosophies, is a starting 

point. This research adopts their proposition that the Va is the ‘space’ where 

epistemologies, theoretical perspectives, methodologies, methods and experiences can be 

mixed to create new philosophies by which to explore social phenomena. This ‘mixing’ of 

theories, ideas, values and beliefs including the interplay of sacred and secular, is 

consistent with the way knowledge is socially constructed and validated in Pacific 
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communities (Gegeo & Watson-Gegeo, 2001). At the same time, this research builds on 

Mila-Schaaf and Hudson’s notion of the Va by providing the theoretical and methodological 

rationale and rigour for this mixing, as offered by the mixed methods ‘mental models’ 

approach. 

4.2.3 Theoretical perspectives 

The theoretical perspectives are the philosophical stances that inform the methodologies 

(Crotty, 1998). This study uses a mixed methods ‘mental models’ dialectic philosophical 

stance. The dialectic stance views paradigmatic assumptions as different but not 

incommensurable, and encourages them to engage meaningfully to share different ways of 

‘seeing and knowing’ social phenomena (Greene, 2007a:79). This sharing enables richer 

and deeper insights to be obtained, contributing to a better understanding of social 

phenomena (Greene, 2007a). This stance resonates with Mila-Schaaf and Hudson’s 

(2009) concept of mixing within the Va. The practical inquiries are guided by paradigmatic 

assumptions, theory and context (Greene, 2007a, 2007b, 2008).  

The theoretical perspectives that were used in the Pacific mixed methods mental models 

approach were positivism and phenomenology interpretivism, as shown in Figure 2. 

Positivism looks for explanations or causes of social phenomena (Cresswell, 2008). Its aim 

is to use logic to obtain precise and objective measurements to support or refute ‘laws or 

theories that govern the world’ (Cresswell, 2008:7). The search for precise, objective 

measurements is crucial to documenting evidence-based CSFs in the first study. It is also 

vital for ascertaining the efficacy of Pacific social marketing and validity of behaviour 

change theory in the second study; and for constructing and piloting the study protocols 

(Parts 1 and 2). Phenomenology interpretivism, on the other hand, “looks for culturally 

derived and historically situated interpretations of the social world” (Crotty, 1998:67). Its 

aim is to explore the perceptions, values and beliefs which influence behaviour, and to 

gain access to the ‘meaning’ behind these concepts to explain the social world (Crotty, 

1998). The search for meaning is crucial to identifying culturally relevant CSFs in the first 

study. It is also critical for constructing efficacy components and measures of beliefs (Parts 

2a and b); and obtaining the reasons for social marketing efficacy in the second study. 

These theoretical perspectives informed the research methodology. 

4.2.4 Methodology 

Methodology is the “strategy, plan of action, processes or design” that underpins the 

selection and application of particular research methods (Crotty, 1998:3). The 

methodologies used in the Pacific mixed methods mental models approach were the 

scientific (quasi-experimental research) and the Pacific indigenous talanoa 
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(phenomenological research), as shown in Figure 2. The scientific methodology uses 

experimental and statistical strategies to produce generalisations and explanations of the 

social world (Khagram, Nicholas, Bever, Warren, Richards et al., 2010). These strategies 

are crucial for constructing evidence-based CSFs in the first study. They are also essential 

to critical to ascertaining the efficacy of Pacific social marketing and the validity of 

behaviour change theory in the second study; and to constructing and piloting the study 

protocols for the study (Parts 1 and 2). The talanoa methodology, on the other hand, uses 

narrative to understand subjective truths and meanings. Talanoa comprises two words - 

tala (to talk, share information, converse) and, noa (the space and the conditions for 

participants to share, question, challenge, clarify and rethink their views of the world). The 

talanoa is a conversation, a discussion where researchers and participants bring 

themselves, their past, present and future hopes to intermingle holistically in an interactive 

and collaborative dialogue process (Vaioleti, 2006). This sharing of stories and meanings 

is crucial for  constructing  culturally relevant CSFs in the first study. It is also vital for  

construction and piloting the study protocols in the second study. However, the mixing of 

these methodologies and paradigms between and within the two studies, differed 

according to the research questions and focus. 

Study 1 

A triangulation, component research design was used to facilitate the mixing of 

methodologies and paradigms in the first study. In this design, different methodologies are 

used to explain the same phenomenon towards convergence, as shown in Table 1 

(Caracelli & Greene, 1997; Greene, 2007b). Equal priority was given to both 

methodologies. 

Table 7. Mixed methods design framework  

Design Description 

Component designs 

Triangulation 

Different methods used concurrently, preferably with equal priority, to 
assess same phenomena toward convergence and increased validity; 
paradigm assumptions not central, cross-paradigm triangulations 
problematic 

Integrated designs 

Iteration (development) 

Dynamic, ongoing interplay of methods during multiple stages of the 
study; characteristically sequential; methods preferably of equal 
priority; paradigm assumptions important 

Holism 
(complementarity) 

Different methods necessarily interdependent for understanding 
complex phenomena fully; concurrent implementation, highlighting 
simultaneity of integration; methods preferably equal; paradigm 
assumptions preferably important 

Source: Greene, 2007b 

Study 2 

Two research paradigms were used in the second study. A holistic, integrated design was 

used to obtain precise, objective measurements and meanings to ascertain the efficacy of 

Pacific social marketing and the validity of a behaviour change theory. In this design, the 
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methodologies are interdependent to enable holistic exploration and understanding of the 

phenomena, and are engaged and integrated throughout the study. However, an iterative, 

integrated research design was required beforehand to obtain precise, objective 

measurements and meanings to construct the study protocols for the study (Parts 1 and 

2). This design is characterised by an ongoing, dynamic interplay of the different 

methodologies over time (Caracelli & Greene, 1997; Greene, 2007b). Equal priority was 

given to both methodologies in all phases of the study.  

4.2.5 Methods 

Methods are the “techniques or procedures used to gather or analyse data related to the 

some research question or hypothesis” (Crotty, 1998:3). Two methods or data collection 

procedures were used in the first study of this research to document the evidence-based 

and culturally relevant CSFs for Pacific peoples. The first involved analysing documents 

from social marketing interventions, referred to as the document analysis (Part 1a). The 

second involved obtaining the views and perspectives of three key stakeholder groups, 

referred to as the talanoa (individual interviews and focus group discussions; Part 1b). The 

results from these procedures were triangulated to obtain the new insights (CSFs). 

One data collection procedure was used in the second study to ascertain the efficacy of a 

Pacific social marketing approach and validity of a behaviour change theory. It involved the 

measuring of participants’ behaviour change via precise measurements, referred to as the 

TPB questionnaire. It also involved obtaining an understanding of the reasons for 

participants’ responses to the questionnaire, referred to as the talanoa (focus group 

discussions). The results from these procedures provided insights into different aspects of 

the phenomena (efficacy of Pacific social marketing and validity of a behaviour change 

theory) to enhance overall understandings. The data collection procedures and study 

protocols for this second study were, however, the result of a two-phased development 

process involving multiple data collection procedures. These included analysing existing 

social marketing literature to identify potential interventions as exemplars for the study 

methods, referred to as the document analysis (Part 1a); and a web-based survey 

assessing these interventions against criteria to inform the selection of the final 

interventions for the study methods, referred to as the attribute rating exercise (Part 1b). 

These procedures also involved constructing and the piloting of the study protocols, 

referred to as the pilot study (Part 2a); and a salient beliefs elicitation questionnaire to 

obtain the research population’s beliefs to inform the development of additional protocols, 

referred to as the elicitation study (Part 2b). The research design is depicted in Figure 3. 
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Figure 3. Research design 

 

4.3 Chapter summary 

This chapter has outlined the methodological approach for both studies in this research: a 

mixed methods mental models approach grounded within a Pacific worldview. This 

methodology was used to not only ensure the scientific robustness of this research but 

also to uphold its cultural integrity which was of upmost importance. It was also considered 

the only methodology that could explore these complex phenomena: social marketing 

effectiveness and efficacy for Pacific peoples. The following section (Section II, chapters 5-

7) presents the methods, data collection procedures, results and discussion in relation to 

the first study. Those in relation to the second study are presented in Section III (chapters 

8-11). 
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SECTION II: STUDY 1. DOCUMENTING CRITICAL 
SUCCESS FACTORS FOR PACIFIC PEOPLES 

 

Chapter 5. Methods 

5.1 Purpose of this chapter 

The aim of this first study was to document the evidence-based and culturally relevant 

critical success factors (CSFs) for effective social marketing for Pacific peoples in New 

Zealand. Two data collection procedures were used. The first involved analysing existing 

literature that met the inclusion criteria to obtain the CSFs as stipulated in the documents, 

referred to as the document analysis (Part 1a). The second involved obtaining three 

stakeholder groups’ views and perspectives on the CSFs, referred to as the talanoa 

(individual interviews and focus group discussions; Part 1b). Barriers to social marketing 

effectiveness were also obtained. The stakeholder groups were: social marketers, Pacific 

informants and four ethnic-specific groups: Samoans, Cook Islanders, Tongans and 

Niueans. The data collection procedures are discussed separately in this section. The 

ethics process and considerations are also described. The chapter commences with an 

overview of the aim and objectives of study one. 

5.2 Aim of the study 

The focus of this first study is to document evidence-based and culturally relevant critical 

success factors (CSFs) for effective social marketing for Pacific peoples in New Zealand. 

Specific objectives are: 

1. To document the CSFs for effective social marketing for Pacific peoples. These are 

the CSFs stipulated in the existing literature, and perceived by three stakeholder 

groups. 

2. To document the barriers to the effectiveness of this social marketing. These are 

the barriers stipulated in the existing literature and as perceived by three 

stakeholder groups. 

3. Based on these findings, to document the evidence-based and culturally relevant 

CSFs for effective social marketing for Pacific peoples in New Zealand.  

5.3 Research design 

A triangulation component research design was used for this study, as discussed in 4.2.4. 

The document analysis (Part 1a) and talanoa (Part 1b) data collection procedures were 

used to obtain the CSFs. Barriers to effectiveness were also of interest. The results from 
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the two methods were then triangulated towards convergence to enhance the validity of 

the results (Carcelli & Greene, 1997 as cited in Greene, 2007b). The methods are 

described separately in this section. 

5.4 Part 1a: Document analysis 

A cross-sectional document analysis was used to obtain the evidence-based CSFs 

documented in the literature. It was also used to identify evidence-based barriers to 

effectiveness. This method was considered the most feasible way to obtain evidence on 

the topic. Document analysis is the detailed examination of written records to gain 

meaning and understanding, and develop knowledge (Corbin & Strauss, 2008; Jupp, 

2006). The potential limitations of this design include unbalanced, selective or incomplete 

records and biased content (Johnson & Reynolds, 2007). These limitations were noted and 

are discussed in 7.4. 

5.4.1 Sample  

A two-step process was taken to obtain the sample (documents) for analysis. The first web 

search identified the sample sources (social marketing interventions) that met the criteria. 

A second web search identified the documents from the social marketing interventions for 

analysis. 

Step 1: Social marketing interventions 

The sample source population was social marketing interventions in New Zealand that met 

the following criteria: 

 meet Andreasen’s (2002) benchmark criteria for social marketing 

 include a focus on Pacific peoples 

 implemented between 1998 and 2010 

 records in the public domain 

 records included results. 

The sampling frame was Index New Zealand, Te Puna, Google and Google Scholar, 

published reports, and websites for known social marketing interventions. A combination of 

keywords was used to identify potential sample sources. They were: Pacific, social 

marketing, health behaviour change. The purposive, criterion sampling method was used 

because the study was only interested in sample sources that met the inclusion criteria 

(Patton, 2002). No sample sources were yielded as a result. The web search was repeated 

using a second level of Andreasen’s benchmark criteria (4), using the same sampling 

frame and method. Four sample sources were identified in this process, and covered a 
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range of health behaviours including alcohol consumption, breast screening, cervical 

screening and support for mental illness. 

Step 2: Documents 

A second web search obtained the documents from the selected interventions for analysis. 

The documents eligible for inclusion were: 

 records that referenced Pacific peoples specifically 

 running records (strategic plans, annual plans, reports) and episodic records 

(newsletters, research, webpage updates)  

 intervention records in the public domain. 

The sampling frame and combination of keywords were the same as those used in the first 

web search. The purposive, snowballing and convenience sampling methods were 

considered the best way to obtain samples. Eighty documents were identified most of 

which were episodic records. 

5.4.2 Measures and tools 

There were two (2) constructs of interest: CSFs for effective social marketing for Pacific 

peoples, and the barriers to this as shown in the tool in Table 8. There were two measures 

of these constructs. The first indicated the existence of the construct in an intervention 

document, using a two-point rating scale: ‘Y’ was equivalent to ‘Yes’ and ‘N’ represented 

‘No.’ The second measure indicated the frequency with which a specific construct ‘theme’ 

was referenced in the intervention documents, using the numeric value of ‘1.’ The 

recording unit was a paragraph. An example is provided in Table 8 from the Like Minds 

Like Mine intervention. As shown, the first noted theme for the CSF construct  - 

‘approaches reflect cultural beliefs, values’ – was stipulated 3 times in the 2007 Key 

learnings from the pilot phase report and 2 times in the 2003 LMLM benchmark report. 
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Table 8. Document analysis tool 

Name of example:  Like Minds Like Mine 

Construct Construct 

present 

Construct 

theme 

Frequency  Date Document 

type 

Document 

Source 

Critical 

success 

factors 

 

Y Approaches 

reflect cultural 

beliefs, values 

 

1+1+1 

 

 

1+1 

2007 

 

 

2003 

Episodic 

 

 

Episodic 

Key learnings 

from the pilot 

phase 

 

LMLM 

benchmark  

 Y Pacific peoples 

engaged and 

participating in 

process 

 

1+1+1 

 

 

 

1+1 

2007 

 

 

 

2003 

Episodic 

 

 

 

Episodic 

Key learnings 

from the pilot 

phase 

 

LMLM 

benchmark 

report 

Barriers Y Limited funding 

and resources 

for Pacific 

programmes 

1 2007 

 

Episodic Key learnings 

from the pilot 

phase 

5.4.3 Data collection procedures 

The data was obtained by analysing documents from social marketing interventions that 

met the inclusion criteria. The tool described in the preceding section was used for this 

purpose. The documents were first analysed to identify if a construct (CSF or barrier) was 

present. Where it was present, its theme was catalogued and the document date, type and 

source recorded. Where multiple references were made to a specific CSF or barrier theme, 

the numeric value of ‘1’ was used to code the frequency. This was to help identify the most 

frequently-cited CSFs and barriers. 

5.4.4 Data analysis 

The data was analysed using Miles and Huberman’s (1994) qualitative thematic approach. 

The data was coded according to constructs (CSFs and barriers) and construct themes. 

The frequency of each construct theme was added to identify the most frequently-cited 

CSF or barrier themes. Preliminary conclusions were drawn and verified by revisiting the 

raw data to ensure confirmability. To counter any potential research bias and provide 

confirmability, the enquiry and analysis were supported by an audit trail. This included 

colleague review and written summaries for data reduction, display, conclusions and 

verification. 
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5.5 Part 1b: Talanoa 

A cross-sectional, talanoa design was used to obtain the perspectives of the three 

stakeholder groups’ on the CSFs for, and barriers to, social marketing effectiveness for 

Pacific peoples. This design and method was considered the best way to obtain 

participants’ meanings, perceptions and attitudes about the topic, in a culturally 

appropriate manner. As noted in 4.2, talanoa is a Pacific research method (Vaioleti, 2006) 

Its interactive, reflective and generative process enables the researcher and participants to 

share, probe, question, challenge, clarify and rethink their views of the world (Vaioleti, 

1999–2002 as cited in Vaioleti, 2006). There are no limitations associated with the talanoa 

when examined from a Pacific worldview (Vaioleti, 2006). However, when examined from a 

Western perspective, issues of validity and reliability could be raised (Vaioleti, 2006), 

particularly about its subjectivity and collaborative nature. These potential issues were 

noted and are discussed in the limitations section (see chapter 7). 

5.5.1 Sample 

As noted, the sample comprised three stakeholder groups: social marketers, Pacific 

informants and ethnic-specific groups (Samoans, Cook Islanders, Tongans and Niueans). 

Social marketers  

The population was social marketers in New Zealand who met the following criteria: 

 minimum of 3 years’ experience in the design of social marketing approaches for 

Pacific peoples in New Zealand 

 involved in social marketing for at least 50% of their employment 

 identified in published reports or information in the public domain. 

The sampling frame was published reports on, and known websites for, social marketing 

programmes in New Zealand that included a focus on Pacific peoples. The purposive, 

stakeholder sampling method was considered the best way to obtain the views and 

perspectives of people involved in the design and development of social marketing 

approaches for Pacific peoples (Palys, 2008 as cited in Given, 2008). 

Ten potential participants were identified and invited to take part in the talanoa. Eight 

accepted, six of them male. Their ethnicity was evenly distributed, with four Pacific and 

four non-Pacific participants. 

Pacific informants 

The population of this group was all Pacific informants in the New Zealand public health 

sector who met the following criteria:  
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 a minimum of three years’ experience in the development and implementation of 

components of social marketing approaches for Pacific peoples in New Zealand. 

 involved in social marketing for at least 50% of their employment 

 identified in published information or information in the public domain. 

The sampling frame and methods to obtain this sample were the same as for the social 

marketers.  

Fifteen potential participants were identified and invited to take part in the talanoa. Thirteen 

accepted, nine of them female and two male. Most participants were Samoan (6), followed 

by Cook Islands (3) and Tongan and Niuean (2 each).  

Ethnic-specific groups 

The population was all Samoans, Cook Islanders, Tongans and Niueans in the Auckland 

region over the age of 16 years who met the following criteria: 

 considered to be key leaders or decision-makers in their families and community 

 considered to be potential targets for social marketing programmes (for example, 

were smokers, had weight issues or were physically inactive). 

Samoans, Cook Islanders, Tongans and Niueans were selected because they are the four 

largest Pacific ethnic groups in New Zealand, and combined account for 95% of the total 

Pacific population (Stats NZ, 2007a; Stats NZ & MPIA, 2010). This sampling would enable 

inferences to be made in relation to Pacific peoples. It was not feasible to include the 

remaining 5% of the Pacific population, which comprises at least 18 ethnic groups (Stats 

NZ, 2007a; Stats NZ & MPIA, 2010). 

The sampling frame was volunteers from Samoan, Cook Islands, Tongan and Niuean 

community organisations, groups and churches in the Auckland region associated with the 

University of Auckland School of Population Health (SOPH). The purposive, quota method 

was considered the best way to obtain these ethnic perspectives (Neuman, 2003; Trochim 

& Donnelly, 2006, 2008). A quota of six to eight participants per group was applied. People 

from the ethnic-specific communities (‘ethnic-specific co-ordinators’) were recruited to 

support this process. 

The quota minimum (six) was met for the Samoan and Cook Islands groups but exceeded 

for the Tongan and Niuean groups (seven each) as shown in Table 8. Most participants in 

all ethnic groups were female, and aged between 30–64 years; in the Samoan group, 

gender was evenly split. 
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Table 9. Participant demographics: ethnic-specific groups 

Ethnicity Gender Age group (years)  

 16–19 20–29 30–64 65+ Total 

Samoan 

 

 Male 2 0 1 0 3 

Female 0 1 2 0 3 

Total 2 1 3 0 6 

Cook Islands 

 

 Male 0 0 1 0 1 

Female 0 0 3 2 5 

Total 0 0 4 2 6 

Tongan 

 

 Male 0 0 2 1 3 

Female 0 1 2 1 4 

Total 0 1 4 2 7 

Niuean 

 

 Male 1 0 1 0 2 

Female 0 2 3 0 5 

Total 1 2 4 0 7 

5.5.2 Talanoa themes and tools 

As noted, the aim of the talanoa was to obtain the key stakeholder groups’ differing 

perspectives on three key themes: the CSFs for social marketing effectiveness for Pacific 

peoples; the barriers that hinder effectiveness; and the importance of key concepts that 

emerged from the document analysis (Part 1a). These themes formed the basis for the 

semi-structured guide that was developed to guide the talanoa with the social marketers 

and Pacific informants (see Appendix 1 for the talanoa guide for these stakeholders).  An 

adapted version of this guide was used for the ethnic-specific group talanoa. The main 

adaptation was a rewording to enhance comprehension, clarity and relevance (see 

Appendix 2 for the talanoa guide for this stakeholder group). 

5.5.3 Data collection procedures 

The data was collected via individual and focus group talanoa. The researcher made the 

initial approach to all potential social marketers and Pacific informants via a letter and 

email (see Appendix 3 for letter of invitation). Follow-up phone calls or emails were made 

to all potential participants to discuss the talanoa (individual interviews) and finalise dates, 

times and venues. Email reminders were also sent to confirmed participants before their 

talanoa date. For the focus groups, the ethnic-specific co-ordinators made the initial 

approaches to potential participants on the researcher’s behalf, via personal visits or 

phone calls. Follow-up calls or emails were then made to all potential participants to 

finalise dates, times and venues, and to remind confirmed participants before their talanoa 

date. 

The talanoa with the social marketers and Pacific informants were facilitated in Auckland 

and Wellington by the researcher. The talanoa with the ethnic-specific groups were 
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facilitated in Auckland by the researcher and/or the co-ordinators. The same procedures 

were used for all talanoa. These began with the researcher or co-ordinators explaining the 

purpose of the study and the talanoa. The participant information sheets and consent 

forms were also discussed; and the signed consent forms collected (see Appendix 4 and 5 

for participant information sheets for social marketers and Pacific informants, and ethnic-

specific groups respectively; and Appendix 6 and 7 for consent forms for social marketers 

and Pacific informants, and ethnic-specific groups respectively). 

The talanoa guides were used as reference points only. The participants led the direction 

of the talanoa, in keeping with the talanoa tradition. The researcher or co-ordinators 

referred to the talanoa guide if participants did not raise specific points and to elicit their 

perspectives on the importance of the key concepts identified in the document analysis 

(Part 1a). 

All social marketer and Pacific informant talanoa were held in English. The Cook Islands 

and Tongan talanoa were held in their ethnic languages, and the Samoan and Niuean 

were carried out in a mixture of their ethnic languages and English. All talanoa were 

recorded on digital recorders, and the recordings transcribed verbatim and translated into 

English where required. Participants were given a mea’alofa (gift) in appreciation of their 

time and support. They also received a summary of the results. 

5.5.4 Data analysis 

The data was analysed using Miles and Huberman’s (1994) qualitative thematic approach 

and procedures. The data was coded separately by key stakeholder group, and according 

to talanoa themes: CSFs, barriers, the importance of the four concepts and, definitions of 

the four concepts (data reduction). The data was sorted and examined by construct to 

identify key themes (data display). The themes were coded and the data further reduced 

(data reduction). Preliminary conclusions were drawn by comparing the data and 

searching for patterns (conclusions drawn). The conclusions were verified by revisiting 

field notes and raw data to ensure confirmability (verification). The credibility of the 

analysis was enhanced by member checking (ethnic-specific co-ordinators reviewing 

transcripts). To counter any potential research bias and provide confirmability, the enquiry 

and analysis were supported by an audit trail. This included the study proposal, talanoa 

guides, audiotapes, transcripts, participant and colleague reviews and written summaries 

for data reduction, display, conclusions and verifications. 
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5.6 Ethics approval and considerations 

Ethics approval 

The talanoa were conducted in relation to Counties Manukau District Health Board’s Let’s 

Beat Diabetes (LBD) programme. Ethical approval for the LBD study was granted by 

Northern X Regional Ethics Committee on 15 May 2006 for a two year period (Northern 

Ethics Reference Study No. NTX/06/04/039; see Appendix 8 for ethics approval for this 

study). 

Ethical considerations 

The Pacific ethical principles outlined in the HRC’s (2005) Guidelines on Pacific Health 

Research underpinned every aspect of this research so as to ensure the relationships 

fundamental to ethical research practices with Pacific peoples were established and 

maintained. The social science ethical principles of autonomy, beneficence and justice 

were also adhered to. This was to minimise any anticipated or unexpected tensions 

between the goals and needs of the study, and participants’ rights (Orb, Eisenhauer & 

Wynaden, 2001).  

Respect was extended to all participants. They were engaged meaningfully and in a 

culturally appropriate manner via talanoa which gave them the opportunity to share their 

knowledge and stories without restriction. It also allowed for interactive dialogue, feedback 

and reflection. Appropriate behaviours and languages were used in these discussions. 

Furthermore, all information about the research, its purpose and future application was 

shared with participants and questions or concerns were listened to and answered. 

Additionally, participants determined the talanoa dates, times, venues, and the languages 

used so ensuring a safe and enabling research environment. The talanoa gave 

participants the opportunity to confirm the usefulness and relevance of the study topic, and 

to provide ideas on points for further study.  

To ensure the cultural integrity of the study, Pacific peoples participated at all levels in the 

decision-making and implementation. For example, Pacific advisors guided and 

commented on the study design and implementation. The ethnic specific co-ordinators 

also gave valuable guidance and advice about how the study should be carried out in their 

communities and they helped recruit participants and facilitate the talanoa. They also 

transcribed and translated the data where necessary and reviewed the draft results.  

To maintain beneficence, all information about the social marketers’ and Pacific 

informants’ participation in the talanoa was confidential. However, this was not the case for 

the ethnic-specific groups, because of the method (focus group discussions). Focus group 

participants agreed not to discuss with anyone else the identity of other group members or 

what was said. Nothing that could identify any participant was used in this thesis, nor will 
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be in future reports on this study. These conditions were stated in the participant inform 

sheets and consent forms, and explained at the beginning of the talanoa. 

To maintain justice, every effort was made to ensure participants could not be harmed or 

feel disadvantaged. Every effort was also made to ensure they all had the opportunity to 

contribute, and felt encouraged and safe in doing so. 

Storing and protecting data  

All hard data and records (signed consents, audio tapes, transcripts and notes) were kept 

in a locked filing cabinet to be stored for six years. All electronic files and computer records 

were password-protected. All participants were randomly assigned a code number and 

personal identifiers, removed on all electronic files and hard data where possible. Only the 

researcher had full access to all hard data and electronic files. 



 

59 

Chapter 6. Results 

6.1 Purpose of this chapter 

This chapter is in two sections. The first section presents the results from the document 

analysis (Part 1a) that was conducted to obtain the critical success factors and barriers to 

social marketing effectiveness for Pacific peoples, as stipulated in the intervention 

documents. In the second section, the results from the talanoa with three key stakeholder 

groups to obtain their views and perspectives on these constructs are presented. Also 

presented are participants’ views and perspectives on the four key concepts that emerged 

from the document analysis. 

6.2 Part 1a: Document analysis6 

Documents from four social marketing interventions that met the inclusion criteria were 

analysed to obtain the documented CSFs for Pacific social marketing effectiveness. The 

barriers that hinder social marketing effectiveness were also of interest. The results are 

presented in this section.  

6.2.1 Critical success factors for effective social marketing for Pacific 
peoples 

Approaches that are ethnic-specific 

Ethnic-specific approaches were considered a CSF for effective social marketing for 

Pacific peoples. These approaches include targeted health activities delivered by ethnic-

specific health promoters; and appropriate and acceptable communications strategies, 

tools, materials and settings. 

Approaches that are culturally based 

Approaches that are grounded in Pacific peoples’ cultural beliefs and values was another 

CSF documented in the literature. These approaches are holistic in nature and incorporate 

the physical, mental and spiritual beliefs of Pacific peoples. Significant time is also 

invested at the outset to establish relationships and trust between providers and 

communities. Consumers, their families and wider communities are also involved in this 

process. 

Partnership approach 

Partnerships with Pacific leaders and communities to facilitate community engagement 

and participation in the interventions was another CSF stipulated in the documents. 

Partnerships provide a “platform” on which to develop and drive community interventions. 

                                                 
6
 See Appendix 9: Document analysis references. 
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Pacific peoples engaged and participating 

Pacific peoples’ engagement and participation at all levels was the final CSF documented. 

This is considered crucial to support the success and sustainability of interventions. 

Narrative approaches such as interviews, focus groups and fono (meetings, conferences) 

with Pacific stakeholders and communities are considered the best methods for facilitating 

this engagement. 

6.2.2 Barriers 

Limited funding and resources 

Limited funding and resources for Pacific interventions was considered a barrier to social 

marketing effectiveness for Pacific peoples. It hinders some Pacific providers’ ability to 

meet the needs of their ethnically and linguistically diverse communities. It also limits their 

participation in national or regional collaborations that support health activities. 

Pacific peoples’ limited awareness and knowledge 

Pacific peoples' limited awareness, knowledge and understanding of the interventions or 

the desired behaviours was another barrier. This is particularly in relation to social 

marketing efforts targeting Pacific women. 

Pacific peoples’ cultures and cultural beliefs 

The differences in Pacific peoples’ understandings of some health issues was another 

barrier. Mental illness was a prime example. A limited understanding of the concept of 

‘prevention’ is another noted barrier to Pacific peoples’ engagement and action. 

6.2.3 Summary 

The analysis of the results found agreement on four concepts as critical for social 

marketing effectiveness for Pacific peoples. They were: 

 Active partnerships between social marketing providers and the target audiences 

throughout the whole social marketing process; 

 Active engagement with, and participation by, the target audiences throughout the 

whole social marketing process; 

 Consideration of culture and cultural values throughout the whole social marketing 

process; and 

 Community-based, led and driven social marketing interventions. 
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6.3 Part 1b: Talanoa 

Three stakeholder groups’ perceptions in relation to the CSFs and barriers to social 

marketing effectiveness for Pacific peoples were also obtained. Similarly, their views on 

the four CSFs that emerged from the document analysis (see 6.2). Eight social marketers, 

13 Pacific informants and four ethnic-specific groups of up to 7 participants (each) took 

part in the talanoa. The views of the social marketers are presented first, followed by those 

for the Pacific informants and four ethnic-specific groups respectively (Samoans, Cook 

Islanders, Tongans and Niueans). 

6.3.1 Critical success factors 

Social marketers 

Approaches are ethnic-specific 

Most of the social marketers believed ethnic-specific approaches would achieve optimal 

behaviour change for Pacific peoples. This is because they would have been developed 

specifically to meet the different groups’ needs and aspirations. The goals and measures 

to determine ‘success’ would also take into account the communities’ needs and 

aspirations, and their readiness to change, and therefore be realistic and achievable. 

Similarly the strategies, programmes, messages and materials would resonate with them 

because they would have been framed within ‘ethnic mindsets’.  

We’re Samoans, Cook Island, Tongans ... We’re not ‘Pacific peoples ... 
Pacific Islanders’ ... so recognising this and leveraging off the strengths 
that’s in our different communities to lead and drive change is critical. 

(Pacific participant) 

The Pacific social marketers also believed this ethnic-specific segmentation needed to 

start at the inception of the programmes. They also felt this requirement needed to be 

explicitly stipulated in the funders’ Request for Proposals to ensure an ethnic-specific focus 

was applied throughout the social marketing process; and that the funding and resources 

allocated to support this process were appropriate. 

Approaches are culturally based 

The social marketers believed that approaches grounded within Pacific cultural paradigms 

or worldviews would achieve optimal behaviour change for Pacific peoples. This is 

because the resulting strategies, programmes and messages would have been 

conceptualised within Pacific cultural contexts and “ways of doing.”  

We go to the community ... we probably spend 3 to 4 hours before we 
actually talk about what we want to talk about ... because that’s the thing 
that makes it different for us. We may seem to be going round and round 
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... but in that very peculiar process to us, you are communicating ... 
establishing a rapport... your legitimacy ... In that process we establish 
ownership ... confidence and connect ... so that when you come to what 
you’re actually going to talk about, they’re open ... they want to contribute 
... and they want to support. 

(Pacific participant) 

The key features of these ‘culturally relevant’ approaches described by participants 

included a priority to family and community ‘good’; establishing relationships with the target 

audiences at the outset to ensure their ownership and support of the programmes; and the 

communities’ engagement and participation in the development and implementation of the 

programmes. All of these features were considered fundamental to achieving appropriate, 

effective and sustainable programmes for Pacific peoples. 

The Pacific social marketers also believed this cultural focus needed to start at the 

inception stage of the programmes, and this requirement explicitly stated in Request for 

Proposals. They felt this would help to ensure the approaches were culturally relevant. 

Some also stressed there was a need to consider the influence of acculturation on Pacific 

peoples’ behaviours because of the high proportion of New Zealand-born Pacific peoples 

who were more “in tune” with the “New Zealand ways of doing,” They felt the prevailing 

approaches based on ‘traditional’ cultural aspects only would have limited effect.  

Approaches are multi-component 

The social marketers believed multi-component approaches aimed at influencing 

individual, community and environmental change would facilitate enhanced behaviour 

change for Pacific peoples. This is because the approaches would address the knowledge, 

socio-economic, cultural and environmental barriers that hindered their behaviour change.  

We’ve got the knowledge-raising aspects sorted ... But we can’t expect 
people to change for the long-term if the supports or the environments are 
not there. So that whole regulatory, strategic policy area needs to be 
looked at … Population change... long-term changes, need support ... the 
environmental 

(Non-Pacific participant) 

Pacific peoples engaged and participating throughout 

Most of the social marketers believed engagement with, and participation by, Pacific 

peoples in all phases of the social marketing process was vital for social marketing 

effectiveness. This is because the approaches would have been informed by the target 

audiences themselves; and incorporate invaluable cultural and local knowledge about what 

would work and not work for their communities so as to maximise programme reach and 

uptake. Most participants also felt this participatory process would engender community 
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ownership and mobilisation, which they considered prerequisites for Pacific behaviour 

change.  

The Pacific social marketers also explained that Pacific engagement and participation was 

a fluid process, whereby many different aspects of an issue might be discussed at any one 

time. Discussions were also not limited to ‘scientific’ or ‘subjective’ knowledge for example, 

but drew on multiple views. 

When you’re in ‘this space’ all of the issues need to be in ‘that space’... 
you just don't go to them (the community) about this particular pilot 
campaign. You go and talk to them about what it’s about … how it’s going 
to be measured… and what they think ... and what things will be in it [the 
programme] … It’s all in one space. You don't separate the research and 
the benchmarking away from the community … or the creative ... That’s 
how we do our business. 

(Pacific participant) 

Approaches are community-based, led and driven 

Most of the social marketers believed community-based, led and driven approaches would 

enhance the effectiveness and sustainability of Pacific social marketing efforts. This is 

because these approaches would be based on the local community’s needs and 

aspirations. The use of local, mandated community leaders to lead and drive change within 

the communities would also add legitimacy and credibility to the programme, and lead to 

greater community mobilisation. Similarly, the use of existing community organisations and 

networks such as church and youth groups. 

They’re (community-based, led and driven) more important than national 
ones, because they’re more meaningful for our people ... it’s theirs … their 
ideas, their solutions … If marae and churches were to take on the 
messages, it would be way more effective than us sitting in Wellington 
from our glass tower looking out. 

(Pacific participant) 

Pacific informants 

Approaches are ethnic-specific 

As with the social marketers, the Pacific informants strongly believed ethnic-specific 

approaches and programmes would achieve optimal behaviour change for Pacific peoples. 

This is because the approaches would be cognisant of their groups’ specific needs and 

aspirations, and their ability and readiness to change their behaviour. Furthermore, the 

content and ‘look and feel’ of materials and resources would resonate more because they 

would be identifiable as ‘Samoan, Tongan or Cook Islands’. The use of local, ethnic-

specific leaders or champions to lead and drive the programmes was also considered 

important to add credibility to the programmes and messages. 
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It needs to be specific. When you say ‘Pacific,’ who are you talking about? 
... because we have all these dynamics … Samoan, Tongan, Cook 
Islands, Niuean, New Zealand-born, Pacific-born ... So being specific. .. 
and targeting ... and ethnic-specific is the beginning. 

(Niuean participant) 

Approaches are culturally based 

Like the social marketers, the Pacific informants believed cultural-based approaches would 

achieve optimal behaviour change for Pacific peoples. This is because they would have 

been conceptualised and developed in a cultural context, and therefore have a greater 

understanding of the key factors that support and prevent behaviour change. They also felt 

that showing respect in this way would achieve greater community ownership and support. 

The whole thing about cultural context ... that you must consider our 
cultures, cultural values and what makes us ‘tick’ ... and then give it to us 
[the health messages] in a language that’s acceptable and understandable 
... using the appropriate vehicles. 

(Samoan participant) 

The participants also believed that Pacific peoples “levels of culturalness” needed to be 

considered when developing and implementing cultural-based approaches. This is 

because of the population’s high New Zealand-born and multi-ethnic make-up, and closer 

affinity to the “New Zealand way of life.” 

Approaches are multi-component 

Like the social marketers, the Pacific informants believed multi-component approaches 

focused on influencing individual, community and wider environmental change would be 

effective for Pacific peoples. This is because they would address the knowledge, socio-

economic, cultural and environmental barriers that made behaviour change difficult for 

them. These participants stressed that behaviour change was not simply an individual 

thing: that the desired behaviours needed to be modelled, supported and reinforced at all 

levels of the community to make the new behaviour the ‘normal’ behaviour. 

Everyone ... the family, the church, the community ... the government ... 
supporting and promoting the health messages and the behaviours ... 
saying the same thing ... so they become normal ... acceptable.  

(Cook Islands participant) 

Pacific peoples are partners throughout 

The Pacific informants believed that provider-Pacific partnerships throughout the social 

marketing process would enhance the appropriateness and effectiveness of Pacific social 
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marketing efforts. This is because they would be ‘round the (decision-making) table’, 

bringing their cultural and local knowledge, expertise and ‘know how’ to the discussions. 

Because it’s [social marketing] all about them [Pacific peoples] ... what 
they think will work for them ... so our community taking leadership and 
moving it ... but then, you do need people of the school or discipline to 
make it move. So it’s a partnership ... Because one thing with the 
community is that if they do lead and they are empowered to move it, it 
actually needs to keep moving ... And you know what it’s like, community 
people ... they’re going to burn-out and drop out ... So you want to keep 
them on board ... and keep it moving in a way that you know is culturally 
right. 

(Niuean participant) 

Pacific peoples engaged and participating throughout 

Like the social marketers, the Pacific informants believed engagement with, and 

participation by Pacific peoples at all stages of the social marketing process was critical for 

Pacific social marketing effectiveness. This is because it would help to ensure the 

programmes and messages were appropriate, and addressed the factors that made 

behaviour change difficult for them. It would also help to build the capacity of the Pacific 

peoples involved in terms of the health knowledge and literacy, so that they could influence 

change within their own families and communities. 

There needs to be participation and active involvement with communities 
around the development ... and definitely in the implementation ... 
because the people who access support – the community – the first 
people they will go to is their family, their friends, their community ... So all 
of that happens in the community setting rather than in the government 
provider setting ... so they need to be involved. 

(Samoan participant) 

Approaches are community-based, led and driven 

Like the social marketers, the Pacific informants believed community-based, led and driven 

social marketing approaches would enhance the effectiveness and sustainability of Pacific 

social marketing efforts. This is because the behaviour change would be led and driven 

from within. 

It’s visible ... our community can see it everywhere ... the people 
promoting it are people they know and can identify with ... and it’s in a 
language that makes sense to them. 

(Tongan participant) 

Similarly, the Pacific informants believed the support of local, mandated community 

leaders, church ministers and elders to lead and drive this change would add legitimacy 
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and credibility to the programmes. This was because of their revered positions in their 

traditional cultures. 

Ethnic-specific groups 

Approaches are ethnic-specific 

Like the social marketers and Pacific informants, all four ethnic groups believed ethnic-

specific social marketing approaches would achieve optimal behaviour change for Pacific 

peoples. This is because the programmes would be ‘theirs’. They would be more 

connected to the programmes and more likely to listen to and consider the health 

messages because they would be able to ‘see themselves’ in them.  

The Niuean know the Niuean ways  

And that’s why it’s so important to … target for the Niuean, because our 
culture is different to a Samoan, Tongan culture. We’ve got different 
values, different beliefs. 

(Niuean participants) 

Approaches are culturally based 

As with the social marketers and Pacific informants, all four ethnic groups believed that 

approaches based on their own unique cultural values and beliefs would achieve optimal 

behaviour change. They stressed that to ‘work’, the change had to be part of their cultural 

ways, rather than something separate enforced from the ‘outside’.  

A lot of our eating and the way we do things is our culture. So other 
people, who aren’t Cook Islanders, need to understand that. And maybe 
it’s not telling us that we need to change our culture, because that won’t 
happen. But maybe seeing how these things can fit into our culture. 

(Cook Islands participants) 

Similarly, the ethnic groups stressed that any cultural approaches needed to consider 

where Pacific peoples were at ‘culturally’ in terms of their level of association with their 

ethnic culture. This was because of the considerable cultural and ethnic diversity within the 

Pacific population. No one approach would be effective for everyone. 

Approaches are multi-component 

Like the social marketers and Pacific informants, all four ethnic groups believed multi-

component approaches were critical for achieving behaviour change for Pacific peoples. 

This is because they would address the wide range of social, economic, cultural and 

environmental factors which made behaviour change difficult for them. They firmly believed 

‘supports’ were needed to make behaviour change ‘the easy thing to do’. 



 

67 

It would be more helpful if there is a more interactive process in the 
programmes than just giving out pamphlets and waiting for questions to be 
asked ... so telling us, and then showing us, and the supporting us until 
we’ve got it. 

(Tongan participants) 

Pacific peoples are partners throughout 

All four ethnic groups believed partnerships between the social marketing providers and 

Pacific peoples throughout the social marketing process was critical for Pacific social 

marketing effectiveness; and for similar reasons expressed by the social marketers and 

Pacific informants. 

It would mean working with the Niuean community ... and both sides 
working and making the decisions together to achieve a common goal. 

Yeah ... I think it would kind of be important to be sort of balanced in terms 
of ... you need to have a proper strategy, and somebody running the 
strategy who’s got the brains, the ‘know-how’ ... who can source the funds 
and sort of keep everything in check ... but working with the community at 
the same time. 

(Niuean participants) 

Approaches are community-based, led and driven 

Like the social marketers and Pacific informants, all four ethnic groups believed community 

based and led approaches would be successful for Pacific peoples. This is because they 

would regard the programmes as their own, and therefore be more inclined to lead and 

drive the programmes and behaviour change within their communities. 

It needs to be our Cook Islands people, who know our people, doing it, 
because they understand us and our ways. 

Because if we are doing it and leading it, it will be more successful, 
because we know what our community wants and needs. 

(Cook Islands participants) 

The use of local, credible community leaders and church ministers and parents fronting the 

programmes and leading by example was considered essential to the success of 

programmes. Similarly, the use of existing community organisations to deliver the 

programmes because of their existing networks and relationships within the community. 
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6.3.2 Barriers  

Social marketers 

Funders’ limited knowledge of social marketing 

The social marketers believed funders’ limited knowledge and understanding of social 

marketing was a key barrier that affected the effectiveness of social marketing for Pacific 

peoples. This was because of the influence it has on social marketing practice. For 

example, most social marketers recounted that most requests for social marketing services 

were for nationally focused and driven, multi-population approaches. This was despite 

social marketing being premised on meeting the specific needs of the target audience. 

Another example cited was the expectation amongst funders that the same strategies, 

programmes and messages would work for all target audiences, regardless of their health 

priorities or any ethnic, cultural or geographical differences.  

When you deal from a national perspective you've got a national agenda 
... they don't reflect the different community agendas ... or their priorities ... 
They had Tongans whose priority is smoking ... But actually, within those 
communities themselves ... it might be some other thing ... and that differs 
from Tongans in Wellington compared to Tongans elsewhere ... We’ll 
always struggle with that. How do you convert national stats and figures, 
which is what we often go from, into local? Something that’s relevant for 
local needs and priorities?  

(Non-Pacific participant) 

The belief that increasing Pacific peoples’ awareness and knowledge of a desired 

behaviour was sufficient to induce behaviour change was, according to most participants, 

another example of funders’ misunderstandings of social marketing which impacted 

negatively on practice and effectiveness. Most recounted instances where community 

empowerment, capacity building and environmental components in their proposed ‘suite’ of 

activities were either compressed or dropped by funders, and only the communications 

and advertising components retained. 

We developed that Public Health approach ... and that included some 
things like, you know, developing community capacity and the ability for 
communities to respond ... including [policy, environmental components]. 
Some of that stuff went down well ... some it didn’t with the ‘powers that 
be’.  And I guess in the end we end up having to, I mean like anything, you 
have to rationalise which parts you can do. 

(Non-Pacific participant) 

The perception that social marketing and health promotion and education are mutually 

exclusive and incompatible activities was another example of funders’ misunderstandings 

of social marketing cited by most participants. They believed the funders’ lack of 

understanding of how the disciplines could complement each other invariably created 
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tension between the respective disciplines because their activities were contracted, 

developed and implemented separately and “in competition” with each other. This had 

often resulted in the unnecessary waste of scarce resources, because the disciplines were 

essentially delivering similar services to similar audiences. Some participants also believed 

this ‘noise’ and mixed messaging only worked to confuse the public health sector and 

target audiences. 

Pacific peoples a priority on paper only  

The Pacific social marketers believed a lack of commitment by funders and social 

marketers to Pacific peoples and their issues hindered the effectiveness of Pacific social 

marketing efforts. They felt that including Pacific peoples together with Māori and all New 

Zealanders in Requests for Proposals instantly marginalised Pacific peoples. It made them 

just ‘one of many’; and there were no measures in place to ensure Pacific peoples were 

given at least the same level of attention and resources as the larger target audiences. In 

fact, these participants felt the time and resources spent on the Pacific strategies or 

components compared to the mainstream and Māori were inequitable. It was their 

experience that considerable amounts of time and resources were spent developing the 

mainstream approaches, that the Pacific strategies or components generally ended up 

being ‘culturally tailored’ versions of these approaches – which they considered 

unsatisfactory, because the core strategies, messages and materials were usually 

developed from a Palagi worldview.  

It was also the Pacific social marketers’ view that consultations with Pacific communities 

when developing the strategies were not meaningful. Most consultations were held when 

and as required by the lead (non-Pacific) social marketers, and were essentially ‘tick the 

box’ exercises to meet contractual obligations. These participants did not believe these 

engagements were concerted efforts to understand at an ‘intimate level’ what would 

influence Pacific peoples to make the change. 

While we continue to tell them that the community is at the heart of the 
thing, there is no serious attempt by those who are in charge to take hold 
of the community model.  They see the community thing as going having a 
fono ... and then they tick the box. Or they say ‘we had a hundred people 
turn up to our community fono today. That’s a success.’ Well it’s not ... 
And they don’t realise those hundred people probably came there 
because the food was great or because some people had rung them to 
come ... There are fono where people turn up but they don’t even 
understand what the meeting’s about. 

(Pacific participant) 

This lack of meaningful engagement or consultation was, however, not limited to the 

Pacific target audience only. Each of the Pacific social marketers recounted instances 
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where their advice on Pacific components was either not sought or dismissed by the lead 

(non-Pacific) social marketers because it did not resonate with their views of what would 

work for Pacific peoples. They said they often felt they were merely ‘window dressing’, 

brought in to meet funder requirements and expectations that Pacific peoples would be 

involved. 

We were more or less brown tag-ons … [name, Pacific advisor], [name, 
Maori advisor] and I were just asked to sit in front ... and the three guys 
[lead social marketers who are non-Pacific and non-Maori] were at the 
back, and you realised ‘oh, this is what we signed up for?’ And then we 
saw it for what it was, which was you get the brown ones up the front to do 
the song and dance ... and even when we were consulted ... our expertise 
was only accepted if it resonated with their conceptualisations on what 
would work for Pacific  

(Pacific participant) 

Limited social marketing capacity 

Most of the social marketers believed the limited capacity within the social marketing field 

was a barrier to Pacific social marketing effectiveness. They felt many social marketers 

were public health or marketing and communications professionals who had ‘reinvented 

themselves overnight’ to meet the demand, and yet had limited knowledge and 

understanding of the fundamentals of social marketing. they were essentially ‘learning on 

the job’, and mostly by ‘trial and error’. Most participants acknowledged that this lack of 

social marketing capacity adversely affected Pacific social marketing efforts, because 

there were few Pacific peoples with the necessary social marketing, cultural and 

community knowledge and expertise. However, the Pacific social marketers believed there 

were such people - with some even more knowledgeable than the funders and lead non-

Pacific social marketers – but they were not given the opportunity to show their skills and 

abilities. 

There’s a level of sophistication in our community which means that we 
can call it now … and part of that has come from having people within our 
community who understand social marketing at a very deep level … better 
than some of the funders who are paying for it and the social marketers 
doing it … but it’s all about control … it’s just easier to keep us in that box. 

(Pacific participant)  

Some participants believed most social marketers lacked an understanding of how ‘culture’ 

was conceptualised in a Pacific worldview. They saw the prevailing approaches of trying to 

change Pacific peoples’ behaviours from ‘outside’ the culture rather than from ‘inside’ as 

example of this. 
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Our culture shapes us, defines us ... influences the way we think, feel and 
behave ... And Palagi don’t get that. It’s too hard ... it’s too abstract for 
them ... And while outside factors can influence some cultural change ... 
the real change comes from within ... from our interactions with each other 
... in our cultural spaces.  

(Pacific participant) 

Pacific cultures and cultural values  

Some of the non-Pacific social marketers viewed Pacific peoples’ cultural values to be a 

barrier to Pacific social marketing effectiveness. They felt some Pacific peoples had failed 

to adapt some of their cultural practices to the New Zealand context; and that the tension 

between the ‘old’ and the ‘new ways’ impacted on their ability to change their behaviour. 

The most frequently cited example was the conflict between Pacific peoples’ priority to the 

provision of vast quantities of food at gatherings, and public health’s messages about 

portion control. Another example was the way those in leadership roles often dominated 

discussions during social marketing consultations, rather than encouraging other 

community members to share their views and experiences. 

The Pacific social marketers, on the other hand, believed the issue was more about how 

‘culture’ and ‘cultural values’ were understood and addressed. They felt non-Pacific social 

marketers viewed these notions as stable constructs, with there a list of identifiable 

elements that could be applied when and as required; whereas in reality these notions 

were fluid, with the elements dependent on the people or communities involved, and the 

issues and context. 

Limited engagement and participation by Pacific peoples 

Most of the social marketers believed Pacific peoples’ minimal engagement with, and 

participation throughout the social marketing process was a barrier. This is because it 

ignored the ‘added value’ their knowledge and skills could bring to these activities. It also 

affected the community’s sense of ownership of the programmes, and the appropriateness 

and effectiveness of the programmes.  

It’s [social marketing] a relationship ... a partnership ... If we’re engaged 
and participating on an ongoing basis, then we’re more likely to own and 
drive it ... and it be successful ... But if we’re only engaged when you want 
us to be engaged, then it’s not going to work ... and then you starting 
wondering who’s it all for? [the programme] ... is it for us? If so, then we 
should be involved throughout.  

(Pacific participant) 

Approaches limited to awareness and knowledge-raising 

The social marketers believed the prevailing emphasis in social marketing on raising 

awareness and increasing knowledge was a barrier to social marketing effectiveness. This 
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is because it failed to acknowledge and address the other significant barriers that affected 

Pacific peoples’ behaviour change including the socio-economic (e.g., low discretionary 

income), cultural (e.g., food preferences; low discretionary income because of family and 

church obligations) and environmental factors (e.g., lack of encouragement and support 

from significant others; availability of alcohol, cigarettes and pokie machines).  

We probably get caught up in the individual, focusing on the individual and 
actual. Is it the structures, societal, you know, that needs to change? I 
think it’s a combination of all of the above ... but we probably get caught 
up, and again through the direction of the ‘powers that be’, you know, 
those areas that they want to see. 

(Non-Pacific participant) 

Some participants felt this limited focus also caused people to ‘disengage’ from health 

messages because they were ‘overwhelmed’ or tired of ‘other’ people telling them what to 

do. 

Pacific informants 

Pacific peoples targeted as a homogenous group 

The Pacific informants believed the prevailing generic-Pacific approaches to social 

marketing was a barrier to Pacific social marketing effectiveness. This is because it 

assumed that all Pacific peoples’ health issues, priorities and possible solutions were the 

same; and that all ethnic groups were ready and able to change – which was not the case. 

As a result, the programmes and their messages ended up being irrelevant to most ethnic 

groups. 

We’re different ... We look different, think different, talk different, act 
different ... so if you’re going to throw us all together ...  like a fruit salad ... 
then that’s what you’ll get... mixed results. 

(Tongan participant) 

The participants also felt that the prevailing generalised cultural approach to Pacific social 

marketing efforts was also a barrier. They felt the stereotypical portrayal of Pacific peoples 

as ‘ESL’ (English as a Second Language) people ‘from the Islands’ ignored the fact that 

most Pacific peoples were New Zealand-born, and familiar with the New Zealand way of 

life. They said programmes taking this approach immediately became irrelevant and a ‘turn 

off’ for whole sections of the community. 

Like you see the women on those ads, and they’ve all got bright lipstick, 
big afro hair, big ugly ofu (dress) and they’re in these ugly houses ... and 
you think ‘Hello. That’s not portraying Polynesian people. That’s portraying 
your [social marketers’] perception of what you think we are.’ It 
stereotypes us ... we’re not all like that. 
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(Samoan participants) 

Pacific peoples a priority on paper only 

Like the Pacific social marketers, most of the Pacific informants felt a lack of commitment 

by funders and social marketers to Pacific peoples and their issues was a key barrier to 

Pacific social marketing effectiveness. They felt social marketing was driven by funders 

and a mainstream agenda, and afforded little attention or resources to Pacific peoples and 

social marketing efforts for them. Examples included a lack of specific Pacific targeted  

funding; tight timeframes allocated for consultations with Pacific communities by the lead 

(non-Pacific) social marketers; and the tendency toward culturally tailored versions of 

mainstream approaches. Some participants admitted they had often used existing 

community groups for consultation purposes, who were not necessarily knowledgeable in 

the area under discussion, because of the unrealistic timeframes imposed on them by the 

social marketers. Others questioned the value of some consultations, because the 

consultation briefs were usually prescriptive with ‘non-negotiable’ aspects, and gave little 

opportunity to explore and understand other factors that might be of importance to the 

communities. Most participants were also able to recount instances where their advice on 

Pacific components was disregarded by the lead non-Pacific social marketers because it 

‘did not fit’ with their views or with ‘the evidence’. 

You had these brilliant amazing consultants who came with a literature 
review ... and there were three of us who were from the Pacific ...  and 
even with our strategising, we still couldn't effect change ... they still didn’t 
take our advice ... our Pacific voice was not listened to ... So the Papa'a 
voice ... is always going to dominate ... Because they have worked on X 
number of social marketing approaches or whatever, and ‘this is the best 
way’... It was appalling that what we perceived had little value. 

(Niuean participant) 

Pacific cultures and cultural values 

Some of the Pacific informants felt aspects of Pacific peoples’ cultures and cultural values 

were barriers to the effectiveness of Pacific social marketing efforts. As noted, the 

generous offerings of food at family and community events was a prime example. This was 

followed by some peoples’ ‘fatalistic attitude’ to health, whereby they only became 

receptive to health messages after they or a significant person had experienced a major 

health problem. Inter-generational differences were also raised, where attempts at change 

by the younger generation were often met with resistance by older members who  wanted 

to preserve their traditional ways. This created an ‘unhealthy tension’ between the old and 

new ways, and made behaviour change difficult, even for those who wanted to ‘make the 

change’. 
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Some participants, however, felt this issue was compounded by the inability (and 

disinterest) of funders and non-Pacific social marketers to understand what ‘culture’ and 

‘cultural values’ looked like for Pacific peoples. As a result, the approaches and resulting 

strategies, programmes and messages continued to be developed from a Palagi mindset, 

and what they (Palagi) thought would work for Pacific peoples.  

Our value systems and our cultural dictates our behaviour and how we 
respond to certain things ... And if you don’t take that on board … and 
don’t get it … the programme won’t work. 

(Samoan participant) 

Limited engagement and participation by Pacific peoples 

Like the social marketers, most of the Pacific informants believed Pacific peoples’ minimal 

engagement and participation in the social marketing process was a barrier for 

effectiveness. This is because it meant the resulting programmes, messages and materials 

were not developed or implemented from a Pacific or local, ethnic-specific perspective. 

This failure to engage Pacific peoples also represented lost opportunities to utilise existing 

Pacific networks and people as a programme resource. 

Approaches limited to awareness and knowledge-raising 

Like the social marketers, the Pacific informants believed the strong emphasis given to 

increasing Pacific peoples’ awareness and knowledge of the desired behaviours was a 

barrier to Pacific social marketing effectiveness. This is because it reinforced the 

assumption that awareness and knowledge of health issues were the only barriers to 

Pacific peoples’ behaviour change. This focus ignored the influence of other key factors on 

their behaviour change, such as a lack of resources, access to programmes and services, 

an unsupportive environment and cultural practices and obligations.  

Most of its increasing awareness and knowledge ... the TV ads, the 
posters, the pamphlets ... nothing else... They don’t address the other 
things like access to programmes and services, the transport ... the gym 
fees ... the cost of healthier foods ... it’s too hard for Pacific peoples who 
don’t have a lot of money. 

(Tongan participant) 

It’s an environmental thing ... If you were to wake up every day and see 
Jim Beam bottles … and the ads in your local liquor shop. .. and you’re 
there (at the shops) to get your milk and your bread ... it does something 
to you ... It’s those subconscious messages ... there are so many barriers 
New Zealand as a society puts up in front of us. 

(Niuean participant) 
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Some participants also felt this limited focus caused some Pacific peoples 
to tune out health messages. This was because they were tired of being 
told what to do, and the programmes gave them little opportunity or 
incentive to adopt the desired behaviours.  

Long-term aspirational approaches  

Most of the Pacific informants saw the prevailing long-term aspirational approaches to 

social marketing to be a barrier to Pacific social marketing effectiveness. This is because 

of their lack of congruence with Pacific peoples’ socio-economic and cultural realities and 

everyday issues. They felt most Pacific peoples were just living in the ‘here and now’, 

trying to meet the immediate needs of their families, communities and churches. Their 

poorer socio-economic status, along with their greater cultural obligations, meant few 

Pacific peoples had the means or luxury to think ahead to the future. 

A barrier is the realisation that our ‘carrots’ need to reflect the reality of 
their lives ... We’re saying that if you stop smoking for the next right now 
you’ll add another two years to your life ... and if you’re a Pacific person 
that’s going to die ... doesn’t have the food or whatever, I think another 
two years is actually like ‘who cares?’… I think it [social marketing] needs 
to recognise that if your thinking is not in the long-term, if your thinking is 
just about feeding my kids, avoid being beaten tonight ... then what? 

(Samoan participant) 

Ethnic-specific groups 

Pacific peoples targeted as a homogenous group 

Like the Pacific informants, the four ethnic groups believed the prevailing pan-Pacific 

approach to social marketing was a barrier to Pacific social marketing effectiveness. The 

‘one-size fits-all’ approach ignored the different pressures and barriers the different groups 

faced when thinking about changing their behaviours. As a result, they could not ‘see 

themselves’ in the programmes, and were, therefore, unable to relate to or connect with 

the messages. 

You tend to gravitate to your own culture ... your own people ... rather than 
when you look at things and if it’s more something else Pacific you’ll sort 
of just go ‘Oh yeah, that’s how they are but that’s not me ... So you don’t 
relate. I mean you will relate but you won’t really relate. You won’t 
connect, like how you would if it was your own.  

(Niuean participants) 

Pacific cultures and cultural values 

Like the social marketers and Pacific informants, the four ethnic groups believed (non-

Pacific) social marketers’ lack of understanding of Pacific peoples and their cultures was a 

barrier to social marketing effectiveness for Pacific peoples. They felt trying to get Pacific 
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peoples to change their behaviours was difficult in the first instance, because their 

behaviours are strongly, culturally entrenched. This task was only more difficult for 

‘outsiders’ (people not from their ethnic, cultural groups) because of their lack of 

knowledge of Pacific ways of doing things. That said, all groups acknowledged that some 

aspects of their traditional ways were a barrier to change, and needed to be addressed. 

One instance in particular was the lack of support by community or family leaders for 

health interventions or messages introduced by people ‘down’ the hierarchy or from 

‘outside’.  

Sometimes children or young people will talk when their parents aren’t 
there because, you know, you don’t want to say too much when your 
parents are there, because then they just think ‘Oh, shut up. Stop being 
tautalalaiti'iti (cheeky, or speaking above their place] ... It’s just the way 
we’re brought up ... because mum and dad, yeah, if the older persons ... 
even though you know they’re wrong, you just listen … no matter what. 
Respect issues. 

(Samoan participants) 

The Samoan and Tongan groups also referred to a generalised ‘won’t change until it’s too 

late’ attitude to health amongst their communities as a barrier. Their communities often 

only became open to change when someone in their family had experienced a health 

episode; and often this change was too late. 

Limited engagement and participation by Pacific peoples 

All ethnic groups, except the Tongan, believed the minimal engagement with, and 

participation by, their communities in the process were barriers to Pacific social marketing 

effectiveness; and for similar reasons expressed by the social marketers and Pacific 

informants. 

Sometimes you wonder who developed these things, what they are trying 
to do and who they’re for ... because no one comes to talk to us, the 
community, to ask us what we think, and what will work for us. 

(Cook Islands participants) 

If you’re just going to send us the information...  heaps of posters, then 
we’re just going to chuck it around in the house. We’re not even going to 
look at it ... but if we get involved, and we interact, then we would probably 
get somewhere. 

(Samoan participants) 

Approaches limited to awareness and knowledge-raising 

Like the social marketers and key Pacific informants, all ethnic groups believed the 

prevailing social marketing focus on increasing awareness and knowledge of the desired 
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behaviours was a barrier to Pacific social marketing effectiveness. This is because it did 

not consider and address all of the factors that made behaviour change difficult them. 

These included the social, economic, cultural and environmental constraints. As a result, 

many felt it was left for them to make the change themselves, which was too difficult.  

What’s there in the community to actually push people towards it? [the 
desired behaviour] 

Yeah. They’re sort of targeting the church groups ... but there’s nothing for 
other people ... no programmes ... because people want to change, but no 
one is there to provide the avenue ... Or you’ve got to climb that extra mile 
for where you want to go by yourself ... because no one is there to see 
you ... to help you out when you actually need it ... when you need, like, a 
shoulder to lean on ... and no one is really there to catch you when you 
fall. 

Yeah, because if you did it on your own ... no support no nothing ... you 
wouldn’t do it at all. 

(Niuean participants) 

Long-term aspirational approaches  

Like the key Pacific informants, all ethnic groups believed the long-term aspirational 

approaches for social marketing was a barrier to Pacific social marketing effectiveness. 

This is because the approaches did not match their ‘realities’ or everyday life. All noted 

that Pacific peoples were under constant pressure to find money for basic essentials such 

as food, electricity and school lunches, as well as for family, church and fa’alavelave 

(cultural obligations). As a result, they often had less time or resources to think about their 

health needs, and the health gains that could be achieved if they were to change their 

behaviour immediately. 

6.3.3 Significance of key concepts  

Active partnerships between social marketing providers and target audiences throughout 

All three stakeholder groups believed partnerships between social marketing providers and 

audiences throughout the development, implementation and evaluation process were 

important. They believed this would engender ownership by Pacific peoples and their 

communities, and help to facilitate greater mobilisation around the programmes and 

programme goals. Furthermore that this approach would enhance effectiveness because 

Pacific peoples’ invaluable knowledge, experiences and resources would be harnessed to 

inform and enhance the approach used and the programmes. Central to their definitions of 

this concept was ‘both parties having equal power in all facets of the social marketing 

process. 
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Two or more parties working together towards a common goal ... an equal 
partnership ... with us involved right through ... bringing everything to the 
table and discussing it and having an equal say. 

(Tongan participants) 

Community participation at all stages of the project ... in the negotiation 
and identification of goals, design, implementation ... and monitoring and 
evaluation ... Some groups may not want to be involved in all these 
processes, but they should at least know that they can be.  

(Pacific informant – Samoan) 

The Pacific social marketers emphasised that what ‘active partnership’ meant should be 

clarified and agreed to right from the outset because of Palagi and Pacific peoples’ 

different understandings of this concept. 

What that means has to be spelt out at the beginning, so that you don’t 
raise expectations unnecessarily ... It [partnership approach] needs to be 
given in a way where there’s just complete support, and an intention to be 
there as long as it takes until they’re [the community] able make the 
decisions themselves ... the thing with Western concepts is often it’s quite 
linear. ‘So we’ll start here and we’ll finish here and then our relationship is 
finished.’ In actual fact partnership, if you’ve signed up for it, you’re there 
for the distance and it could last several generations. 

(Pacific participant)   

Active engagement with, and participation by, target audiences throughout 

All three stakeholder groups believed active engagement with, and participation by, target 

audiences throughout the entire social marketing process was important. They felt it would 

not only enhance the appropriateness of the programmes, but build the capacity of the 

community. The social marketers also felt the ongoing community engagement would 

enhance the sustainability of the programmes because of the greater sense of ownership 

and commitment amongst the target audiences. 

We’re involved all the time, on an ongoing basis ... providing input ... then 
them  [social marketers] coming back to us ... feeding back to us ... and us 
providing input again ... and not just when they want to or need to, but 
right through on an ongoing basis.  

(Samoan participants) 

[S]So coming back on regular occurrences, at regular stages of the 
development ... to continue to challenge, question ... go back to your 
original values and objectives ... and continue to question ‘Is that being 
achieved?’ ... because at the end of the day, that active participation will 
give you a better robust product. 

(Pacific informant – Cook Islander) 
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All three stakeholder groups also emphasised that Pacific engagement and participation at 

a local, ethnic-specific level was crucial; and should involve people who were known and 

trusted by the communities. This would not only ensure programmes were appropriate to 

the needs of the different communities, but also add credibility to the programmes. 

Consideration of culture and cultural values throughout 

All three stakeholder groups believed consideration of ‘culture’ and ‘cultural values’ 

throughout the whole social marketing process was important. This is because it would 

help to ensure  the approaches were developed within a Pacific worldview, and took into 

account their unique cultural enablers and barriers to change. Central to their definitions 

were the notions of shared truths and meanings by which individuals and communities 

understood their world. 

It’s around identity and meaning ... how you see the world and your place 
in it is viewed through ... ‘culture’... that will influence the way you 
understand things, and see things, and judge things. 

(Non-Pacific participant) 

It’s your own individual self identify, what drives your decisions and your 
value system ... knowledge, beliefs, language, religion ... all those things 
that you can’t touch but they’re part of you and part of your life. .. you need 
to understand them ... and why they are ... and then target ... to be 
effective … 

(Tongan participant) 

The four ethnic groups also emphasised the importance of understanding what ‘culture’ 

and ‘cultural values’ meant to the different ethnic groups. 

Everybody has culture and cultural values ... Palagi have that word 
‘respect’ ... we also have the word ‘respect’ which is fakalilifu ... but the 
difference is how we demonstrate... the practice ... That’s where the 
culture comes in ... to understand what we mean by it.  

(Niuean participants) 

Community-based, led and driven approaches 

All three stakeholder groups considered community-based, led and driven approaches to 

be of fundamental importance. They believed the community leading and driving the 

programmes and behaviour change from within would not only enhance their 

appropriateness and visibility, but also their credibility, reach, effectiveness and 

sustainability. 

Our people, our communities, leading and driving the change within our 
own communities ... utilising our own people, our own networks ... and 
structures. 
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(Pacific informant – Samoan) 

It all happens in the community. The community own it, it’s based in the 
community and it’s driven by the community – our people and our 
networks. Not by someone from outside. 

(Cook Islands participants) 

6.4 Chapter summary 

This chapter has outlined the CSFs for effective social marketing for Pacific peoples as 

stipulated in the literature, and identified by three key stakeholder groups. The barriers that 

hinder Pacific social marketing effectiveness are also documented; as are the importance 

of four key concepts that emerged from the literature. 

There are consistencies in the CSFs for Pacific social marketing effectiveness stipulated in 

the literature and identified by the key stakeholders. One is the need for Pacific peoples to 

be engaged in the entire social marketing process; and not when and as required by the 

social marketing providers or funders. Another is the importance of ethnic-specific 

targeting to achieve greater behaviour change. Consideration of culture and cultural values 

and their influence on behaviour is another consistent CSF.  

The stakeholders identified a number of additional CSFs. These include using and building 

on community knowledge and resources to ensure programme relevance and 

acceptability, and support capacity-building and empowerment; and priority to family and 

community ‘good ‘as an enabler for change (e.g., how messages are framed and 

perceived, and decisions made). 

In terms of the barriers to effectiveness, the prevailing generic-Pacific approach to social 

marketing is considered a key barrier; followed by the assumption amongst social 

marketing funders and providers that an increase in Pacific peoples’ awareness and 

knowledge of the desired behaviour will directly lead to behaviour change. Campaigns’ 

aspirational long-term goals, the limited engagement with and participation by Pacific 

peoples throughout the social marketing process and a lack of understanding and 

incorporation of Pacific peoples’ cultures and cultural values are other key barriers that 

were identified by the stakeholders. 
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Chapter 7. Discussion and implications 

7.1 Purpose of this chapter 

This chapter presents the evidence-based and culturally relevant critical success factors 

(CSFs) for effective social marketing for Pacific peoples in New Zealand; and discusses 

them in light of the existing literature. These CSFS were obtained by analysing documents 

from the four interventions that met the inclusion criteria (Part 1a: Document analysis); and 

talanoa (Part 1b) with three stakeholder groups to obtain their perceptions of the CSFs and 

barriers to Pacific social marketing effectiveness. The stakeholders’ views on the 

importance of the four concepts that emerged from the document analysis were also 

obtained. Future areas for research are also discussed in this chapter. 

7.2 Critical success factors 

This study identifies 21 evidence-based and culturally relevant CSFs. They fall into two 

domains: contextual and implementation, as shown in Figure 4. The contextual CSFs are 

environmental or organisational factors that influence and impact on social marketing 

practice for Pacific peoples. The implementation CSFs are practice factors that influence 

and impact on social marketing effectiveness. The CSFs are presented and discussed in 

this section by domain. 
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Figure 4. Critical success factors (CSFs) for effective social marketing for Pacific peoples in 
New Zealand 

 

7.2.1 Contextual CSFs 

This study suggests there are three vital contextual CSFs. As shown in Figure 4, these 

relate to the health sector and social marketing capacity. They are discussed below. 

 Health sector has strong knowledge and understanding of social marketing 

The health sector has strong knowledge and understanding of social marketing and social 

marketing fundamentals on which to base its policy, planning and funding decisions. This 

is consistent with previous observations made by Grier and Bryant (2005), McDermott and 

colleagues (2005) and the NSMC (2009). An understanding of the evidence and practice in 

relation to ethnic and cultural populations is also crucial. 

 Health sector facilitates, supports and sustains behaviour change 

Health sector policy, planning and funding facilitate, support and sustain behaviour 

change. ‘Behaviour change’ is the lens which frames social marketing and health 

promotion and education policy, planning, funding and activities. This is to ensure that 

efforts are focused on positive behaviour change. 
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In addition, social marketing targets not only individual behaviour change but also takes 

account of changes to the environment that will support and facilitate change. This is to 

ensure individual change is supported and the ‘easy thing to do’. This notion is consistent 

with the views expressed by key social marketing scholars and practitioners such as 

Andreasen (2000), Donovan and Henley (2003, 2010), Hastings (2007), Lee and Kotler 

(2011a) and Lee and colleagues (2011b).  

Social marketing also targets social change, the factors which impact on peoples’ capacity 

to consider and act on messages. This includes access to housing, employment, transport 

and health services. This notion supports the expanded view of social marketing 

advocated by Donovan and Henley (2003, 2010), Hastings (2007), amongst others. 

 Social marketing capacity is theory- and evidence-based, and culturally relevant 

Social marketers have a strong understanding of social marketing and behaviour change 

theory fundamentals, and the evidence base. This is consistent with observations by 

Donovan (2011b), McDermott and colleagues (2005) and the NSMC (2009). Social 

marketers also have strong cultural knowledge; and the skills to conceptualise, define and 

operationalise social marketing within cultural contexts, in partnership with Pacific peoples. 

A research agenda is also supported to develop the Pacific social marketing evidence 

base. This will bring rigour and consistency to the field, and also inform and support 

enhanced practice and outcomes.  

7.2.2 Implementation CSFs 

This study suggests there are 18 implementation CSFs for effective social marketing for 

Pacific peoples. As shown in Figure 4, these CSFs are organised into the three inter-

related domains of social marketing, Pacific and behaviour change theory. These CSFs 

are discussed in this section, according to domain. 

Social marketing CSFs 

The six CSFs in the social marketing domain are Andreasen’s (2002) benchmark criteria 

for identifying social marketing approaches. They are consistent with the views expressed 

by other major social marketing scholars and practitioners including Lee and Kotler 

(2011a) and Lee and colleagues (2011b). As discussed in 2.2.1, these criteria are 

commonly used to determine what is and what is not social marketing (e.g., Gordon et al., 

2006a; e.g., Stead et al., 2007a; e.g., Stead et al., 2007b). 

 Behaviour change 

Behaviour change is the benchmark used to design and evaluate social marketing 

approaches for Pacific peoples. Changes in awareness, knowledge, beliefs and attitudes 

are important, but only if they lead to the desired change. 
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 Audience research 

Audience research is conducted on an ongoing basis to inform approach and programme 

development, implementation and evaluation (Andreasen, 2002). This involves research at 

the programme outset to obtain in-depth understanding of Pacific peoples and their needs 

and aspirations; pretesting programme elements to determine their relevance and potential 

effectiveness for Pacific peoples; and implementation and on-going evaluation of 

programme fidelity and success for Pacific peoples  

 Segmentation and targeting 

Target audiences are carefully segmented to ensure maximum efficiency and 

effectiveness in the use of resources. How ‘maximum efficiency and effectiveness’ is 

defined and determined, and by whom is, however, a point of contention which needs to 

be clarified at the outset. The talanoa findings suggest ‘maximum efficiency and 

effectiveness’ for Pacific peoples involves ethnic-specific and culturally based approaches, 

with ‘effectiveness’ measured by behaviour change. This contrasts with the prevailing pan-

ethnic (Pacific) approaches to social marketing which, by implication, reflect funders’ 

perception of ‘maximum efficiency and effectiveness’ whereby ‘effectiveness’ equates to 

cost-effectiveness, and is measured by campaign reach and recall. The impact these 

differing perspectives can have on social marketing practice and effectiveness is 

significant. This finding supports calls for a baseline to determine how the ‘social good’ is 

determined in pluralistic societies and by whom (Donovan & Henley, 2003, 2010; Lee & 

Kotler, 2011a). 

 Exchange theory 

Attractive and motivational exchanges with Pacific audiences are created so as to increase 

the likelihood of change. 

 Marketing mix 

Approaches for Pacific peoples attempt to use all 4Ps of the marketing mix. Attractive and 

appealing benefit packages (products) are created and the costs (price) minimised 

wherever possible, making the exchange easy and convenient (place), and ensuring  the 

messages are communicated through culturally relevant and preferred channels, mediums 

and languages (promotion). 

 Competition analysis 

The factors that compete for Pacific peoples’ attention and may impact on behaviour 

change are identified and addressed. 

Pacific CSFs 

The 11 CSFs in the Pacific domain are elaborations of Andreasen’s benchmark criteria, 

and components of the expanded view of social marketing advocated by Donovan and 
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Henley (2003, 2010). While it is acknowledged these CSFs share origins with the social 

marketing CSFs discussed in the preceding section, they have purposely been framed 

separately to illustrate their departure from Andreasen’s criteria which are widely accepted 

to be core social marketing fundamentals (Gordon et al., 2006a; Stead et al., 2007a; Stead 

et al., 2007b; Stead & Gordon, 2010). It is also to highlight the unique ethnic and cultural 

dimensions which impact on social marketing effectiveness for Pacific peoples. 

 Pacific behaviour change 

The behaviour change goals, objectives and measures for Pacific peoples are ethnic-

specific and culturally relevant, and are determined in partnership with the target 

audiences. The ethnic-specific notion supports previous works by Thornley and Marsh 

(2010) and Sheehan (2005), which identify or describe ethnic-specific approaches for 

Pacific peoples. The self-determination notion is closely aligned with the CBPM community 

organisation and participation constructs (Bryant et al., 2000; Bryant et al., 1999; Bryant et 

al., 2007; Bryant et al., 2009). It is also in line with the place of family and community in the 

Pacific worldview and the priority to community-based and validated decision-making 

processes (Du Plessis & Fairbairn-Dunlop, 2009; Gegeo, 2001). 

 Pacific audience research – ethnicity 

Audience research includes ethnic-specific information and analysis to obtain in-depth 

understanding of the groups to inform programme development, implementation and 

evaluation. ‘Ethnic-specific information’ is defined as that pertaining to individual ethnic 

groups (e.g., Samoans, Cook Islanders and Tongans) as opposed to pan-ethnic groups 

(e.g., Pacific peoples). This CSF builds on prevailing social marketing thinking on two 

counts. First, it stipulates that ‘ethnicity’ is a compulsory audience research variable and 

must be taken into account. Second, it clarifies that ‘ethnic-specific’ in relation to Pacific 

peoples refers to individual ethnic groups (often referred to as ‘sub-ethnic groups’). This 

notion supports calls by Pacific health researchers such as Schaaf and colleagues (2000) 

and Sundborn and colleagues (2006) for ethnic-specific programmes and reporting. 

 Pacific audience research – culture 

Audience research includes cultural-specific information and analysis to obtain in-depth 

understandings of the values and beliefs of groups so as to inform programme 

development implementation and evaluation. As with the previous CSF, this factor builds 

on prevailing social marketing thinking by making ‘culture’ a compulsory research variable. 

The separation of ‘culture’ from ‘ethnicity’ is also innovative as it requires distinct and 

measurable data be collected and analysed. This CSF also supports the importance of 

acculturation (changes in culture) being used as a key variable in social marketing, which 

is consistent with the views expressed by Johnson and colleagues (2010), Noble and 

Camit (2005), Wallace and colleagues (2010) and Wallen and colleagues (2002). In 
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addition, it argues that culture should be considered at the intervention outset. This also 

builds on previous Pacific CSF work by Sheehan (2005) by making ‘culture’ part of core 

social marketing practice rather than optional. 

 Pacific segmentation and targeting – ethnicity 

Ethnicity is a key segmentation and targeting variable, and must be used at all times to 

ensure optimal social marketing effectiveness for Pacific peoples. 

 Pacific segmentation and targeting – culture 

Culture is a key segmentation and targeting variable, and must be used at all times to 

ensure optimal social marketing effectiveness for Pacific peoples. This notion supports 

previous work by Raval and Subramanian (2004) on cultural values-driven segmentation 

and targeting. This CSF also builds on prevailing social marketing thinking by separating 

‘culture’ from ‘ethnicity’, highlighting their distinctiveness and emphasising the need for the 

measurable data. It also highlights the need to consider differing levels of culture 

(acculturation). In doing so, it supports calls from Johnson and colleagues (2010), Noble 

and Camit (2005), Wallace and colleagues (2010) and Wallen and colleagues (2002) for 

acculturation to be a key segmentation and targeting variable. 

 Pacific marketing mix 

Approaches for Pacific peoples use all 4Ps of the “marketing mix” and the additional social 

marketing ‘Ps’. This is to ensure the significant individual, community environmental and 

social barriers to change are identified, acknowledged and addressed. This multi-

component, multi-faceted notion is consistent with Sheehan’s (2005) previous work on 

CSFs for Maori and Pacific peoples. 

This CSF extends on Andreasen’s ‘marketing mix’ criteria by positing that all 4Ps of the 

marketing mix must be used; but with some differences in their definition and application. 

Relationships (partnerships) between the social marketing providers and target audiences 

are established and maintained at a local, ethnic-specific level to enhance 

appropriateness, effectiveness and sustainability. This notion extends the social marketing 

‘partnership’ principle to include partnerships with target audiences or consumers 

(Donovan, 2006; NSMC, 2005; Weinreich, 2011). It is closely aligned with the CBPM 

community organisation and participation principles (Bryant et al., 2000; Bryant et al., 

1999; Bryant et al., 2007; Bryant et al., 2009) and wider community-based participatory 

research principles (CBPR; Green & Kreuter, 1991 and Minkler & Wallerstein as cited in 

Bryant et al., 2009; Bracht 1990 as cited in Bryant et al., 2009). It is also consistent with a 

number of Sheehan’s (2005) success factors for Pacific and Māori social marketing, but 

combines these to formulate a single CSF. This research extends the ‘participation’ 

principle to include on-going, systematic participation with, and active involvement by 
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Pacific peoples throughout the social marketing process at a local, ethnic-specific level 

(participation). This supports the CBPM community organisation and participation 

principles (Bryant et al., 2000; Bryant et al., 1999; Bryant et al., 2007; Bryant et al., 2009); 

the wider CBPR principles (Minkler & Wallerstein, 2003; Viswanathan et al., 2004); as well 

as Pacific priority to family and community-based organisation and decision-making and 

the Va. 

This CSF also adopts and extends on some of the ‘social marketing’ P’s. The participation 

of credible people from the local, ethnic-specific communities is critical to facilitate change 

in these communities. This is consistent with the social marketing ‘people’ principle (Baker, 

1996; Donovan, 2006; NSMC, 2005; Weinreich, 2011), the CBPM community organisation 

and participation constructs (Bryant et al., 2000; Bryant et al., 1999; Bryant et al., 2007; 

Bryant et al., 2009) and wider CBPR principles (Green & Kreuter, 1991 and Minkler & 

Wallerstein as cited in Bryant et al., 2009; Bracht 1990 as cited in Bryant et al., 2009). It is 

also consistent with a number of Sheehan’s (2005) success factors, but combines them to 

formulate a single CSF. Opportunities to maximise resources (purse-strings) are also 

sought and acted on. Similarly, opportunities to link and connect policy agendas (policy) to 

maximise impact and ensure a ‘whole systems’ approach to behaviour change. These 

notions are consistent with the social marketing ‘purse strings’ and ‘policy’ principles 

(NSMC, 2005; Weinrech, 2011). 

 Pacific competition analysis 

The influence and impact of culture and religion on Pacific peoples’ behaviours are 

considered and addressed as a priority. 

 Active partnerships throughout 

Active partnerships between the social marketing providers and target audiences 

throughout the process are facilitated and supported. While this is similar to the 

‘partnership’ principle discussed in the preceding point, it differs in that its purpose is not 

only to ensure approach appropriateness, effectiveness and sustainability, but also to 

support Pacific capacity building and empowerment. This is so the community have the 

knowledge and skills to make informed choices that will improve their quality of life. These 

notions are closely aligned with the CBPM community capacity and empowerment (Bryant 

et al., 2000; Bryant et al., 1999; Bryant et al., 2007; Bryant et al., 2009) and wider CBPR 

principles (Minkler & Wallerstein, 1998 as cited in Bryant et al., 2009; Minkler & 

Wallerstein, 2003). 

 Pacific engagement and participation throughout 

There is active engagement with, and participation by, target audiences at a local, ethnic-

specific level throughout the process and is facilitated and supported. Again, this is  similar 
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to the ‘participation’ principle in the ‘marketing mix’; with the additional purpose of  

ensuring cultural appropriateness and the building of Pacific community capacity (see 

Bryant et al., 2000; Bryant et  1999; Bryant et al., 2007; Bryant et al., 2009). 

 Pacific culture throughout 

Culture and cultural values are addressed throughout the social marketing process to 

ensure cultural relevance and integrity. As noted, the consideration of ‘culture’ is presently 

not compulsory; and when it is considered, it is done so inconsistently. This CSF is 

innovative in that it requires that culture and cultural values be addressed systematically.  

 Community-based, led and driven 

The strategy and programmes for Pacific peoples are community-based, led and driven to 

enhance their appropriateness, effectiveness and sustainability. This is closely aligned with 

the CPBM approach (Bryant et al., 2000; Bryant et al., 1999; Bryant et al., 2007; Bryant et 

al., 2009). 

Behaviour change theory CSF 

The single behaviour change theory CSF is the NSMC (2006a, 2006b) ‘theory’ benchmark 

criterion. It is, therefore, consistent with prevailing social marketing thinking. 

 Theory-based and informed 

Social marketing approaches for Pacific peoples are underpinned by behaviour change 

theory (BCT). This is to ensure the influences on behaviours are understood and 

addressed in a systematic manner. This CSF is consistent with the NSMC (2006a, 2006b) 

‘theory’ benchmark criterion. It also supports calls from Lefebvre (2000) and Luca and 

Suggs (2012) for greater use and reporting of BCT in social marketing. 

In addition, social marketing approaches for Pacific peoples are open and flexible to 

enable different BCTs to be drawn upon when and as required to influence change. This 

finding is consistent with previous work by the NSMC (2006a, 2006b) and Lefebvre (2000); 

and with Pacific participants’ views that culture is a fluid process and open to change. 

The views expressed in the talanoa suggest three mainstream BCTs are consistent with 

Pacific peoples’ cognitive thinking processes; and could, therefore be used to understand 

and change their health behaviours. The presence of strong attitudes and beliefs about the 

health issues and desired behaviours, and the impact of significant others such as 

community leaders and parents’ actions (or lack of action) on behaviours suggests in some 

instances the theory of planned behaviour is applicable (Ajzen, 1985, 1991). The notion of 

being inspired and motivated by others’ success suggests that the social cognitive theory 

(Bandura, 1977, 1986) would apply in some instances. The presence of distinct stages of 

‘readiness’ to engage with, and adopt new behaviours suggests that the transtheoretical 

model (Prochaska & DiClemente, 1983; Prochaska et al., 1992; Prochaska & Velicer, 
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1997) would also apply in some situations. However, as noted, decisions as to which BCTs 

are used, how and when, would need to be informed by the audience research. 

7.3 Next steps 

This study presents evidence-based and culturally relevant CSFs for effective social 

marketing for Pacific peoples in New Zealand. They are the CSFs as stipulated in the 

existing literature and as perceived by the three stakeholder groups. While significant, the 

validity of these CSFs is not known. Nor is it known when social marketing approaches 

work best for Pacific peoples, for whom, and under what conditions. Further research is 

required to determine the validity of the CSFs; and to determine whether an ‘optimal’ social 

marketing approach for achieving positive behaviour change for this group exists. 

While the study suggests ‘culture’ and ‘ethnicity’ are crucial for social marketing 

effectiveness for Pacific peoples, the influence of these constructs on behaviour change is 

not known. Further research is recommended. 

In addition, understanding Pacific peoples’ health behaviours and what drives their 

behaviour change is crucial for supporting their behaviour change. However, currently 

there is no literature in this area. It is recommended research into the validity of 

mainstream behaviour change theories in explaining this group’s health behaviour be 

conducted to support improved social marketing practice and outcomes. 

7.4 Strengths and limitations of this research 

There were a number of strengths and limitations of this study which must be considered 

when interpreting the results. 

Strengths 

The use of the document analysis and talanoa provided deeper and richer understandings 

of the CSFs for social marketing effectiveness for Pacific peoples. The talanoa in particular 

not only provided context and meaning to the CSFs noted in the document analysis, but 

additional insights from these groups’ differing perspectives. 

Weaknesses 

The limitations associated with the document analysis (Part 1a) were in relation to its 

inclusion criteria and the sample. The requirement that eligible documents must be in the 

public domain was stipulated to ensure consistency. However, it is acknowledged this 

excluded documents held by individual programme sponsors or managers; and may have 

inadvertently increased the risk of selective or incomplete records. In saying that, there 

were limitations with existing sample. The sample was selective, unbalanced or 

incomplete. In most instances, there was considerable information on process and impact 
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outcomes, yet little data to substantiate these. There was also little information on 

theoretical perspectives, methodologies, and the rationale for their selection. Most 

information was limited to behaviour change goals or objectives, audience research and 

the marketing mix. That said, given the consistency in findings across the available 

intervention documents, it is proposed that access to more complete records would only 

have strengthened the validity of the findings. 

The limitations associated with the talanoa (Part 1b) were in relation to the method and 

sample representativeness. While there are no research limitations associated with the 

talanoa when examined from a Pacific worldview, there could be when examined from a 

western perspective (Vaioleti, 2006). This is particularly in relation to the collaborative and 

interactive nature. Standard semi-structured interviews and focus groups could have been 

employed, but may not have achieved the mo’oni (true information) from Pacific 

participants. Moreover, such approaches would not have been consistent with the Pacific 

methodology which guided this research. This limitation is, therefore, a theoretical issue. In 

addition, the representativeness of the sample is not known because the respective 

populations have not been defined. Thus, the talanoa findings are not generalisable to a 

wider population, but rather indicative. 

7.5 Implications of this research 

This study has provided information on the evidence-based and culturally relevant CSFs 

for effective social marketing for Pacific peoples in New Zealand. The findings have 

important implications for social marketing research and practice; which are discussed 

separately in this section. 

7.5.1 Implications for research 

The study has two important implications for social marketing research. First, it supports 

the development of the social marketing evidence. As shown, there is little evidence by 

which to inform and enhance social marketing for Pacific peoples or generally in New 

Zealand. It is, therefore, difficult to see how behaviour change can realistically be 

achieved. The CSFs produced in this research provide a starting point for the development 

of the Pacific social marketing evidence base. 

Second, the creation of the Pacific mixed methods mental models methodology and its 

successful application in this study shows differing ‘cultural’ paradigms can engage 

meaningfully to provide richer and deeper understandings of phenomena. The document 

analysis conveyed magnitude (precise measurements) albeit qualitatively. The talanoa, on 

the other hand, provided contextual meanings for these CSFs; but then also contributed 

new, additional insights on CSFs for Pacific peoples and meanings not captured in the 
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documents. Thus, demonstrating the value of the Pacific mixed methods mental models 

methodology for explaining complex phenomena for this group. 

7.5.2 Implications for practice 

This study also has two implications for social marketing practice. First, it provides the first 

known evidence-based and culturally relevant CSFs for social marketing effectiveness for 

an ethnic group. While most of the factors are consistent with prevailing social marketing 

thinking, it is their conceptualisation within a Pacific cultural worldview which sets them 

apart. For example, the CSFs are conceptualised within a family and collective ‘social 

good’ mind frame, which governs Pacific peoples’ beliefs, decisions, actions and 

behaviours. This ‘social good’ is socially and communally constructed and understood. It is 

not debateable or negotiable as it is within a western worldview (see Donovan & Henley, 

2003, 2010; Lee & Kotler, 2011a). All CSFs are also equally important and crucial for 

achieving behaviour change for this group; and not optional as it appears in prevailing 

social marketing. The individual, familial, environmental and structural foci of the Pacific 

CSFs aligns Pacific social marketing thinking to Donovan and Henley’s definition and 

vision for social marketing (Donovan, 2003, 2010). Furthermore, the key outcomes of 

social marketing for Pacific peoples are community empowerment, participation, capacity-

building and sustainability; with change led and driven from within. In this way, Pacific 

social marketing is closely aligned to the community-based social marketing approaches. 

Thus, such approaches should be used to achieve behaviour change for this group. 

Second, this research highlights the dynamic relationship between the ‘culture’ and 

ethnicity’; which are not only distinct but inter-related. For example, when the participants 

in the talanoa spoke of the need for ethnic-specific approaches, their arguments were 

based on cultural factors: beliefs, attitudes and practices. The talanoa also revealed the 

existence of ‘levels of culture’ within the Pacific and ethnic-specific groups, as 

conceptualised by the notion of acculturation (Berry, 1980, 2005). Thus, understanding the 

influence of these two constructs on Pacific peoples’ behaviour change, and when and 

how they come into play, is crucial for achieving behaviour change for this group. 
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SECTION III: STUDY 2. EFFICACY OF A PACIFIC SOCIAL 
MARKETING APPROACH 

Chapter 8. Rationale for the study and additional 
background literature 

8.1 Purpose of this chapter 

The first study of this research documents evidence-based and culturally relevant critical 

success factors (CSFs) for effective social marketing for Pacific peoples in New Zealand. 

They are the CSFs as stipulated in the existing social marketing literature and considered 

by the three key stakeholder groups in this study as crucial for Pacific social marketing 

effectiveness. While they are significant, it is not known if social marketing approaches 

comprising these CSFs lead to greater positive behaviour change. In addition, it is not 

known when social marketing work best, for which Pacific ethnic groups, and under what 

conditions. An efficacy study will go some way to answering these questions. 

This chapter is in four sections. In the first section, the rationale for this efficacy study is 

discussed. This is followed by background literature on the efficacy research methodology 

and potential study designs in the second section. In the third section, literature on three 

behaviour change theories as potential frameworks to measure and understand behaviour 

change in this study is provided. This is followed by a summary of the chapter in the final 

section. 

8.2 Rationale for the study 

A number of areas for further research emerged from the first study. One was to determine 

whether a social marketing approach based on the CSFs achieves greater positive change 

for Pacific peoples. This is not only to validate the CSFs, but also to determine whether an 

‘optimal’ social marketing approach for this group exists. Another was to ascertain the 

influence of ‘culture’ and ‘ethnicity’ on social marketing effectiveness for Pacific peoples. 

This is not only to validate calls for Pacific social marketing approaches to be ethnic-

specific and cultural-based (see chapter 6; Akroyd & Wyllie, 2003; ALAC, 2005; Clinical 

Research & Resource Centre Waitemata District Health Board, 2007; Wyllie, 2007); but 

also to understand when and how these constructs influence behaviour change. A final 

area for further research was to obtain an understanding of Pacific peoples’ health 

behaviour and the factors that influence their behaviour change. As noted, most of the 

literature in this area is limited to descriptive studies and health outcomes reporting. There 

is a dearth of literature explaining Pacific peoples’ health behaviour from a cognitive, 

behaviour change perspective. These research questions provide the rationale for this 

second study.  
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Investigating whether a social marketing comprising the CSFs leads to greater positive 

behaviour change for Pacific peoples will be done using an efficacy research methodology. 

This methodology will also help determine the influence of ‘culture’ and ethnicity’ on social 

marketing for this group. A New Zealand European comparison group will be included in 

this study to provide further insights on the influence of these constructs on behaviour 

change; and the efficacy of the CSF-based social marketing approach. It is for these same 

reasons why the Pacific sample in this study will be configured to comprise significant 

samples of Samoans, Cook Islanders and Tongans. Combined these three groups account 

for 90% of the total Pacific population in New Zealand (Stats NZ, 2007a, 2007b, 2007c). 

Thus, inferences in relation to the Pacific population will be able to be made from their 

combined data. In addition, they are the main target audiences for prevailing Pacific social 

marketing efforts in New Zealand. As noted in 1.1. and will be discussed in the following 

section, the efficacy research methodology was selected because it is the only 

methodology that could measure the effects of different intervention components. 

In addition, measuring and understanding any behaviour change will be done using a 

behaviour change theory (BCT). The BCT will also provide an understanding of the health 

behaviour of Pacific peoples and the four noted ethnic-specific groups. Selecting a BCT 

that is efficacious in measuring and explaining behaviour change, and for ethnically and 

culturally-diverse groups is crucial for this study. Three potential theories and their 

suitability for this study will also be discussed in this chapter; and a BCT selected. 

8.3 Efficacy research methodology 

As noted in 4.2.4, the research methodology is the strategy or design that supports the 

selection and use of particular methods in any research (Crotty, 1998). There are two 

research methodologies that could have been used for this study: the efficacy and 

effectiveness. While they use similar study designs and methods to explore phenomena, 

their approach to doing so differs (Babcock, 2000). As will be discussed, it is these 

differences which saw the efficacy research methodology selected for this. 

8.3.1 Efficacy and effectiveness studies 

Efficacy studies investigate how well an intervention works under ‘optimal’ conditions 

(Evans et al., 2009; Flay, 1985; Flay et al., 2005; Marchand, Stice, Rohde & Becker, 2011; 

Smith, Sinclair, Raine & Reeves, 2005). Generally conducted prior to large-scale 

implementation, their focus is on understanding the mechanisms of an intervention and the 

factors that influence effects (Babcock, 2000; The Wing Institute, 2012). Establishing 

causal relationships between the intervention and effects is of primary concern (Evans et 

al., 2009; Flay, 1985). Efficacy studies are, therefore, typically conducted in research 



 

95 

settings under highly controlled, experimental conditions. This is to ensure the effects can 

be attributed to the intervention and not external factors (Evans et al., 2009; Flay, 1985; 

Glasgow et al., 2003; Zwarenstein, Treweek, Gagnier, Altman, Tunis, Haynes et al., 2008). 

Confounding and intervening factors are also controlled to eliminate any alternate 

explanations for the effects. In addition, homogenous, highly defined participants are 

selected to eliminate any variability that might impact on the results (Evans et al., 2009; 

Flay, 1985; Glasgow et al., 2003; Zwarenstein et al., 2008). This strong focus on 

establishing causality (internal validity), however, affects the generalisability of findings to 

other target audiences and settings (external validity; Evans et al., 2009; Flay, 1985; 

Glasgow et al., 2003). The external validity for efficacy studies tends to be lower than for 

effectiveness studies, as shown in Table 10 which outlines the key features of both 

methodologies. In addition, the conduct of efficacy studies before implementation in ‘real 

world’ settings also means implementation fidelity and success is not known (Evans et al., 

2009; Flay, 1985). 

Table 10. Key features of efficacy and effectiveness studies 

Features Efficacy study Effectiveness study 

Randomise participants Yes No 

Manipulate intervention Yes No 

Measure campaign exposure No Yes 

Longitudinal tracking Yes Yes, with limitations 

Internal validity Higher Lower 

Measure dose response Yes Yes, with limitations 

External validity Lower Higher 

Cost Lower Higher 

Source: Evans et al., 2009 

Efficacy studies are used in public health to evaluate the success of health education 

interventions before large-scale implementation (e.g., Van Keulen, Mesters, Brug, 

Ausems, Campbell, Resnicow et al., 2008; and Wingood, DiClemente, Villamizar, Er, 

DeVarona, Taveras et al., 2011). Some studies in the United States have included 

‘Asian/Pacific Islander’ samples (e.g., Chang, Sue, Zola & Ko, 2009; and McTiernen, 

Martin, Peek, Aragaki, Chlebowski, Pisano et al., 2005). However, efficacy studies in the 

health field are more prevalent in medical health research where they are used to test a 

wide range of interventions. These interventions include new drugs, medical procedures, 

protocols and training programmes (e.g., see Chappell, Littlejohn, Kajdasz, Scheinberg, 

D’Souza & Moldofsky, 2009; and Grover, Kumar & Chakrabarti, 2011; and Trachtenberg, 

Velazquez, Williams, McNiece, Fishman, Nguyen et al., 2010; and Sun, Long, Huang & 

Chiang, 2010).  

Efficacy studies are also used in social marketing in health but to a lesser extent. ‘Efficacy 

testing’ as it generally referred to is limited to the testing the ‘marketing mix’ components of 
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an intervention during the development phase (Dougherty et. al., 2009; Weinreich, 2011); 

and the piloting of school-based interventions before large-scale implementation (Donovan 

& Henley, 2003, 2010). A few of the latter studies in the United States have included 

‘Pacific Islanders’ as part of a wider ‘Asian/Pacific Islander’ sample (e.g., Clapp, Lange, 

Russell, Shillington & Voas, 2003; Shive & Morris, 2006). However, these studies and the 

efficacy testing of population-wide interventions in social marketing are limited. Budgetary 

and time constraints are the main reasons given for this (Donovan & Henley, 2010), as 

noted in 1.1. There have, however, been calls from leading social marketing and health 

communications scholars and practitioners, such as Andreasen (2010) and Evans and 

colleagues (2009) for a greater emphasis on efficacy research to advance social marketing 

theory and practice. 

Effectiveness studies, on the other hand, investigate how well an intervention works under 

‘real world’ conditions (Evans et al., 2009; Flay, 1985; Flay et al., 2005). Conducted during 

or after implementation, their focus is on understanding the impact of the intervention on a 

population or setting (Babcock, 2000; The Wing Institute, 2012). Establishing the 

generalisability of the findings and their applicability to other target audiences and settings 

(external validity) is, therefore, of primary concern. Thus, effectiveness studies are usually 

conducted in everyday settings under flexible conditions, and with broadly defined 

participants (Evans et al., 2009; Flay, 1985; Zwarenstein et al., 2008). This strong 

emphasis on external validity is, however, at the expense of the internal validity (causality) 

of the studies (Evans et al., 2009; Flay, 1985; Glasgow et al., 2003). The internal validity of 

these studies tend to be lower than for efficacy studies. The inability to control for or isolate 

confounding and intervening factors that might impact on the effects also makes 

establishing causality difficult (Evans et al., 2009).  

Effectiveness studies are the main research methodology used in public health to evaluate 

intervention success. These interventions include health policy, protocols, training 

programmes and health promotion and education programmes. Effectiveness studies have 

been used extensively in New Zealand to evaluate the success of community health 

interventions for Pacific peoples (e.g., Centre for Health Services Research and Policy, 

2011, 2012). As noted in 2.3, effectiveness studies are also the main research 

methodology used to evaluate the success of social marketing interventions (Dougherty et 

al., 2009). These interventions include mass media interventions and multi-component 

interventions based in communities, schools and other settings (Gordon et al., 2006a; 

Stead et al., 2007a). They are also the only methodology used to evaluate the success of 

social marketing interventions in New Zealand that include a focus on Pacific peoples 

(e.g., Wyllie et al., 2008). 
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While both methodologies have their respective strengths and limitations, the efficacy 

methodology was considered the most suitable methodology for answering the research 

questions. However, its limited use in social marketing and for Pacific peoples means there 

is little evidence base to inform the study design or protocols. Understanding the different 

efficacy study designs is, therefore, an important first step to selecting the most 

appropriate design for answering the research questions in this study. 

8.3.2 Efficacy study designs 

Efficacy study designs in health 

Most efficacy studies in health are experimental randomised controlled trials (RCTs; Flay, 

1985; Oleske, 2010). As noted in 2.3.2, RCTs are considered “gold standard” evaluation 

and the most definitive design for determining intervention success (Babcock, 2000; 

Campbell & Stanley, 1963). This is because a distinguishing feature of experimental 

designs generally is the ability to control the independent variable being studied. The 

parallel-group RCT is the most prevalent design used in health efficacy studies (Bhandari 

& Joensson, 2009; Hopewell, Dutton, Yu, Chan & Altman, 2010). In this design, each 

group of participants receives one treatment only (e.g., one group receives the intervention 

treatment [A] and the other the control [B]). Between-participant comparisons are produced 

as a result (Bhandari & Joensson, 2009). However, large samples are required to produce 

statistically valid findings (Bhandari & Joensson, 2009). The Florida AMIGAS human 

immunodeficiency virus (HIV) prevention intervention to increase condom awareness and 

use amongst Latina women is an example (Wingood et al., 2011). Participants were 

randomly assigned to intervention groups (received culturally adapted AMIGAS 

intervention) or control groups (received standard health intervention). The intervention 

proved efficacious, with participants’ condom use significantly more consistent and higher 

in the intervention group than in the control group. Some of the noted limitations of the 

study were social desirability bias because of the reliance on self-reported data, and a lack 

of ‘quantifiable biological outcomes’ (Wingood et al., 2011). 

The cross-over RCT design is the next most prevalent efficacy study design in health 

(Hopewell et al., 2010). Each participant receives all treatments over time in random order. 

That is, some receive the intervention treatment first followed by the control (A; B); while 

others the treatments in the reverse order (B;A: Bhandari & Joensson, 2009; Hayes & 

Moulton, 2009; Jones & Kenward, 2003; Smith et al., 2005; Yamamoto, 2008). This is to 

control for time effects of using two treatments (Hayes & Moulton, 2009). Within-participant 

comparisons are produced as a result (Bhandari & Joensson, 2009; Hayes & Moulton, 

2009). Smaller samples than those for parallel-group RCTs are required because 

participants act as their own control (Bhandari & Joensson, 2009; Smith et al., 2005; 
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Yamamoto, 2008). However, the order in which the treatments are presented and residual 

effects from the initial to subsequent treatments may confound estimates of effects (Hayes 

& Moulton, 2009; Smith et al., 2005). Participant attrition (withdrawals or incomplete data) 

is also a threat due to the longer duration of these studies (Hayes & Moulton, 2009; Smith 

et al., 2005). The Polish heart rate-lowering ivabradine study for patients with chronic 

obstructive airway disease (COPD) is an example (Majewski, Slomka, Zielinska-

Wyderkiewicz, Ciebiada & Gorski, 2012). Participants received the intervention (7.5mg 

ivabradine twice daily for five days) and control (placebo twice daily for five days) 

treatments in a crossover manner. The intervention was found to be efficacious, with both 

groups recording significantly lower mean heart-rates than the control intervention 

(Majewski et al., 2012). 

The cluster RCT design is considered appropriate for testing interventions delivered at an 

organisation or community level. These include health education programmes, services or 

communications campaigns (Bhandari & Joensson, 2009; Hayes & Moulton, 2009). This 

design is also used to avoid contamination which may result if individuals from the same 

community are randomised into different treatment groups. In this design, pre-existing 

groups of participants such as communities, schools or churches are randomly allocated to 

be intervention groups (receive intervention treatment) or control groups (receive standard 

or no intervention treatment; Bhandari & Joensson, 2009; Hopewell et al., 2010; Smith et 

al., 2005). Between-and within intervention comparisons are produced as a result (Hayes 

& Moulton, 2009). However, the use of two different measurement units (cluster and 

individual) may confound estimates of effects (Campbell, Piaggio, Elbourne & Altman, 

2012). In addition, large samples are required to produce statistically valid findings due the 

greater within-cluster similarities between individuals compared with those in other clusters 

(Bhandari & Joensson, 2009; Hayes & Moulton, 2009). The multi-site EBAN HIV/sexual 

transmitted diseases (STD) prevention campaign for African American HIV heterosexual 

serodiscordant couples is an example (El-Bassel, Jemmott, Landis, Pequegnat, Wingood, 

Wyatt et al., 2010). African Americans HIV serodiscordant couples in four states were 

allocated to the intervention group (received couple-based EBAN HIV/STD risk-reduction 

intervention) or control group (received needs-matched, individual-focused health 

promotion intervention). The intervention proved to be efficacious, with the proportion of 

condom use and percentage (adjusted) of consistent condom use amongst couples 

significantly higher amongst those in the intervention group than among those in the 

control (El-Bassel et al., 2010). Their mean (adjusted) number of unprotected sexual acts 

was also significantly lower. However, the representativeness of the sample was not 

known; and social desirability bias possible because of the reliance on self-reported data 

(El-Bassel et al., 2010). 
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The factorial RCT is the most effective design for examining interactions between multiple 

interventions (Trochim & Donnelly, 2006, 2008). In this design, two or more interventions 

are evaluated separately and in combination to detect interaction effects (Bhandari & 

Joensson, 2009). This involves analysing the interventions (factors) and the discrete 

values (levels) within them. Multiple research questions can be answered using the same 

data (Smith et al., 2005). In its simplest form – the 2 x 2 factorial design (factor x levels) - 

two factors are evaluated separately and in combination (Bhandari & Joensson, 2009). For 

example, some participants receive intervention A, some B, some AB and others no 

intervention. Between-intervention and within-intervention comparisons are produced as a 

result (Bhandari & Joensson, 2009; Whelan, Dainty & Chahal, 2012; Yamamoto, 2008). 

However, mutually exclusive interventions cannot be measured. The potential for errors 

(type 1) is higher because of the multiple testing. Significantly larger numbers are also 

required to detect significant interactions (Bhandari & Joensson, 2009; Whelan et al., 

2012; Yamamoto, 2008). An example of a 2 x 2 factorial design is the North Carolina 

Seniors Health and Activity Research Program Pilot (SHARP-P) trial on the influence of 

cognitive training and physical activity on cognitive outcomes (Legault, Jennings, Katula, 

Dagenbach, Gaussoin, Sink et al., 2011). Participants were randomly assigned to four 

treatments: cognitive testing (CT), physical activity training (PA), cognitive testing and 

physical activity training (PACT) and health education control (HAE). Significant between-

intervention differences were found, with CT and PACT group attendance and retention 

rates significantly higher than those in the PA group (Legault et al., 2011). Significant 

changes in cognitive and performance measures were also reported for these same 

groups. In addition, significant intervention by age interaction effects were found, with 

improvements in the cognitive composite measure for the PA group as age increased but 

the reverse for the CT and PACT groups (Legault et al., 2011). However, the availability of 

'make up' sessions for the CT only, the scheduling of PA and CT sessions on the same 

day, and the innovative PACT intervention were noted limitations of the study. The control 

treatment (HAE) was also not considered a feasible control (Legault et al., 2011). 

Quasi-experimental designs are also used in health efficacy studies. These designs are 

typically conducted when it is not considered feasible, practical or ethical to conduct 

experimental RCTs (Eccles, Grimshaw, Campbell & Ramsay, 2003; Ho, Peterson & 

Masoudi, 2008; Kirk, 2009). Most are observational, cross-sectional or longitudinal studies. 

Cross-sectional studies provide a “snapshot” of an outcome of interest for a given 

population at a single point in time (Kenstenbaum, 2009; Mann, 2003; Reichenheim & 

Coutinho, 2010). Causality is difficult to establish because of the one-off measurement 

time point (Mann, 2003; Moon, 2010). Selection bias may also affect the external validity. 

Longitudinal studies on the other hand can establish causality because they involve 
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measurement on outcomes of interest for a representative population cohort over several 

time points (Hedeker & Gibbons, 2006). However, participant survival and attrition 

(withdrawal) is a major threat because of the longer duration of these studies. 

Measurement bias (events and experiences during measurement points affect participants’ 

responses: history and maturation) and testing bias (differences in participant 

demographics) may also confound estimates. Furthermore, the confounding factors may 

also not be equally distributed across the cohort (Hedeker & Gibbons, 2006). 

Efficacy study designs in social marketing 

Market research methodologies are used to test the efficacy of intervention components 

during the development phase. While like health their emphasis is on understanding 

whether the components work, their drivers differ. Optimal target audience reach, 

expediency and cost-effectiveness appear to be key drivers for efficacy testing in social 

marketing. Efficacy testing is normally conducted via a series of qualitative, “cross-

sectional”-type studies to elicit a sample's views on different intervention components and 

activities. Focus groups and intercept interviews (interviewer random selection of 

participants in highly-frequently public places who he/she believes matches the target 

audience profile) are the standard methods used for this (McCormack Brown, 

Lindenberger & Bryant, 2008; Weinreich, 2011). While it is acknowledged the latter method 

in particular is not statistically representative and may impact on the generalisability of the 

findings, expediency and the low costs associated appear to mediate this (Weinreich, 

2011). 

The few efficacy studies conducted to pilot social marketing interventions before large-

scale implementation are methodologically similar to those conducted in health. Most are 

cluster RCT or cross-sectional studies, and conducted in the same manner as health 

efficacy studies. The Atlanta Eat for Life Trial (Resnicow et al., 2000a, 2001), a fruit and 

vegetable intervention, is an example of a cluster RCT study. In this study, fourteen African 

American churches were randomly allocated to the primary intervention group (received 

self-help intervention, one telephone cue call and three motivational interviewing-based 

counselling calls), secondary intervention group (received self-help and one cue call) and 

control group(received standard nutrition education materials, followed by cultural 

materials 1 year post). The primary intervention proved to be efficacious, with churches 

reporting a significantly greater increase in daily servings of fruit and vegetable than 

churches in the other treatment groups. However, social desirability bias, sample 

representativeness and the inability to ascertain whether the primary intervention groups’ 

positive effects was due to the actual intervention or increased contact and attention from 

the health counsellor were other noted limitations (Resnicow et al., 2000a, 2001). The 

Colorado POWER condom awareness and use campaign (Bull, Posner, Ortiz, Beaty, 
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Benton, Lin et al., 2008) for African American and English-speaking Latina women is an 

example of a cross-sectional study. In this study, 6 of the 12 neighbourhoods were 

randomly allocated to the intervention (received POWER social marketing campaign) 

group. A second cross-sectional survey on condom knowledge, attitudes, use and 

awareness of POWER was conducted with all 12 neighbourhoods to determine the 

efficacy of the intervention. The intervention was not found to be efficacious, with no 

significant pre-test-post-test differences in condom use, knowledge and attitudes between 

the treatment groups (Bull et al., 2008). This was attributed, in part, to contamination, with 

some women in the control groups knowledgeable about unique elements of the POWER 

campaign. However, post-hoc analyses on all post-campaign data, regardless of 

neighbourhood, found positive associations between exposure to POWER with condom 

use (Bull et al., 2008). The noted limitations of the study included contamination, the small 

scale and limited intensity of the campaign and insufficient statistical data to detect change 

in condom use  

Summary 

An experimental design will be used for this study. At this stage, a custom factorial design 

appears to be appropriate as it would enable the efficacy of the Pacific social marketing 

approach to be evaluated separately and in combination with other approaches. It would 

also enable measuring of the influence of ‘culture’ and ‘ethnicity’ on behaviour change. 

However, the actual study design will need to be informed by the development process to 

ensure it is supports the answering of the research questions; and is culturally relevant. 

8.4 Behaviour change theory 

Measuring and understanding any behaviour change is crucial to determining the efficacy 

of the Pacific social marketing approach. It is also important for understanding health 

behaviour and the drivers of behaviour change. Behaviour change theories (BCTs) have 

been used extensively in health promotion for these reasons (Glanz et al., 2005; Glanz et 

al., 2008; Hastings, 2007; Michie & Abraham, 2004). The evidence suggests theory-based 

health interventions are more effective than those that are not (Glanz & Bishop, 2010; 

Noar et al., 2007). The use of BCTs in social marketing in health is, however, not as 

prevalent as in health promotion. This is despite the evidence supporting its utility, and its 

potential being acknowledged by some in the field (see Donovan & Henley, 2003, 2010; 

and French & Blair-Stevens, 2005; and Hastings, 2007; and Lefebvre, 2000; and NSMC, 

2005, 2006a, 2006b). A recent review by Luca and Suggs (2012) on BCT use in social 

marketing found only 17 interventions described and systematically applied BCT. They 

noted an overall lack or under-reporting of the use of BCT; a finding consistent with earlier 

observations made by Lefebvre (2000).  
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This section presents three BCTs or models for consideration for this study: the staged 

TTM (Prochaska & DiClemente, 1983; Prochaska et al., 1992; Prochaska & Velicer, 1997) 

and the social cognition model theories of SCT (Bandura, 1977, 1986) and TPB (Ajzen, 

1985, 1991). Evidence on their validity and predictive validity in influencing health 

behaviour change generally and Pacific peoples is discussed. Any criticisms or gaps in the 

literature pertinent to this study are also discussed. These BCTs and model were selected 

because they were identified in the first study of this research as potentially relevant for 

Pacific peoples in New Zealand (see 7.2.2 for discussion). 

8.4.1 Transtheoretical model 

The transtheoretical model (TTM) has been used extensively in health promotion to 

change behaviour across a range of health domains, populations and settings (Prochaska 

& DiClemente, 1983; Prochaska et al., 1992; Prochaska & Velicer, 1997). These 

behaviours include smoking cessation, nutrition and physical activity. Populations include 

ethnic, geographic and work-based populations (Prochaska, Redding & Evers, 2008). A 

number of TTM-based health intervention studies in New Zealand have included Pacific 

samples (e.g., Maddison & Prapavessis, 2006; Prapavessis, Maddison & Brading, 2004). 

However, there is little ethnic-specific reporting. Similarly, a number of studies in the 

United States (e.g., Dishman, Vandenberg, Motl & Nigg, 2010; and Howarth, Nigg, Motl, 

Wong & Dishman, 2010; and Nigg, McCurdy, McGee, Motl, Paxton, Raheem et al., 

2009a). However, they tend to be part of a wider ‘Asian/Pacific Islander’ sample. TTM has 

also been used extensively in social marketing in health. However, no literature on TTM-

based social marketing interventions that include Pacific samples was located. 

The TTM 

The TTM is a staged model of behaviour change which views change as a progression 

through discrete, sequential stages7 (‘stages of change’; Prochaska & DiClemente, 1983; 

Prochaska et al., 1992; Prochaska et al., 2008; Prochaska & Velcier, 1997). As shown in 

Figure 5, the first stage is pre-contemplation, where individuals have no intention of 

changing their behaviour within the next 6 months (Prochaska et al., 1992; Prochaska & 

Velcier, 1997; Prochaska et al., 2008). They are either unaware of the consequences of 

their current behaviour; or resistant to change because of previous unsuccessful attempts. 

In the contemplation stage, individuals are intending to change their behaviour within the 

next 6 months (Prochaska et al., 1992; Prochaska & Velcier, 1997; Prochaska et al., 

2008). They are actively considering the pros and cons of making the change which can 

result in periods of contemplation, ambivalence or procrastination (Prochaska et. al., 2011; 

                                                 
7
 Some descriptions of the TTM describe the first 5 stages only. The 6-stage version is used in this thesis 

because it is the model used by Prochaska, one of the developers of the model. 
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Prochaska & Velicer, 1997). In the preparation stage, individuals are planning to change 

within the next month (Prochaska et al., 1992; Prochaska & Velcier, 1997). They have a 

plan of action and have already made significant steps towards change within the past 12 

months (Prochaska et al., 1992; Prochaska & Velcier, 1997). Action is the next stage, 

where individuals are actively working to change their behaviour. Visible changes in their 

behaviours or environment have been made within the last 6 months (Prochaska et al., 

1992; Prochaska & Velcier, 1997). Maintenance is the fifth stage, where individuals are 

actively working to maintain the new behaviour and prevent relapse (Prochaska et al., 

1992; Prochaska & Velcier, 1997). This stage can last anywhere from 6 months to 5 years 

(Prochaska et al., 2008). Termination is the final stage, where behaviour change has been 

established and there no temptation to revert to old behaviours (Prochaska et al., 2008). 

Figure 5. The transtheoretical model: stages of change constructs 

 

According to the TTM, individuals use range of experiential and behavioural processes to 

progress through the stages (‘processes of change’). In the early stages, these processes 

are experiential and evaluative (Prochaska et al., 2008). As individuals move towards 

action, the processes are behavioural; with them reliant on conditioning and environmental 

and personal controls and support (Prochaska et al., 2008). These processes are outlined 

in Table 11. 

Table 11. The transtheoretical model: processes of change constructs 

Constructs Description 

Experiential Processes  

Consciousness raising Seeks new information and ideas that support the 
healthy behaviour change 

Dramatic relief Experiences negative emotions (fear, anxiety, 
worry) associated with the unhealthy behavioural 
risks 

Self re-evaluation Realises behaviour change is an important part of 
one’s identity 

Environmental re-evaluation Realises the negative impact of the unhealthy 
behaviour or the positive impact of the healthy 
behaviour on one’s social and/or physical 
environment 

Self-liberation Makes a commitment to change 

Behavioural  Processes  

Helping relationships Seeks and uses social support for healthy 
behaviour change 
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Constructs Description 

Counter conditioning Substitutes  unhealthy behaviours and cognitions 
for healthier ones  

Reinforcement management Increases the rewards for the positive behaviour 
change and decreases the rewards for the 
unhealthy behaviour 

Stimulus control Removes reminders or cues to engage in the 
unhealthy behaviour and adds cues or reminders to 
engage in the healthy behaviour 

Social liberation Realises the social norms are changing towards 
supporting the healthy behaviour change 

Source: Adapted from Prochaska et al., 2008 

Successful progression through the stages is mediated by three key constructs.8 

‘Decisional balance’ is an individual’s weighing up of the pros and cons of change 

(Prochaska et al., 2008). It is considered the best predictor of change (Prochaska & 

Velcier, 1997; Prochaska et al., 2008). ‘Self-efficacy’ is an individual’s “situation-specific 

confidence” that they can cope with risky situations without relapsing (Prochaska et al., 

2008). It is considered the best indicator of change maintenance (Prochaska & Velcier, 

1997). ‘Temptation’ is the final construct, and reflects urges to engage in the undesired 

behaviour when under pressure (Prochaska & Velcier, 1997). According to the TTM, all of 

these constructs, together with the stages and processes of change constructs, influence, 

explain and predict behaviour change. 

The evidence 

The predictive validity of the TTM is not known. This is because most TTM research has 

focused on establishing the predictive validity of individual or combinations of the TTM 

constructs, rather than the full model (Armitage, 2010; Bridle, Riemsma, Pattenden, 

Soeden, Watt & Walker, 2005). What limited evidence there is indicates that the tailoring of 

interventions on multiple TTM constructs is associated with greater behaviour change 

(Noar et al., 2007).  

Most TTM research and interventions have been based on the stages of change construct. 

Evidence on the predictive validity of this construct is, however, mixed. For example, a 

study by Maxwell and colleagues (2006) supported the predictive validity of this construct 

on mammography adoption in Canadian women, but not their subsequent participation. 

Callaghan and colleagues’ (2012) study found TTM to be a modest predictor of exercise 

amongst Hong Kong-Chinese high school students, with increases in self-efficacy and 

decisional balance unable to discriminate between those changing from pre-contemplation 

and contemplation to maintenance. There is some evidence on the validity of the individual 

TTM constructs. However, it is also mixed. For example, a longitudinal study by Geller and 

                                                 
8
 Most descriptions of the TTM describe 2 mediating constructs only: decisional balance and self-efficacy. 

Templation is included in this because it is included in the latest versions of the model by Prochaska.  
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colleagues (2012) supported the validity of all TTM constructs for physical activity for an 

ethnically diverse sample in Hawai’i. A cross-sectional study by Horwath and colleagues 

(2010) also supported the validity of all TTM constructs for a similar population but in 

relation to fruit and vegetable consumption. However, contrary to TTM most experiential 

and behavioural processes increased in the early stages and then levelled off. A cross-

sectional study by Blaney and colleagues (2012) also supported the validity of all TTM 

constructs in relation to regular exercise for North Carolinian African Americans, except for 

the decisional balance-con scale. 

Critique of TTM for this study 

Despite the TTM being used extensively in health, it has been widely criticised (Armitage, 

2008; Brug, Conner, Harre, Kremers, McKellar & Whitelaw, 2005; Wilson & Schlam, 2004). 

While there are numerous conceptual, methodological and implementation issues to 

consider, this discussion focuses on those most pertinent to this study. First, while the 

TTM identifies the stages of change individuals progress through, the processes used to 

do so, and the factors that mediate this progression, it does not identify what drives the 

changes. Second, the TTM cannot integrate social and economic factors that may impact 

on an individual’s readiness to change (Macnee & McCabe, 2004; Taylor, Bury, Campling, 

Carter, Garfield, Newbould et al., 2006). It is, therefore, questionable whether it can 

integrate other influencing factors, such as ‘culture,’ and ‘ethnicity.’ How to account for past 

behaviour is a third consideration. Behaviour change in TTM is measured by progression 

from the current (first) stage to future stages. However, the effect an individual’s 

current/past behaviour has on their behaviour change is difficult to determine. Insights are 

generally limited to a simple ‘current or past behaviour’ item in the algorithms when 

participants are being to stages (Guo, Aveyard, Fielding & Sutton, 2009). However, not all 

algorithms include this item. The lack of standardised and validated algorithms and criteria 

to assign individuals to stages is a final consideration (Adams & White, 2005; Sutton, 

2001). This, and the lack of standardised and validated algorithms and criteria that can be 

applied across multiple behaviours and populations (Adams & White, 2005; Littell & Girvin, 

2002) makes any comparative analyses difficult. 

Summary 

The limited support for the predictive validity of TTM, the lack of clarity on what drives 

behaviour change and its inability to account for influencing factors on behaviour change 

(Macnee & McCabe, 2004; Taylor et al., 2006) are the main reasons why the TTM is not 

considered appropriate for this study. The lack of evidence on its validity for Pacific 

peoples, ethnic groups and standardised and validated measurements (Adams & White, 

2005; Littell & Girvin, 2002; Sutton, 2001) are other key reasons for its non-selection.  



 

106 

8.4.2 Social cognitive theory 

The social cognitive theory (SCT) is another BCT that has been used extensively in health 

promotion to influence behaviour change (Bandura, 1977, 1986, 1989). A number of SCT-

based health interventions in the United States have included Pacific samples as part of 

wider pan-ethnic samples (e.g., Ramirez, Kulinna & Cothran, 2012; Sinclair, Makahi, Shea-

Solatorio, Yoshimura, Townsend & Kaholokula, 2012). However, generally the SCT is 

used in combination with other BCTs rather than as a stand-alone BCT. It is a similar 

situation in social marketing in health; although the SCT is used to a significantly lesser 

extent. 

The SCT 

The SCT posits behaviour is determined by the interplay of personal, behavioural and 

environmental influences (‘triadic reciprocal determinism’; Bandura, 1977, 1986, 1989), as 

depicted in Figure 6. The person-behaviour interaction signifies the influence an 

individual’s thoughts, feelings and biological properties have on his/her actions (Bandura, 

1977, 1986, 1989). In the environmental-personal interaction, an individual’s beliefs, 

expectations and cognitions are developed and shaped by social and physical influences 

within the environment (Bandura, 1977, 1986, 1989). At the same time, his/her physical 

characteristics such as gender, age and ethnicity elicit different responses from their social 

environment. The behaviour-environment interaction embodies Bandura’s contention that 

an individual is both a product and producer of his/her environment (Bandura, 1977, 1986, 

1989). An individual’s behaviour will determine which aspects of their environment they are 

exposed to, and thus the environment that will modify his/her behaviour. It can also 

influence his/her experiences of the environment, in terms of who they interact with and 

the activities they engage in. In addition, an individual’s behaviour can also influence the 

environment; and the environment partly determine which behaviour is developed and 

actioned (Bandura, 1989). The strength of these sources of influence and their respective 

interactions are dependent on the individual, the desired behaviour and the context within 

which the behaviour occurs (Bandura, 1989). 

Figure 6. Social cognitive theory 
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According to the SCT, an individual may use a range of capabilities to determine their 

behaviour within these reciprocally interacting influences. As shown in Table 12, these 

capabilities include creating, storing and recalling symbols to guide future behaviours 

(modelling); to learning from others (observational learning) and assessing one’s ability to 

perform the behaviour (self-efficacy). An individual is likely to perform the desired 

behaviour if he/she believes they have control over the outcome, is confident in his/her 

ability to perform the behaviour, and the barriers to performance minimal (Munro, Lewin, 

Swart & Volmink, 2007). 

Table 12. Social cognitive theory constructs 

Capabilities Description 

Symbolising capability The ability to form, store and recall symbols (mental pictures or words) 
from the observed behaviour to guide future behaviours (‘modelling’) 

Vicarious capability The ability to learn from observing others (‘observational learning’). Is 
governed by the ability to: selectively observe the actions or 
behaviours (‘attentional’); form symbols from the observed behaviours 
to store and recall (‘retention’); convert stored memories into 
appropriate action for modelling (‘reproduction’); and the degree to 
which behavioural outcome expectancies will influence adoption of a 
modelled behaviour (‘motivational processes’). 

Forethought capability The capability to motivate oneself and guide one’s actions 
anticipatorily (Bandura, 1989). Expectations of the behavioural 
outcomes influence the likelihood a behaviour will be performed. 

Self-regulatory 
capability 

The ability to manage or control one’s behaviour. Is achieved via the 
interplay of motivations, social and moral standards.  

Self-reflective capability The ability to analyse experiences and alter thinking. Includes 
confidence in one’s own ability to perform a behaviour (self-efficacy). 

Source: Adapted from Bandura, 1989 

The evidence 

The predictive validity of the SCT is not known. This is because most SCT research has 

focused on establishing the validity of the self-efficacy construct rather than the entire 

theory (Armitage  & Conner, 2000). The conceptual complexity of the SCT also means it is 

difficult to operationalise; and so often only parts of the theory are used (Stone, 1999 as 

cited in Munro et al., 2007). In addition, the use of SCT constructs in combination with 

constructs from other behaviour change theories means in many instances it is difficult to 

distinguish SCT effects. 

Critique of SCT for this study 

Alongside the issues discussed in the preceding paragraph, the reciprocal determinism 

concept has been shown to confound results because its reciprocal nature clouds their 

interpretation (Anderson, Winett & Wojcik, 2007). This is particularly in relation to 

controlling for past behaviour, which the SCT considers integral for determining future 

behaviour (Anderson, et al., 2007). In addition, there are no apparent standardised 
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measures or tools that account for external factors such as ‘culture’ and ‘ethnicity’ 

(Anderson et al., 2007)  

Summary 

The lack of evidence relating to the predictive validity and validity of the SCT means it is 

not suitable for this study. 

8.4.3 Theory of planned behaviour 

The theory of planned behaviour (TPB) is another social cognition model that has been 

used extensively in health promotion to inform, explain and predict behaviour change in 

health (Ajzen, 1985, 1991). A number of TPB-based health intervention studies in New 

Zealand have included a Pacific sample (e.g., Foley, Prapavessis, Maddison, Burke, 

McGowan & Gillanders, 2008; and Maddison, Vander Hoorn, Jiang, Ni Mhurchu, Exeter, 

Dorey, Bullen et al., 2009). However, they have not reported Pacific-specific findings. A 

number of TPB-based health intervention studies in the United States have also included a 

Pacific sample but as part of wider pan-ethnic sample (e.g., Kataoka-Yahiro, Yancura, 

Page & Inouye, 2011; and Nigg, Lippke & Addock, 2009b).The TPB has also been used in 

social marketing in health to inform intervention development and evaluation; but to a 

significantly lesser extent than in health promotion. 

The TPB 

The TPB is a social cognition model used to predict and understand intention and 

behaviour (Ajzen, 1985, 1991). An extension of the Theory of Reasoned Action, the TPB 

posits behaviour is directly predicted by intention and actual behavioural control (Ajzen, 

1985, 1991). Intention is the sum of motivational-based determinants: attitude, subjective 

norm and perceived behavioural control (Ajzen, 1991). An individual is likely to perform the 

desired behaviour if a positive intention towards it is formed. Whether an individual enacts 

his/her intention, however, depends on the actual controllability of the desired behaviour 

(actual behavioural control; Ajzen, 1985, 1991). Actual behavioural control is captured and 

measured in the TPB by proxy by perceived behavioural control: an individual’s 

perceptions of his/her ability to control their performance of the desired behaviour (Ajzen, 

1985, 1991). The TPB model is shown in Figure 7. 
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Figure 7. Theory of planned behaviour 

 

Predicting behaviour and intention 

According to the TPB, behaviour is determined by an individual’s intention towards 

performing the behaviour and their perceived control over the behaviour (Ajzen, 1991). 

Intention is the sum of motivational-based determinants: attitude, subjective norm and 

perceived behavioural control (Ajzen, 1985, 1991). Attitude refers to whether an individual 

has a positive or negative appraisal of the desired behaviour; subjective norm to the 

perceived social pressures in relation to enactment of the desired behaviour; and 

perceived behaviour control the perceived controllability of the desired behaviour (Ajzen, 

1991). The general premise is the more positive or favourable an individual’s attitude and 

subjective norm, and the greater the perceived behavioural control, the greater their 

intention to perform the desired behaviour will be (Ajzen, 1991). The influence the 

determinants of intention have on intention is, however, not constant but varies according 

to behaviour, context and population (Ajzen, 1991).  

Explaining behaviour 

While the measuring of an individual’s intention and perceived behavioural control are 

sufficient to predict behaviour, they do not explain the behaviour (Ajzen, 1985, 1991). The 

target audience’s underlying behavioural, normative and control beliefs in relation to the 

desired behaviour is crucial for this (Ajzen & Fishbein, 1980a). They help to explain which 

beliefs drive the target population’s behaviour intention and in which direction (i.e. positive 

or negative intention). Behavioural beliefs are an individual’s perceptions about the 

consequences of performing the desired behaviour (Ajzen, 2006). Attitude towards the 

(desired) behaviour is formed through an overall evaluation of the behavioural beliefs and 

assessment of their strength (Ajzen, 1991). Normative beliefs are an individual’s 

perception of the likelihood that significant individuals or groups’ will approve or disprove of 

him/her performing the desired behaviour (Ajzen, 1991). Subjective norm is formed by the 

strength of the normative beliefs and the individual’s motivations to comply with the 
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perceived expectations of significant others. Control beliefs refer to an individual’s 

perceptions that he/she has the resources and opportunities thought necessary to perform 

the desired behaviour (Ajzen, 1991). The greater the resources and opportunities an 

individual believes they possess to successfully perform the desired behaviour, and the 

fewer obstacles they anticipate, the greater their sense of perceived behavioural control 

over the desired behaviour is likely to be. Perceived behavioural control is formed by the 

strength (i.e. perceived likelihood of the presence of control beliefs) and power of the 

control beliefs, where the presence and extent of these factors facilitate or hinder 

behaviour performance (Ajzen, 1991, 2006).  

A target audience’s underlying beliefs are identified via salient beliefs elicitation (Ajzen, 

1991; Ajzen & Fishbein, 1980b). In this process, a representative sample identify the 

advantages and disadvantages of performing the desired behaviour (behavioural beliefs); 

the significant others who influence their intention to perform the desired behaviour 

(normative beliefs); and the factors that facilitate or impede their enactment of the desired 

behaviour (control beliefs; Ajzen, 1991; Ajzen & Fishbein, 1980b). Content analysis of the 

responses is then conducted to identify the modal salient beliefs. The strength and 

evaluation of these salient beliefs are then measured in a TPB questionnaire, together with 

the determinants of intention constructs.  

The evidence 

Numerous narrative and meta-analytic reviews have supported the efficacy of the TPB as 

a predictor of health intentions and behaviours (e.g., for meta-analyses: Armitage & 

Conner, 2001; Godin & Kok, 1996; McEachan, Conner, Taylor & Lawton, 2011). However 

the evidence on the predictive validity of the TPB is mixed, and is target behaviour and/or 

ethnicity dependent. For example, a study by Plotnikoff and colleagues (2012) supported 

the predictive validity of the TPB for Alberta adolescents in relation to physical activity. The 

TPB explained 59% variance for intention and 43% for behaviour (Plotnikoff, Lubans, 

Costigan & McCargar, 2012). A study by Conner and colleagues (2002) also supported the 

predict validity of the TPB for English health promotion clinic attendees. TPB explained 

50% variance for intention. 

The evidence supporting the predictive validity of the determinants of intention constructs 

is also mixed. A study by Martin and colleagues (2007) supported the predictive validity of 

these constructs for Mexican American physical activity. TPB explained 8-9% variance in 

behaviour, and 45% variation in intention (Martin, Oliver & McCaughtry, 2007). However, a 

study by Fila and Smith (2006) found no association between intention and healthy eating 

behaviour for native American youth. Yet, attitude, subjective norm and an additional ‘self 

efficacy’ construct were positively associated to healthy eating behaviour (Fila & Smith, 
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2006). The authors contended this showed there other factors other than intention 

influence healthy eating; and may be cultural factors. 

The evidence suggests ethnicity may result in different relative contributions of TPB 

constructs (Ajzen & Fishbein, 1980a; Hagger, Chatzisarantis & Biddle, 2002; Nigg et al., 

2009b). For example, Nigg and colleagues’ (2009) study into TPB factorial invariance for 

physical activity for four ethnic groups (white, Japanese, Hawaiian and Filipino) found 

Filipino had a significantly lower attitude-intention relationship path coefficient than all other 

ethnic groups; and Japanese a significantly higher subjective norm-intention relationship 

path coefficient than the white sample. Similarly, Blanchard and colleagues’ (2007) study 

on physical activity intentions for white and Black American college students found the 

white students had a significantly stronger perceived behavioural control-intention 

relationship than the Black students. 

There is also some evidence that suggests culture may result in different relative 

contributions of TPB constructs. For example, Lee and colleagues’ (2006) study examining 

the effect cultural self-concepts of independent (representations of self) and 

interdependent (one’s relationships to others) had on smoking cessation amongst multi-

cultural college students found significant differences. Perceived behaviour control was 

linked to participants in independence, while subjective norm to participants in 

interdependence. Attitude was not significantly related to intention (Lee, Ebesu Hubbard, 

Kulp O’Riordan & Kim, 2006). In a similar study, Lee and Green (1991) study found 

subjective norm was significantly more important than attitude as a determinant of intention 

for a Korean sample compared with an American sample. 

In addition, there is evidence that suggests acculturation and gender may influence 

different relative contributions of TPB constructs. A study by Diaz and colleagues (2009) 

examining acculturation and gender effects on healthy eating intentions amongst Latino 

adolescents found significant differences. Females’ intention, attitude and subjective norm 

were more favourable than males. Mother was more influential for females. Siblings were 

influential for less acculturated males, while friends were for highly acculturated females. 

Less acculturated adolescents had stronger healthy eating intentions (Diaz et al., 2009). 

Critique of the TPB for this study 

While extensive research has provided evidence on the utility of the TPB across a range of 

health behaviours and ethnic groups, its lack of consideration of all potential determinant 

constructs of behaviour has been criticised. Measurement accuracy issues have also been 

the subject of much discussion. While there are numerous conceptual and methodological 

issues to consider (see Conner & Armitage, 1998; and Sheeran, 2002; and Sutton, 1998), 

this discussion focuses on those that are most relevant to this study. 
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One methodological consideration is how to account for past behaviour. According to 

Ajzen (1991), the influence of past behaviour on intention and current/future behaviour is 

mediated through the antecedent constructs of intention. Critics such as Sutton (1994), 

however, have argued past behaviour is independent and may determine behaviour. In 

addition, Ajzen’s (1991) distinguishing between past and habitual behaviours – with the 

latter able to be included in the TPB if it can be defined independently from the former – 

has proven invalid (see Conner & Armitage, 1998). Extensive empirical evidence shows a 

significant relationship between past behaviour/habit, intention and behaviour. 

The study design is another methodological consideration. The TPB posits the formation of 

intention precedes behaviour (Ajzen, 1985, 1991). Thus, behaviour must be measured 

prospectively (Ajzen, 1985, 1991). Intention and behaviour cannot be measured 

consecutively in one session (Ajzen, 1985) as this can lead to response bias (Baumeister 

1982). Cross-sectional studies, therefore, can only measure past or current behaviour and 

not predict and explain future behaviour (McEachan et al., 2011). 

Summary 

The TPB is considered the most appropriate BCT for this study for a number of reasons. 

First, is the considerable evidence supporting the efficacy of the TPB, as a predictor of 

intention and behaviour (Armitage & Connor, 2001; Godin & Kok, 1996; McEachan et al., 

2011); particularly in relation to different ethnic and cultural groups. Second, its constructs 

resonate with the cognitive processes described in the talanoa in the first study of this 

research. For example, Pacific peoples’ beliefs about some behaviours and its influence 

on their attitudes towards the behaviours is consistent with the TPB behavioural beliefs-

attitude relationship; the importance the views of significant others have on Pacific 

peoples’ behaviour performance is consistent with the TPB normative beliefs-subjective 

norm relationship; and the influence cultural and socio-economic factors have on Pacific 

peoples’ confidence and ability to perform some behaviours is consistent with the TPB 

control beliefs-perceived behaviour control relationship. Finally, its dual measurement 

approach (underlying beliefs and determinants of intention) will also provide greater 

insights into Pacific peoples’ cognitive processes relating to intention and behaviours. 

8.5 Chapter summary 

An experimental study will be used for this study as it is considered the most rigorous for 

establishing efficacy. However, given there have been no such studies in relation to Pacific 

peoples, the design and study protocols will need to be developed specifically; and in 

consultation with Pacific peoples to ensure their cultural relevancy. 

The TPB will be used as the conceptual framework because of the considerable evidence 

supporting its efficacy in predicting intention and behaviour. Its ability to factor in ‘culture’ 
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and ‘ethnicity’ are also key reasons for its selection. However, the validity of the TPB in 

explaining Pacific peoples’ health behaviour is not known. Thus, the tools and 

questionnaire items will also need to be developed for this study. 

There are also a number of significant design challenges. These include obtaining 

sufficient sample numbers to produce statistically valid results and retaining participants 

across the study to measure change over-time. Designing the study design to ensure it is 

scientific robust and culturally relevant is fundamental to this study. 
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Chapter 9. Methods 

9.1 Purpose of this chapter 

This second study involved conducting an experiment to ascertain the efficacy of a Pacific 

social marketing approach in achieving greater positive behaviour change for Pacific 

peoples in New Zealand, referred to as the efficacy study. The effect ‘ethnicity’ and 

‘culture’ have on behaviour change for this audience was also of interest. In addition, this 

study involved determining the validity of the theory of planned behaviour (TPB; Ajzen, 

1985, 1991) in explaining Pacific peoples’ health behaviour. This is referred to as the 

validity study. The effect ‘ethnicity’ has on this audience’s health behaviour was also of 

interest. 

This chapter states the aims, objectives and hypotheses of this study. It also describes the 

study design, measures, sample and data collection procedures. The ethics process is 

also outlined. 

9.2 Aims and hypotheses 

This study involved constructing and administering hypothetical social marketing 

approaches (conditions) to Pacific peoples (sample) under experimental conditions to 

determine the influence of the conditions on their behaviour change; and the validity of the 

TPB in explaining their health behaviour. The influence of ‘ethnicity’ and ‘culture’ as 

measured by ‘pan-ethnic acculturation’ and ‘ethnic-specific acculturation’ on Pacific 

peoples’ behaviour change was also of interest; as was the influence of ethnicity’ on their 

health behaviour. Four conditions were developed, using the implementation social 

marketing critical success factors (CSFs) produced in the first study of this research. As 

shown in Table 13, these conditions comprised varying levels of CSFs from the three 

domains (social marketing, Pacific and behaviour change theory), with condition 1 

considered the ‘optimal’ Pacific social marketing approach with its strong levels of CSFs 

from all three domains. Conversely, condition 4 was considered the least optimal approach 

because of its comparatively weaker levels of CSFs. ‘Strong levels’ was defined as 

comprising at least 75% of CSFs from each domain; and ‘weak levels’ as less than 40% of 

the domain CSFs (CSFs are hereafter referred to as ‘constructs’). 
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Table 13. Conditions for the efficacy study 

  CSF Strength  

Condition Social marketing  Pacific Behaviour Change 
Theory 

 Strong Weak Strong Weak Strong Weak 

1       

2       

3       

4       

As noted, a New Zealand European comparison group was included to help determine the 

effects ‘condition’, ‘ethnicity’ and ‘culture’ have on behaviour change (first aim); and 

‘ethnicity’ on health behaviour (second aim). The Pacific sample comprised significant 

ethnic-specific samples of Samoans, Cook Islanders and Tongans for these same 

reasons. These three Pacific ethnic groups, combined, account for 90% of the total Pacific 

population (Stats NZ, 2007a, 2007b, 2007c). This means inferences could be made in 

relation to the total Pacific population. The study hypotheses were developed to answer 

these research questions. 

Aims and hypotheses 

Aim 1: To ascertain the efficacy of the Pacific social marketing approach in achieving 

greater positive behaviour change for Pacific peoples in New Zealand, and four ethnic-

specific groups: Samoans, Cook Islanders, Tongans and New Zealand Europeans. 

Hypotheses in relation to Pacific peoples 

H1: There will be significant differences in participants’ behaviour change (intention; 

perceived behaviour change), regardless of their ethnicity. 

H2: There will significant differences in Pacific peoples’ and New Zealand Europeans’ 

behaviour change (intention; perceived behaviour change), regardless of the 

condition. 

H3: There will be significant differences in Pacific peoples’ and New Zealand 

Europeans’ behaviour change (intention; perceived behaviour change) for the 

conditions. 

H4: Pacific peoples with strong Pacific cultural identities (the separators; integrators) 

will have significantly greater positive responses to the social marketing approaches 

(conditions 1 to 4) than those with weak Pacific cultural identities (the assimilators; 

marginalisors). 

H5: Pacific peoples with strong Pacific ethnic-specific cultural identities (the 

separators; integrators) will have significantly greater positive responses to the social 
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marketing approaches (conditions 1 to 4) than those with weak ethnic-specific 

cultural identities (the assimilators; marginalisors). 

Four models with different combinations of variables were run test these hypotheses. 

Models 1 and 2 comprised participants’ pre-test (current underlying beliefs and 

determinants of behaviour) and post-test (participants’ self-predicted levels of change in 

underlying beliefs and determinants of behaviour); with the former scores included to 

control for any effect current beliefs and determinants of behaviour might have. 

Participants’ pan-ethnic acculturation was considered in model 1, while their ethnic-specific 

acculturation in model 2. Models 3 and 4, on the other hand, only used the post-test scores 

only to determine efficacy. Model 3 took into account participants’ pan-ethnic acculturation, 

while model 4 their ethnic-specific acculturation. The two ‘perceived behaviour change’ 

variables were also included in these models but not models 1 and 2 because the relevant 

questionnaire items were only administered post-intervention - so there were no controls. 

The Pacific ethnicity variable was run to test all five hypotheses, while the New Zealand 

European was included as a comparison for two: hypotheses 2 and 3. Table 14 lists the 

variables for each model. 

Table 14. Variable list for the Pacific analyses for the efficacy study 

Variables Models 

 1 2 3 4 

Independent variables     

Ethnicity: Pacific
1
     

New Zealand European
2 

    

Pan-ethnic acculturation  x  x 

Ethnic-specific acculturation x  x  

Dependent variables     

Behavioural beliefs      

Normative beliefs      

Control beliefs      

Attitude      

Subjective norm      

Perceived behavioural control      

Intention      

Perceived behaviour change for own ethnic 
group 

x x   

Perceived behaviour change for Pacific 
peoples 

x x   

Covariate     

Pre-test scores (controls)   x x 

     
1
The ‘Pacific’ ethnicity variable was run to test H1 to H5. 

2
The ‘New Zealand European’ ethnicity variable was run with the ‘Pacific’ to test H2 and H3. 
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Hypotheses in relation to the ethnic-specific groups 

H6: There will be significant differences in participants’ behaviour change (intention; 

perceived behaviour change), regardless of their ethnicity. 

H7: There will be significant differences in Samoans’, Cook Islanders’, Tongans’ and 

New Zealand Europeans’ behaviour change (intention; perceived behaviour change), 

regardless of the condition. 

H8: There will be significant differences in Samoans’, Cook Islanders’, Tongans’ and 

New Zealand Europeans’ behaviour change (intention; perceived behaviour change)  

for the conditions. 

H9: Samoans, Cook Islanders and Tongans with strong Pacific cultural identities (the 

separators; integrators) will have significantly greater positive responses to the social 

marketing approaches (conditions 1 to 4) than those with weaker Pacific cultural 

identities (the assimilators; marginalisors). 

H10: Samoans, Cook Islanders and Tongans with strong ethnic-specific cultural 

identities (the separators; integrators) will have significantly greater positive 

responses to the social marketing approaches (conditions 1 to 4) than those with 

weaker ethnic-specific cultural identities (the assimilators; marginalisors). 

The models to test these hypotheses were the same as those used for the Pacific 

analyses except for the ethnicity variables: Samoan, Cook Islands, Tongan and New 

Zealand European were used. Otherwise, models 5 and 6 comprised the same variables 

as models 1 and 2; and models 7 and 8 as models 3 and 4. As noted, the Samoan, Cook 

Islands and Tongan ethnicity variables were run for all five hypotheses, while the New 

Zealand European was included as a comparison for two relevant hypotheses: 7 and 8. 

The variables for each model are listed in Table 15. 

Table 15. Variable list for the ethnic-specific group analyses for the efficacy study 

Variables Models 

 5 6 7 8 

Independent variables     

Ethnicity: Samoan
1
     

 Cook Islands
1
     

 Tongan
1
     

 New Zealand European
2
     

Pan-ethnic acculturation  x  x 

Ethnic-specific acculturation x  x  

Dependent variables     

Behavioural beliefs      

Normative beliefs      

Control beliefs      
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Attitude      

Subjective norm      

Perceived behavioural control      

Intention     

Perceived behaviour change for own 
ethnic group 

x x   

Perceived behaviour change for Pacific 
peoples 

x x   

Covariate     

Pre-test scores (controls)   x x 
1
The ‘Samoan’, ‘Cook Islands’ and ‘Tongan’ ethnicity variables were run to test H6 to H10. 

2
The ‘New Zealand European’ ethnicity variable was run with the ‘Samoan’, ‘Cook Islands’ and ‘Tongan’ to test 

hypotheses H7 and H8. 

Aim 2: To determine the validity of the TPB inter-construct relationships in explaining the 

health behaviours of Pacific peoples in New Zealand; and the health behaviours of 

Samoans, Cook Islanders, Tongans and New Zealand Europeans. 

Hypotheses in relation to Pacific peoples 

H11: Pacific peoples’ underlying beliefs (behavioural, normative and control beliefs) 

should correlate with their determinants of intention (attitude, subjective norm and 

perceived behavioural control). 

H12: The correlations between Pacific peoples’ underlying beliefs (behavioural, 

normative and control beliefs) and determinants of intention (attitude, subjective 

norm and perceived behavioural control) should be significantly different to those for 

New Zealand Europeans. 

One model was run to test these hypotheses, using participants’ pre-test scores for these 

TPB constructs. The variables for this model are listed in Table 16. The Pacific ethnicity 

variable was run to test both hypotheses, whereas the New Zealand European was 

included for hypothesis 12 only. 

Table 16. Variable list for TPB underlying beliefs-determinant of intention construct analysis 
for Pacific peoples 

Variables 

Independent variables  

Ethnicity: Pacific
1
  

    New Zealand European
2
  

Dependent variables  

Behavioural beliefs   

Normative beliefs   

Control beliefs   

Attitude   

Subjective norm   

Perceived behavioural control   
1
The ‘Pacific’ ethnicity variable was run to test H11 and H12. 

2
The ‘New Zealand European’ ethnicity variable was run with the ‘Pacific’ to test H12. 
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H13: Pacific peoples’ determinants of intention (attitude, subjective norm and 

perceived behavioural control) should correlate with their intention. 

H14: The correlations between Pacific peoples’ determinants of intention 

(attitude, subjective norm and perceived behavioural control) and intention 

should be significantly different to those for New Zealand Europeans. 

One model using participants’ pre-test scores for these TPB constructs was run to test 

these hypotheses. Table 17 lists the variables for the model. As noted, the Pacific ethnicity 

variable was run to test both hypotheses, whereas the New Zealand European was 

included for hypothesis 14 only.  

Table 17. Variable list for TPB determinant of intention-intention construct analysis for 
Pacific peoples 

Variables 

Independent variables  

Ethnicity: Pacific
1
  

    New Zealand European
2
  

Dependent variables  

Attitude   

Subjective norm   

Perceived behavioural control   

Intention  
1
The ‘Pacific’ ethnicity variable was run to test H13 and H14. 

2
The ‘New Zealand European’ ethnicity variable was run with the ‘Pacific’ to test H14. 

H15: The causal relationships between Pacific peoples’ underlying beliefs 

(behavioural, normative and control beliefs) and determinants of intention 

(attitude, subjective norm and perceived behavioural control) should be 

present. 

The results from hypotheses 13 and 14 will be used to test this hypothesis. 

Hypotheses in relation to the ethnic-specific groups 

H16: Samoans, Cook Islanders and Tongans’ underlying beliefs (behavioural, 

normative and control beliefs) should correlate with their determinants of 

intention (attitude, subjective norm and perceived behavioural control). 

H17: The correlations between Samoans, Cook Islander and Tongans’ 

underlying beliefs (behavioural, normative and control beliefs) and 

determinants of intention (attitude, subjective norm and perceived behavioural 

control) should be significantly different to those for New Zealand Europeans. 

The model to test these hypotheses was the same as that used for the relevant Pacific 

analyses of these constructs, except for the different ethnicity variables as shown in Table 
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18. The Samoan, Cook Islands and Tongan ethnicity variables were run to test both 

hypotheses, but the New Zealand European included to test hypothesis 17 only. 

Table 18. Variable list for TPB underlying beliefs-determinant of intention construct analysis 
for the ethnic-specific groups 

Variables 

Independent variables  

Ethnicity: Samoan
1
  

    Cook Islands
1
  

    Tongan
1
  

    New Zealand European
2
  

Dependent variables  

Behavioural beliefs   

Normative beliefs   

Control beliefs   

Attitude   

Subjective norm   

Perceived behavioural control  
1
The ‘Samoan’, ‘Cook Islands’ and ‘Tongan’ ethnicity variables were run to test H16 and H17. 

2
The ‘New Zealand European’ ethnicity variable was run with the ‘Samoan’, ‘Cook Island’ and ‘Tongan’ to test 

H17. 

H18: Samoans, Cook Islanders and Tongans’ determinants of intention 

(attitude, subjective norm and perceived behavioural control) should correlate 

with their intention. 

H19: The correlations between Samoans, Cook Islanders and Tongans’ 

determinants of intention (attitude, subjective norm and perceived behavioural 

control) and intention should be significantly different to those for New Zealand 

Europeans. 

The model to test these hypotheses was the same as that used for the relevant Pacific 

analyses of these constructs, except for the different ethnicity variables as shown in Table 

19. The Samoan, Cook Islands and Tongan ethnicity variables were run to test both 

hypotheses, but the New Zealand European included to test hypothesis 19 only. 

Table 19. Variable list for TPB determinant of intention-intention construct analysis for the 
ethnic-specific groups 

Variables 

Independent variables  

Ethnicity: Samoan
1
  

  Cook Islands
1
  

  Tongan
1
  

  New Zealand European
2
  

Dependent variables  

Attitude   

Subjective norm   
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Perceived behavioural control   

  

Intention  
  

1
The ‘Samoan’, ‘Cook Islands’ and ‘Tongan’ ethnicity variables were run to test H18 and H19. 

2
The ‘New Zealand European’ ethnicity variable was run with the ‘Samoan’, ‘Cook Island’ and ‘Tongan’ to test 

H19. 

H20: The causal relationships between Samoans, Cook Islanders and Tongans’ 

underlying beliefs (behavioural, normative and control beliefs) and 

determinants of intention (attitude, subjective norm and perceived behavioural 

control) should be present. 

The results from hypotheses 18 and 19 will be used to test this hypothesis. 

9.3 Research design 

Pacific mixed methods mental models design 

A holism, integrated mixed methods research design was used to facilitate the mixing of 

the methodologies and methods in this study, as noted in 4.2. This design enabled a 

holistic exploration of the efficacy of the Pacific social marketing approach and validity of 

the TPB for Pacific peoples and the ethnic-specific groups. This was achieved via precise 

measurement of participants’ responses and the obtaining of the meanings behind their 

responses; as will be discussed in this chapter. 

An iterative, integrated design was, however, used beforehand to facilitate the mixing of 

methodologies and methods in the developing of the study protocols. This design helped 

to ensure the protocols were scientifically robust and culturally relevant. This involved 

analysing existing social marketing literature to identify potential social marketing 

interventions as exemplars of the conditions, referred to as the document analysis; and a 

web-based survey rating these interventions to inform the selection of the final 

interventions, referred to as the attribute rating exercise (see Appendix 10 for an overview 

of these methods; and Appendix 11 for the results). It also involved constructing and the 

piloting of the study protocols, referred to as the pilot study; and a salient beliefs elicitation 

questionnaire to design additional protocols, referred to as the elicitation study (see 

Appendix 12 for an overview of these methods; and Appendix 13 for the results). The 

study design for the conducting of this study was also piloted and finalised as a result of 

these procedures. 

Study design 

A balanced incomplete block experimental design (BIB design) adapted for use in a Pacific 

context was used to conduct this study. A randomised control trial (RCT) design was not 

selected, despite being the most definitive design for establishing causality, because it was 

not considered appropriate or feasible. A RCT complete blocked design would have 
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required every condition (treatment) to be applied to every ethnic-specific group (block) for 

comparison. However, two conditions were perceived by the New Zealand European 

sample to be of little relevance to their ethnic-specific group when the study protocols were 

piloted. They believed this irrelevancy would bias the estimates of the effects (see the 

talanoa results in Appendix 13). A review of the study design found that the study aims and 

hypotheses could be answered without administering the conditions to them. In addition, 

large sample numbers would have been required to produce statistically significant ethnic-

specific results. The highly controlled experimental nature of RCTs was also considered 

inappropriate for Pacific peoples, given their traditionally social constructionist worldview. 

As will be discussed, the BIB design addresses some of these issues. 

The BIB design has been used in a range of disciplines to detect significant differences in 

treatments when the experimental ‘blocks’ of homogenous experimental units (e.g., 

participants or objects) used to improve comparisons between treatments are incomplete 

or data is missing (Campbell, Sengupta, Santos & Lorig, 1995; Rink, 1987; Schwarz, 

2007). In this design, treatments (t) are arranged in blocks (b) containing experimental 

units (k); each treatment is replicated (r) a fixed number of times in each block; and each 

treatment compared with every other treatment in the same block an equal number of 

times (Campbell et al., 1995; Dey, 2010; Rink, 1987). The participants or objects (k) are 

randomly allocated to the ‘blocks’ (b) to receive the pre-determined treatments. The BIB 

design requirements are: 

tr = bk 

λ (t – 1) = r(k – 1), b ≥ 1 

where t is the number of treatments; b the number of blocks; r the number of 

replicates of each treatment; k the block size; and λ the occurrence of a pair in 

the same block (Dey, 2010; Rink, 1987). (t, b, r, k and λ) are referred to as the 

BIB parameters. 

The BIB design has a number of advantages over complete block designs. It enables a 

greater number of treatments to be studied because every treatment does not have to be 

applied to every block. Because each block receives the same level of ‘intervention’ the 

potential for bias and other non-specific effects such as the hawthorne effect are 

minimised (Cochran & Cox, 1957 as cited in Eccles et al., 2003). The latter is when 

participants modify their behaviours (responses) because of the attention they may receive 

from taking part in the study (Neuman, 2003); or conversely they respond negatively if they 

are assigned to the control group (Grimshaw, Campbell, Eccles & Steen, 2000). In 

addition, the generalisability of the findings is likely to be enhanced because the treatment 

effects are tested across different conditions (Grimshaw et al., 2000). 
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The BIB design was, however, adapted in this study to ensure it was culturally appropriate 

for Pacific peoples. This involved adopting a cluster sampling approach whereby pre-

existing groups of participants such as Pacific community organisations and churches 

were used as the blocks. This was not only considered consistent with Pacific peoples’ 

collective approach to knowledge construction and transferral (see chapters 3 and 4 for 

discussions on the Pacific worldview); but the established relationships amongst group 

participants crucial for ensuring the mo’oni of the information shared. In addition, 

participants were non-randomly allocated to the blocks to ensure the treatments 

(conditions) were applied to the specific ethnic-specific groups. While these adaptations 

were considered critical to upholding the cultural integrity of this research, it meant 

‘ethnicity’ was the sole homogeneity characteristic of the blocks. 

There were two sets of BIB parameters for this study because of the different number of 

treatments (conditions) applied to the blocks (Pacific peoples and New Zealand 

Europeans). As shown in Table 20, four conditions were applied to Pacific peoples (t = 4) 

but only two to New Zealand Europeans (t = 2). Two ethnic-specific groups (blocks) were 

sampled (b = 2). For Pacific peoples, the four conditions were replicated three times (r = 

3); the four conditions ranked (k = 4); and each condition compared with every other 

condition three times (λ = 3). For the New Zealand Europeans, the two conditions were 

administered once only (r = 1); the two conditions ranked (k = 4); and each condition 

compared with every other condition once only (λ = 1). Table 21 shows the matrix indices 

for the BIB design. 

Table 20. Efficacy study balanced incomplete block design parameters 

 Parameters 

Ethnic-specific groups t b r k λ 

Pacific peoples 

(Samoans, Cook Islanders 
and Tongans) 

4 2 3 4 3 

New Zealand Europeans 2 2 1 2 1 

Table 21. Efficacy study balanced incomplete block design matrix indices 

Blocks Treatments 

 C1 C2 C3 C4 

Pacific peoples 

 

(Samoans,  

Cook Islanders 

Tongans) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

New Zealand Europeans x  x  

C1 = Condition 1   C2 = Condition 2   C3 = 
Condition 3    C4 = Condition 4 
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9.4 Sample 

The population was Samoans, Cook Islands, Tongans and New Zealand Europeans in the 

Auckland and Wellington regions aged 16 years and over. As noted in 9.2, these Pacific 

ethnic groups were selected because combined they account for 90% of the total Pacific 

population (Stats NZ, 2007a, 2007b, 2007c). This meant inferences could be made in 

relation to the total Pacific population. It was not feasible to include the remaining 10% of 

the Pacific population, which comprised more than 14 ethnic-specific groups. New Zealand 

Europeans were included as a comparison group to help determine the effects ‘ethnicity’ 

and ‘culture’ have on behaviour change; and ‘ethnicity’ on  health behaviour. People under 

16 years of age were not included as parental consent would have been required. 

A sample of at least 380 participants was required to produce statistically valid results; of 

which at least 100 (each) were to be of Samoan, Cook Islands and Tongan ethnicity, and 

80 of New Zealand European ethnicity. The sampling sources were ethnic-specific 

community churches and organisations, and the University of Auckland School of 

Population Health (SOPH). The purposive, quota sampling method supported by the 

convenience methods were used to ensure the ethnic-specific quota numbers were 

achieved to achieve adequate statistical power; and meet the requirements of the BIB 

design. People from in the ethnic-specific communities (“ethnic-specific co-ordinators”) 

supported recruitment.  

9.5 Measures and tools 

9.5.1 Overview 

The measuring of behaviour change using the TPB and the testing of the TPB’s validity is 

generally done via a TPB questionnaire (Ajzen, 2006, 2010a, 2010b). Understanding the 

reasons for any change in behaviour can be explored in a number of ways including via 

talanoa (group discussions). These two data collection procedures were used to determine 

the efficacy of the Pacific social marketing approach for Pacific peoples and the four 

ethnic-specific groups involved in this study; and the TPB questionnaire the validity of the 

TPB for these groups, while also obtaining an understanding of their health behaviour. 

There were four targeted (desired) behaviours of interest in this study which formed the 

basis of the TPB questionnaire and talanoa: supporting people with mental illness, seeking 

help for depression, healthy eating and physical activity. These were the behaviours 

featured in the targeted New Zealand social marketing interventions that were selected as 

exemplars of the conditions following the document analysis and attribute rating exercise 

(see Appendix 11 for the results). As shown in Table 22, ‘supporting mental illness’ as 

featured in the MOH’s national Like Minds Like Mine programme was the desired 
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behaviour for condition 1; while ‘doing physical activity’ as featured in SPARC’s national 

Push Play campaign the behaviour for condition 4. While the use of a single desired 

behaviour for all four conditions would have strengthened the efficacy analysis, it was not 

possible because there were no such interventions; and developing four tailor-made 

interventions including promotional materials was beyond the resources of this study. In 

saying that, the use of multiple behaviours enabled exploration of the influence the ‘desired 

behaviour’ has on behaviour change. It also enabled investigation of the validity the TPB 

for Pacific peoples and the four ethnic-specific groups in relation to four behaviours, while 

also obtaining understandings of these groups’ health behaviours. 

Table 22. Targeted behaviours for each condition 

Condition Condition description Behaviours 

1 Strong social marketing 

+ Strong Pacific  

+ Strong behaviour change 
theory 

Behaviour: Supporting mental illness 

Behaving in a way that ensures people with a 
mental illness are treated with respect 

 

2 Strong social marketing 

 + Weak Pacific 

 + Strong behaviour change 
theory 

Behaviour: Seeking help for depression 

Accessing some kind of help for yourself, a friend or 
family member who’s feeling depressed 

 

3 Weak social marketing 

 + Strong Pacific  

+ Weak behaviour change 
theory 

Behaviour: Healthy eating 

Eating mainly healthy food every day 

 

4 Weak social marketing 

+ Weak Pacific 
+ Weak behaviour change 
theory 

Behaviour: Physical activity 

Doing at least 30 minutes of physical activity five 
times a week 

 

Two desired behaviours (healthy eating and physical activity) were defined using three of 

the four elements identified by Ajzen (2006) as crucial for defining a behaviour at a 

theoretical level: target, action and time. For the first behaviour, the target was healthy 

eating; the action eating mainly healthy food; and the time period every day. For the 

second behaviour, the target was doing physical activity; the action doing physical activity; 

and the time period at least 30 minutes every day five times a week. The remaining two 

behaviours (supporting people with a mental illness and seeking help for someone with 

depression) were defined using two elements only: target and action. For the first 

behaviour, the target was support for people with a mental illness; and the action behaving 

in a way that ensures peoples with mental illness are treated with respect. For the second 

behaviour, the target was seeking help for depression; and the action accessing some 

help. Context was not used for any behaviour because it was felt this specificity would limit 

the applicability of the behaviours to Pacific peoples; particularly for those whose 

experiences may be limited because of economic and cultural factors. Time was not used 

for the two latter behaviours because it was considered appropriate. Ajzen acknowledges 

generality of the time and context elements may be preferable or essential in some 
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instances (Ajzen, 2006). He also emphasises the need for all constructs for a given 

behaviour to be defined using the same elements for compatibility reasons. This was 

observed in this study for all four behaviours. 

The TPB questionnaire contained measures of the TPB determinants of behaviour and 

underlying beliefs constructs; perceived behaviour change constructs; and acculturation 

and demographic constructs which included ‘ethnicity.’ The talanoa contained measures of 

the perceived behaviour change construct. In addition, the TPB measures of the 

determinants of behaviour and underlying beliefs constructs and the ‘ethnicity’ 

demographic construct were also used to determine the validity of the TPB for the same 

noted ethnic-specific groups. The TPB questionnaire constructs, measures and question 

items are described in the following section; followed by an outline of the talanoa themes 

and measures. 

9.5.2 TPB questionnaire measures 

The TPB questionnaire contained one current measure and a hypothetical measure of the 

TPB determinant constructs of behaviour and underlying beliefs; and two hypothetical 

measures of perceived behaviour change. It also contained single measures of ‘ethnicity’, 

‘pan-ethnic acculturation’ and ‘ethnic-specific acculturation’ to measure their effects on 

behaviour change and health behaviour for Pacific peoples and the four ethnic-specific 

groups. As noted, all of these constructs were required to ascertain the efficacy of the 

Pacific social marketing approach for Pacific peoples and the four noted ethnic-specific 

groups; but only the TPB and ‘ethnicity’ demographic constructs required to determine the 

validity of the TPB for these same groups. The TPB questionnaire constructs are listed in 

Table 23; and their measures described in this section according to construct group.  

Table 23. Constructs for the efficacy study 

Constructs Source 

TPB TPB 

TPB determinants of behaviour  

Attitude   

Subjective norm   

Perceived behavioural control   

Intention  

TPB underlying beliefs  

Behavioural beliefs   

Normative beliefs   

Control beliefs   

Perceived behaviour change New 

Perceived behaviour change for own ethnic 
group 

 

Perceived behaviour change for Pacific  
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peoples 

Demographic Statistics New Zealand 

Ethnicity  

Age  

Gender  

Acculturation  

Pan-ethnic acculturation Auckland University of Technology (AUT) 

Ethnic-specific acculturation New. Adapted from AUT’s pan-ethnic 
acculturation measure 

The TPB determinants of behaviour and perceived behaviour change questionnaire items 

for two conditions (1 and 3) were piloted with a sample from the research population for 

comprehension and clarity purposes. The TPB beliefs items and post-test items for the 

TPB questionnaire were also tested with a research sample for the same reasons. 

Amendments were made as a result and are also described in the relevant sections that 

follow (see Appendix 12 for an overview of the piloting methods; and Appendix 13 for the 

results). 

TPB construct measures 

There were two measures of TPB constructs: one measure indicated current attitude, 

subjective norm, perceived behavioural control and intention at the time of the study (pre-

test); and the second was a hypothetical measure indicating self-predicted levels of 

change for the same constructs in a futuristic time period (post-test). This second measure 

was novel because participants were in effect measuring their own behaviour change; as 

opposed to the researcher doing this using the results of a single measure administered in 

two sessions, as per standard TPB studies. This was necessitated because the testing had 

to be done in one session to control for confounding factors, as per efficacy study designs. 

Participants in the pilot study found it difficult to indicate changes in their behaviour when 

the same one measure was administered twice (pre-test and post-test) as per standard 

TPB practice (see the talanoa results in Appendix 13). The BIB design was selected in part 

to minimise any non-specific effects such as the hawthorne effect associated with 

participants indicating their own behaviour change (Cochran & Cox, 1957 as cited in 

Eccles et al., 2003). The running of additional analyses including the pre-test scores 

(models 1, 2, 5 and 6) was also conducted to control for any bias.  

TPB determinants of behaviour measures 

The question items for the TPB determinants of behaviour constructs were developed 

using Ajzen (2006, 2010a, 2010b) and Francis and colleagues’ (2004a, 2004b) exemplar 

works as guides. Generic items were used for all four behaviours in the conditions to 

enable direct comparisons between the different behaviours (Francis, Johnston, Eccles, 

Grimshaw & Kaner, 2004b). The pre-test items were administered using a seven-point 
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adjective scale, and the labels for these scales exemplars offered by Ajzen (2006, 2010a, 

2010b) and Francis and colleagues (2004a) as shown in Figure 8. 

Figure 8. Example of a pre-test item 

Pre-test 

For me to behave in a way that ensures people with a mental illness is treated with 

respect is: 

easy 1 2 3 4 5 6 7    difficult 
 

‘Attitude’ was measured using four question items. They were instrumental (whether the 

desired behaviour achieved something e.g., right thing to do-wrong thing to do) and 

experiential (how it felt to perform the desired behaviour e.g., pleasant-unpleasant), as 

recommended by Ajzen (2006, 2010a, 2010b) and Francis and colleagues (2004a). The 

adjective scale labels included: ‘right thing to do-wrong thing to do’, ‘pleasant-unpleasant’ 

and ‘good-bad.’ 

Five items were used to measure ‘subjective norm.’ They were injunctive (what significant 

others think an individual should do) and descriptive (whether the significant others 

perform the desired behaviour), as recommended by Ajzen (2006). Examples included: 

‘Most people who are important to me think I should/should not [perform the desired 

behaviour]; and ‘The people in my life whose opinions I value do/do not [perform the 

desired behaviour], with the adjective scale label ‘strongly agree-strongly disagree.’  

‘Perceived behavioural control’ was measured using two question items. They were single 

self-efficacy (the individual’s perception on the difficulty of performing the desired 

behaviour and their confidence to do so) and controllability (an individual’s perception on 

whether behaviour performance is within their control and the presence and absence of 

barriers and enablers to its enactment) items. Examples included: ‘For me to [perform the 

desired behaviour] is easy/difficult;’ and ‘It’s mostly up to me whether or not I [perform the 

desired behaviour], with the adjective scale label ‘strongly agree-strongly disagree.’  

‘Intention’ was measured using three generalised intention items. Examples include: ‘I’ll try 

to [perform the desired behaviour]’, ‘I plan to [perform the desired behaviour]’ and ‘I intend 

to [perform the desired behaviour].’ The scales were ‘true-false’, strongly-disagree-strongly 

agree’ and ‘unlikely-likely’ respectively. 

The post-test items were modified versions of the pre-test items constructed to enable 

participants to indicate their self-predicted levels of change. As shown in Figure 9, the 

favourable adjectives in the pre-test items were used to frame the corresponding post-test 

items. These items were administered using a modified seven-point adjective scale, where 

an answer of ‘+3’ represented a ‘more likely’ level of change in the relation to the relevant 
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TPB behaviour construct; while a ‘-3’ indicated a ‘less likely’ level of change. An answer of 

“0” indicated no change in relation the relevant TPB construct. 

Figure 9. Example of pre-test and post-test question items 

Pre-test 

For me to behave in a way that ensures people with a mental illness is treated with respect is: 

easy 1 2 3 4 5 6 7    difficult 
 

Post-test 

In 3 months time after repeatedly seeing, hearing and reading about the Like Minds programme and 

mental illness … 
 

Do you think you’d be more or less likely to feel that behaving in a way that ensures people with a 

mental illness are treated with respect is easy: 

More likely +3 +2 +1 0 1 2 3    Less likely 

No change 

 

Additional attitude, subjective norm and perceived behavioural control items (2, 3 and 1 

respectively) were tested in the pilot study. However, they were omitted from the TPB 

efficacy study questionnaire because item analyses showed their internal consistency 

correlations were not acceptable (see Appendix 13 for a discussion). Francis and 

colleagues (2004a) note the importance of the TPB determinants having high internal 

consistency; and suggest that those that do not are omitted to improve internal 

consistency. 

TPB underlying beliefs construct measures 

The questionnaire items for the TPB underlying beliefs constructs were also constructed 

using the TPB procedures outlined by Ajzen (2006, 2010b) and Francis and colleagues 

(2004a). A set of modal salient beliefs toward performing the desired behaviours was 

required from a representative sample of the research population to inform the 

construction of these items. The process for obtaining these is referred to as an elicitation 

study, and involves developing a beliefs elicitation questionnaire (see Appendix 14 for an 

example of the questionnaire). In this email-based questionnaire, the four desired 

behaviours were defined the same as that outlined in 9.5.1. The nine open-ended 

questionnaire items for each of the four desired behaviours were based on Francis and 

colleagues’ (2004a) exemplar items. Three items elicited the advantages and 

disadvantages of performing the desired behaviours (behavioural beliefs); three items the 

sources of pressure to perform the desired behaviours and the strength of motivations to 

comply with these (normative beliefs); and three items the factors that made it difficult to 

perform or not perform the desired behaviours, and the power of these factors (control 

beliefs). Content analysis of the responses was conducted to identify the most frequently-

cited behavioural, normative and control beliefs. The most frequently-cited ‘behavioural 
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beliefs’ themes were converted into statements to form the pre-test ‘behaviour beliefs’ 

items. These items reflected the beliefs that most affected the research population’s 

behaviour. These items were then converted into incomplete sentences to form the 

outcome evaluation items. A participant’s response to these items indicated a negative or 

positive evaluation of the belief statement (Francis et al., 2004a). As shown in Table 24, 

there were four normative beliefs items for all conditions except condition 2 (seeking help 

for someone with depression). Examples of these items are provided in Figure 10. 

Table 24. TPB underlying beliefs construct item numbers 

Condition 

Constructs 1 2 3 4 

Behavioural beliefs 4 2 4 4 

Normative beliefs 2 2 2 2 

Control beliefs 2 4 4 4 

Figure 10. Example of TPB underlying beliefs pre-test items 

Behavioural beliefs 

Behavioural beliefs 

If I behave in a way that ensures people with a mental illness are treated with respect, I’ll be doing something 

positive for them: 

Unlikely 1 2 3 4 5 6 7    Likely 
 

Outcome evaluations 

Doing something positive for people with a mental illness is: 

Undesirable -3 -2 -1 0 +1 +2 +3    Desirable 
 

Normative beliefs 

Normative beliefs 

People with a mental illness think I: 

Should 1 2 3 4 5 6 7    Should not 

behave in a way that ensures they’re treated with 
respect 

 

Motivations to comply: 

What people with a mental illness think I should do matters to me: 

Not at all 1 2 3 4 5 6 7    Very much 
 

Control beliefs 

Control beliefs 

I don’t behave in a way that ensures people with a mental illness are treated with respect, because I don’t’ know 

how to: 

Unlikely 1 2 3 4 5 6 7    Likely 

 

Power of the control beliefs 

Because I don’t know how to behave in a way that ensures people with a mental illness are treated with respect, 

I’m: 

Unlikely 1 2 3 4 5 6 7    Likely 

to behave in a way that ensures they’re treated with respect 
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The pre-test ‘normative beliefs’ items were constructed by converting the most frequently-

cited sources of social pressure (significant groups or individuals) into ‘stems’ for the most 

frequently-cited ‘normative beliefs’ themes (Francis, Eccles, Johnston, Walker, Grimshaw, 

Foy et al., 2004a). The sources were then converted into statements to form the 

‘motivations to comply with these beliefs’ items. A participant’s responses indicated the 

strength of the motivations to comply with the expectations of the noted significant groups 

or individuals. There were two normative beliefs items for all conditions as shown in Table 

24. Examples of these items are provided in Figure 10. 

The pre-test ‘control beliefs’ items were constructed using the same procedures as those 

described for the ‘behavioural beliefs,’ except the statements reflected the beliefs that 

made it difficult to perform or not perform the desired behaviours; and the incomplete 

statement assessed the power of these factors. As shown in Table 24, there were four 

control beliefs items for all conditions except condition 1 (supporting someone with a 

mental illness). Examples of these items are provided in Figure 10. 

The pre-test items for these constructs were modified to create the corresponding post-test 

items using the same procedures as those described in relation to the TPB determinant 

behaviour constructs. The same adjective scales were also used. All items were tested 

with a sample representative of the research population for comprehension and clarity as 

recommended by Francis and colleagues (2004a). Minor changes to some wording were 

made as a result. 

Perceived behaviour change measures 

Two evaluative constructs were developed to measure perceived behaviour change as a 

result of the social marketing approaches (conditions). ‘Perceived behaviour change for 

own ethnic group’ is self-explanatory. Its single measure indicated perceived behaviour 

change achieved as a result of the conditions; and involved the administering of one 

questionnaire item using a seven-point adjective scale (‘very effective-very ineffective’). 

‘Perceived behaviour change for Pacific peoples’ is also self-explanatory; and its measure, 

questionnaire item and seven-point adjective scale label the same as those for ‘perceived 

behaviour change for own ethnic group’ but in relation to Pacific peoples generally. A 

generic evaluative construct was tested in the pilot study to see whether participants could 

make an evaluative judgment on the effectiveness of the conditions (see Appendix 12 for a 

description of the measure; and Appendix 13 for the results ). The positive results resulted 

in the creation of these two specific constructs to answer the research question. 

Demographic measures 

Three demographic constructs were included: ‘ethnicity’, ‘age’ and ‘gender’, with the first 

crucial to determine the influence of ‘ethnicity’ on behaviour change. Statistics New 
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Zealand’s (2006) constructs and measures were used because they are the government’s 

official standardised measurements. ‘Ethnicity’ measured the ethnic group participants 

most strongly identified with, with the options: Samoan, Cook Islands, Tongan and New 

Zealand European. ‘Gender’ measured the sex of the participants. ‘Age’ measured the age 

group participants were in, with the options: 16 to 19 years, 20 to 29 years, 30 to 64 years 

and 65+ years.  

Acculturation measures 

Two acculturation constructs were included to measure the influence of ‘culture’ on 

behaviour. ‘Pan-ethnic acculturation’ was participants’ acculturation orientation in New 

Zealand at a pan-Pacific level. Auckland University of Technology’s (AUT) ‘Pacific 

acculturation’ construct and its measure was used for this because it is the only known 

measure designed specifically for Pacific peoples in New Zealand. It has also been used 

successfully to explain the relationship between acculturation and some Pacific health 

aspects, as noted in 3.3.2. The single measure indicated participants’ pan-ethnic 

acculturation orientation. The bi-dimensional question items measuring this were, however, 

adapted to create four ethnic-specific modified versions as will be discussed; and these 

results combined to measure pan-ethnic acculturation. 

‘Ethnic-specific acculturation’ was participants’ acculturation orientation in New Zealand at 

an ethnic-specific level. A single measure indicating participants’ ethnic-specific 

acculturation orientation was used. The eleven bi-dimensional items administered to 

measure this were adapted versions of AUT’s Pacific acculturation items, with a set of 

items constructed for each ethnic group (i.e. Samoan, Cook Islands, Tongan and New 

Zealand European). For example, ‘I was brought up the Pasifika way’ in AUT’s items in its 

Pacific scales was amended to ‘I was brought up the Samoan way’ in the Samoan scales 

for this study. The New Zealand items and scales remained the same. Table 25 shows the 

Samoan and New Zealand question items and scales developed for this study. 

The original AUT items were adapted and abbreviated from Tsai and colleagues’ (2000) 

General Ethnicity Questionnaire (GEQ); and reflect five of the GEQ’s six cultural 

dimensions (language, social affiliation, exposure in daily living, activities and food); 

Berry’s (1980, 2005) dimensions of cultural maintenance and cultural contact and 

participation; and include items relating to contact with Pacific family and relatives, church 

attendance and sport and recreation participation to enhance their cultural appropriateness 

for Pacific peoples and contextual relevancy for New Zealand. The content validity of 

AUT’s items was found to be mixed (Burrows et al., 2010); but according to Burrows and 

colleagues (2010) provide additional insights into cultural differences for Pacific and New 

Zealand cultures. For example, the authors’ study on maternal and infant care found sport 

was not a significant distinguishable item for establishing ‘Pacificness' in a Pacific domain 
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context; while church was not relevant variable in a New Zealand context (Burrows et al., 

2010).  

Table 25. Samoan and New Zealand acculturation scales question items 

Samoan acculturation orientation items New Zealand acculturation orientation items 

 I was brought up the Samoan way 

 I’m familiar with Samoan practices and 
customs 

 I can understand the Samoan language well 

 I have several Samoan friends 

 Most of my friends speak Samoan 

 I participate in Samoan sports and 
recreation 

 I speak Samoan 

 I have contact with Samoan families and 
relatives 

 I eat Samoan food 

 I visit a traditional Samoan healer when I 
have an illness 

 I go to a church that is mostly attended by 
Samoan people 

 I was brought up the New Zealand way 

 I’m familiar with New Zealand practices and 
customs 

 I can understand English well 

 I have several non-Samoan friends 

 Most of my friends speak English 

 I participate in New Zealand sports and 
recreation 

 I speak English 

 I have contact with non-Samoan families and 
relatives 

 I eat non-Samoan food 

 I visit Western-trained Doctors when I have 
an illness 

 I go to a church that is mostly attended by 
non-Samoan people 

9.5.3 Talanoa themes and tool 

Talanoa (group discussions) were conducted directly after completion of the TPB 

questionnaire to explore participants’ responses to the questionnaire. Of particular interest 

were their views and perspectives on their behaviour change as a result of the various 

conditions; and perceived behaviour change for their own ethnic group and Pacific peoples 

generally. A semi-structured talanoa guide was developed to guide these discussions (see 

the talanoa questions in Appendix 15 for an example). 

9.6 Data collection procedures 

Two processes were used to recruit participants for this study. In the first process, the 

researcher or ethnic-specific coordinators made the initial approaches to the leaders of 

Samoan, Cook Islands and Tongan community organisations and churches via personal 

visits or phone calls. Follow-up meetings were held with these leaders or their 

representatives to discuss the study and finalise session dates, times and venues. Once 

confirmed, the ethnic-specific co-ordinators or group representatives made the approaches 

to all potential participants on the researcher’s behalf via personal visits or phone calls. All 

potential participants were given a copy of the participant information sheet which was in 

English and their respective ethnic language (see Appendix 16 for an example of a 

participant information sheet). The ethnic-specific co-ordinators or group representatives 

also reminded participants of the session dates, times and venues. In the second process, 

the researcher and ethnic-specific coordinators also made the initial approaches to 

potential New Zealand European participants and Samoan, Cook Islands and Tongan 
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participants not associated with ethnic-specific community organisations and churches via 

email advertisements. These advertisements informed potential participants of the study, 

session dates, times and venues (see Appendix 17 for an example of an advertisement). 

All respondents to the advertisements (confirmed participants) received a copy of the 

participant information sheet from the researcher. They also received email reminders 

before their session date. 

The study was conducted over 16 weeks, in 30 ethnic-specific sessions in the greater 

Auckland and Wellington regions. The same procedures were followed at each session. 

Sessions began with an overview of the study and the session. The participant information 

sheet and consent form were explained, and the signed consent form collected (an 

example of a participant information sheet is given in Appendix 16; and of a consent form 

in Appendix 18). The data collection processes comprised four sequential parts, as shown 

in Figure 11. The first part (Part A) involved administering the demographic and 

acculturation construct questionnaire items. Following some basic information on the 

health issue and desired behaviour (Part B: Scene-setting), the TPB determinants and 

underlying beliefs construct pre-test questionnaire items were administered (Part B: Pre-

test). This was followed by the ‘exposure’ comprising a description of the social marketing 

intervention (condition) and promotional materials (Part B: Exposure). A mental simulation 

component adapted from Armitage and Reidy (2008) followed (Part B: Mental simulation) 

to enhance visualisation. Participants were asked to close their eyes and imagine how they 

and significant others might think and feel about the desired behaviour in three months’ 

time after repetitive exposure. The instructions and dosage of the repetitive exposure were 

written and read out to ensure consistency. After two minutes, participants were asked to 

open their eyes and answer the post-test items (Part B: Post-test) which included the 

perceived behaviour change construct items. After a 30-minute refreshment break (Part 

C), Part B was repeated in relation to a second condition. A talanoa was then held to 

explore participants’ responses (Part D; Appendix 15 is an example of the study protocols 

and tool). 
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Figure 11. Efficacy study data collection procedures 

 

Selection bias was the major threat to the internal validity of this study because of the use 

of pre-existing groups and volunteers as participants. These limitations were noted and are 

discussed in 11.5.1. Carry-over or residual effect was the major threat to the external 

validity of this study, because of the influence the effects of the first initial treatment 

(condition) could potentially have on participants’ responses to the second treatment 

(condition). A ‘washout’ period (Part C: Refreshments) between the two treatments was 

included to minimise this threat. The hawthorne effect, characterised by participants 

modifying their behaviour (responses) in response to the attention they might receive from 

taking part in the study; and demand characteristics, participants modifying their responses 

to meet what they believe the research goals to be (Neuman, 2003) were additional 

threats. As noted in 9.3, the BIB design was in part selected to minimise these threats. 

Participants’ responses were anonymous and all potential and confirmed participants 

advised this was the case; and all correspondence and instructions to participants concise 

and carefully worded so as not to influence their responses. The study sessions were also 

replicated in a variety of settings, for different ethnic groups at different times, and in 

ethnic-specific languages to further improve the external validity of the study (Trochim & 

Donnelly, 2006, 2008). 

9.7 Data analysis 

This section outlines the procedures that were used to analyse the TPB questionnaire data 

to ascertain the efficacy of the Pacific social marketing approach for Pacific peoples and 

the four ethnic-specific groups involved in this study (hypotheses 1 to 10); and the talanoa 

data to understand the reasons for their responses. The procedures used to analyse the 

TPB questionnaire data to determine the validity of the TPB for these same groups 

(hypotheses 11 to 20) are also described. 
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9.7.1 TPB questionnaire for the efficacy study 

Data analysis design 

A custom factorial design was used to analyse the TPB questionnaire data to determine 

the efficacy of the Pacific social marketing approach. It was also used to ascertain the 

influence of ‘ethnicity,’ pan-ethnic acculturation’ and ‘ethnic-specific acculturation’ on these 

groups’ behaviour change. This design was selected because there was only one 

interaction effect of interest: the ‘condition by ethnicity’. This was to test the hypotheses 

regarding the efficacy of the Pacific social marketing approach for Pacific peoples and the 

ethnic-specific groups compared to the alternate approaches (hypotheses 3 and 8). The 

remaining analyses contained one independent variable only to examine their influence on 

these groups’ behaviour change. They were: ‘condition’, ‘ethnicity’, ‘pan-ethnic 

acculturation’ and ‘ethnic-specific acculturation’. A complete factorial design was not used 

as it would have reduced the variance that each effect could explain, and therefore reduce 

the statistical power. The efficacy of the mutually exclusive conditions would also not have 

been able to be measured in this design (Bhandari & Joensson, 2009; Trochim & Donnelly, 

2006, 2008; Whelan et al., 2012; Yamamoto, 2008). This was crucial to determine the 

efficacy of the Pacific social marketing approach (condition 1) compared to the alternate 

approaches; and the influences of ‘condition’, ‘ethnicity’, ‘pan-ethnic acculturation’ and 

‘ethnic-specific on behaviour change. 

Data preparation 

TPB determinants of behaviour construct data 

The TPB determinants of behaviour data was prepared according to the TPB procedures 

outlined by Francis and colleagues (2004a). The scoring key is provided as Appendix 19. 

For each condition, all negatively-worded attitude, subjective norm, perceived behavioural 

control and intention items were reverse-coded to ensure the higher scores reflected more 

positive responses. Items analyses of all items for each construct were conducted to 

establish internal consistency. All internal consistency co-efficients were found to be 

acceptable (<0.6); thus all items were included in the calculation of the overall construct 

scores (composite variables). This involved calculating the mean of the four attitude, five 

subjective norm, two perceived behavioural control and three intention items scores for 

each condition. Z-scores of all composite variables were computed to standardise the 

scores so comparisons could be made within and between conditions (Green & Salkind, 

2005). This involved subtracting the mean construct scores from the total construct score 

and dividing by the total construct standard deviation, as shown in notation below: 

z = (x – mean)   standardDeviation 

where z is the standardised score; and x the raw score before standardisation.  
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The z-scores indicated how many standard deviations the construct composite scores 

were from the mean (Green & Salkind, 2005). 

TPB underlying beliefs construct data 

The TPB procedures outlined by Francis and colleagues (2004a) were also used to 

prepare the TPB underlying beliefs construct data. For each condition, each behavioural 

belief item was multiplied by the relevant outcome evaluation score; each normative belief 

by the relevant motivation to comply score; and each control belief by the relevant control 

belief strength score to create new variables that represented the weighted score for each 

belief item. The weighted beliefs items for each construct were then summed to create 

composite attitude, subjective norm and perceived behavioural control scores. As shown in 

Table 26, the number of items for this differed across conditions although conditions 3 and 

4 contained the same number of behavioural, normative and control belief items. 

Table 26. TPB underlying beliefs construct item numbers 

Condition 

Constructs 1 2 3 4 

Behavioural beliefs 4 2 4 4 

Normative beliefs 2 2 2 2 

Control beliefs 2 4 4 4 

Bivariate correlations between these and the TPB behaviour determinants measures of the 

same construct were calculated to confirm the validity of the underlying measures, as 

recommended by Francis and colleagues (2004a). Strong correlations were found. Z-

scores of all composite variables were computed using the same procedures as those 

described in relation to the TPB determinants of behaviour construct data to enable 

comparisons to be made within and between conditions. 

Perceived behaviour change construct data 

The single items for perceived behaviour change for own ethnic group and Pacific peoples 

were reverse-coded to ensure the higher score reflected a more positive response. 

Composite variables for each construct were created by calculating the means; and z-

scores computed using the same procedures as those described for the TPB behaviour 

determinant constructs to enable comparisons between the constructs within and between 

conditions. 

Demographics construct data 

The single items for the ‘ethnicity’, ‘age’ and ‘gender’ demographic constructs were ranked 

to create participants’ individual classifications for these constructs, as shown in Table 27. 

Composite scores for each construct were created; and then the z-scores computed using 

the same procedures as those described for the TPB determinants of behaviour constructs 
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to obtain standardised scores to help determine the effects ‘ethnicity’ had on behaviour 

change. 

Table 27. Demographic classifications 

Ranking Commands Classifications 

Ethnicity  

IF: Ethnicity score = 1 Samoan 

IF: Ethnicity score = 2 Cook Islands 

IF: Ethnicity score = 3  Tongan 

IF: Ethnicity score = 4 New Zealand European 

Gender  

IF: Gender score = 1 Male 

IF: Gender score = 2 Female 

Age  

IF: Age score = 1 16 to 19 years 

IF: Age score = 2 20 to 29 years 

IF: Age score = 3 30 to 64 years 

IF: Age score = 4 65 years + 

Acculturation construct data 

The acculturation construct data was prepared using the procedures outlined by Tautolo 

and colleagues (2011). Participants’ scores for the eleven items on the ethnic-specific and 

New Zealand bi-dimensional acculturation scales were summed and the means calculated 

to create overall Pacific and New Zealand scores. The median splits were calculated to 

create the cut-offs for the acculturation orientation classifications. Z-scores were created 

for each participants’ individual scores to standardise scores for comparison; and they 

allocated to an acculturation orientation classification, depending on whether their score 

was above or below the median (Tautolo et al., 2011). 

Table 28. Pan-ethnic acculturation orientation classifications 

Ranking Commands Acculturation Orientation 

IF: PIACCULT score = 1 and NZACCULT score = 1 Marginalisor 

IF: PIACCULT score = 1 and NZACCULT score = 2 Assimilator 

IF: PIACCULT score = 2 and NZACCULT score = 1 Separator 

IF: PIACCULT score = 2 and NZACCULT score = 2 Integrator 

The same procedures were used to determine ethnic-specific acculturation orientation by 

running them across each ethnic-specific sample.  

Data analysis 

A linear mixed model approach (LMM) was used to analyse the data. This approach was 

selected because it provided the flexibility of modelling the means, variances and 

covariances of the data. This was considered important given the dependent variables 

were assumed to be linearly related to the fixed effects, random effects and covariates 
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(IBM Corporation, 2011). The LMM was also used because it factored in the incomplete 

data caused by participants’ completing two of the four conditions only. Other procedures 

such as the standard MANOVA models or repeated ANOVA measures would have treated 

the data as incomplete. 

The TPB determinants of behaviour and underlying beliefs constructs were used as the 

random effects; and ‘ethnicity,’ ‘pan-ethnic acculturation’, ‘ethnic-specific acculturation’ and 

the interaction of ‘ethnicity by condition’ the fixed effects in the model to test hypotheses 1 

to 10. The restricted maximum likelihood (REML) estimation was selected as the method 

for this analysis because of its ability to produce “more accurate estimates of random 

variances” (Twisk 2006, as cited in Field, 2009). It also takes into account the loss of 

degrees of freedom resulting from the estimation of the parameters of the fixed part (Maas 

& Snijders, 2003). In addition, Type III sum of squares was used to evaluate the different 

hypotheses because it supports unbalanced models such as the BIB design (IBM 

Corporation, 2011). The means for the main and interaction effects were displayed, and 

the main effects compared, using the Estimated Marginal Means of Fitted model. The 

Sidak correction was used for these post-hoc comparisons so as not to “lose power 

associated with Bonferroni corrected values” (Field, 2009:473).  
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Table 29. Models for the efficacy study 

Variables    Models Variables Models 

 1 2 3 4  5 6 7 8 

Independent variables     Independent variables     

Ethnicity: Pacific
1
     Ethnicity: Samoan

1
     

 New Zealand European
2 

     Cook Islands
1
     

      Tongan
1
     

      New Zealand European
2
     

Pan-ethnic acculturation  x  x Pan-ethnic acculturation  x  x 

Ethnic-specific acculturation x  x  Ethnic-specific acculturation x  x  

Dependent variables     Dependent variables     

Behavioural beliefs      Behavioural beliefs      

Normative beliefs      Normative beliefs      

Control beliefs      Control beliefs      

Attitude      Attitude      

Subjective norm      Subjective norm      

Perceived behavioural control      Perceived behavioural control      

          

Intention      Intention     

          

Perceived behaviour change for 
own ethnic group 

x x   Perceived behaviour change for own 
ethnic group 

x x   

Perceived behaviour change for 
Pacific peoples 

x x   Perceived behaviour change for 
Pacific peoples 

x x   

          

Covariate     Covariate     

Pre-test scores (controls)   x x Pre-test scores (controls)   x x 

          
1
The ‘Pacific’ ethnicity variable was run to test H1 to H5. 

2
The ‘New Zealand European’ ethnicity variable was run with the 

‘Pacific’ to test H2 and H3.
 

1
The ‘Samoan’, ‘Cook Islands’ and ‘Tongan’ ethnicity variables were run 

to test H6 to H10. 
2
The ‘New Zealand European’ ethnicity variable was run with the 

‘Samoan’, ‘Cook Islands’ and ‘Tongan’ to test hypotheses H7 and H8.
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9.7.2 Talanoa 

Miles and Huberman’s (1994) qualitative thematic approach was used to analyse the 

talanoa data to understand the reasons for participants’ responses to the TPB 

questionnaire. This data was prepared and analysed using the same procedures as those 

described in 5.4.4, except the data was coded and analysed separately by ethnic group 

and condition, according to talanoa theme. The same measures as those used in 5.4.4 

were also used to strengthen the credibility of the analysis and enhance its transferability. 

9.7.3 TPB questionnaire for TPB validity study 

Data analysis design 

Bivariate correlations were used to determine the validity of the TPB for Pacific peoples 

and the four ethnic-specific groups, while also obtaining an understanding of their health 

behaviour. This approach was selected rather than a multivariate approach such as 

structural equation modelling because it factored in the incomplete data caused by 

participants’ completing two of the four conditions only. 

Data preparation 

The TPB determinants of behaviour, underlying beliefs and ‘ethnicity’ demographic 

construct data contained in the TPB questionnaire was used to determine the validity of 

the TPB for Pacific peoples and the four ethnic-specific groups. This data was prepared as 

part of the process of preparing the TPB questionnaire data for the efficacy study (see 

9.7.1 for detailed description). 

Data analysis 

Bivariate correlations were used to determine the validity of the TPB inter-construct 

relationships (hypotheses 11 to 20). The Pearson produce-moment correlation co-efficient 

was used to measure the relationships between the constructs. It was expected all groups’ 

underlying beliefs would correlate with their determinants of intention (hypotheses 11 and 

16); their determinants of intention with their intention (hypotheses 13 and 18); and that the 

causal relationships between the inter-construct relationship would be present (hypotheses 

15 and 20). It was also expected that Pacific peoples’ correlations would be significantly 

different to those for New Zealand Europeans (hypotheses 12 and 14); and the 

correlations for the ethnic-specific groups significantly different from each other 

(hypotheses 17 and 19). The strength of relationships was measured using Cohen’s 

(1988) criteria: with r = -+ .10 to -+ .29 representing a weak relationship; r = -+ .30 to -+ .49 

a moderate relationship; and r = -+ .50 to -+ 1.0 a strong relationship. 



 

143 

9.8 Ethics approval and considerations 

Ethics approval 

Ethics approval for this study was granted by the University of Auckland Human 

Participants Ethics Committee on 1 October 2009 for three years, reference 2009/442 (see 

Appendix 20 for ethics approval for parts 1 and 2; and Appendix 21 for approval for the 

efficacy study). 

Ethical considerations 

This study was underpinned by the HRC (2005) Pacific ethical principles for Pacific 

research, and the social science research ethical principles of autonomy, beneficence and 

justice. This was to ensure the relationships fundamental to Pacific research were 

established and maintained, and to minimise any anticipated or unexpected tensions 

between the study goals, and the needs and rights of the participants (Orb et al, 2001; see 

5.6 for detailed description). 

Data protection and storage considerations 

The data protection and storage considerations for this study were the same as those for 

the first study (see 5.6 for detailed description). 
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Chapter 10. Results 

10.1 Purpose of this chapter  

This chapter present the results from this study in four sections. In the first section, the 

sample is described. This is followed by the results from the TPB questionnaire on the 

efficacy of the Pacific social marketing approach for Pacific peoples and ethnic-specific 

groups; and the effects ‘condition’, ‘ethnicity,’ ‘pan-ethnic acculturation’ and ‘ethnic-specific 

acculturation’ have on behaviour change (first research question) in the second section. 

The third section presents the results from the talanoa conducted to obtain an 

understanding of participants’ responses to the TPB questionnaire. In the final section, the 

results on the validity of the TPB in explaining Pacific peoples’ and the four ethnic-specific 

groups’ health behaviours are presented. 

10.2 Sample 

A total sample of 380 participants was required for this study; comprising at least 100 

(each) Samoan, Cooks Islands and Tongan participants, and 80 New Zealand European 

participants. Four hundred participants took part in the study. As shown in Table 30, there 

were more female participants for all samples (64% Samoans, 69% Cook Islanders, 54% 

Tongans and 60% New Zealand Europeans); and more participants aged 30-64 except the 

Samoan where they aged 20-29 years. 

Table 30. Ethnic-specific participant demographics for the efficacy study 

Ethnicity  Gender Age group (years) 

Total 16–19 20–29 30–64 65+ NIL 

Samoan 

 

 Male 10 7 13 6 0 36 

Female 2 36 20 6 1 65 

NIL 0 0 0 0 1 1 

Total 12 43 33 12 2 102 

Cook 
Islands 

 

 Male 8 9 9 10 0 36 

Female 

NIL 

9 

0 

25 

0 

32 

0 

15 

0 

0 

0 

81 

0 

Total 17 34 41 25 0 117 

Tongan 

 

 Male 5 13 16 11 0 45 

Female 

NIL 

4 

0 

14 

0 

31 

0 

5 

0 

0 

0 

54 

0 

Total 9 27 47 16 0 100 

New 
Zealand 
European 

 

 Male 1 12 17 2 0 32 

Female 

NIL 

9 

0 

14 

0 

23 

0 

2 

0 

1 

0 

49 

0 

Total 10 26 40 4 1 81 
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Based on this data, the total Pacific sample was 318 and the total New Zealand European 

sample 81. As shown in Table 31, of the Pacific sample, 63% were female, 38% were 

aged 30-64 years and 33% 20–29 years. Of the New Zealand European sample, 60% 

were female, and 49% aged 30–64 years. 

Table 31. Pacific and New Zealand European demographics for the efficacy study 

Ethnicity               Gender Age group (years) 

Total 16–19 20–29 30–64 65+ NIL 

Pacific 

 

 Male 23 29 38 27 0 117 

Female 15 75 83 26 1 200 

NIL 0 0 0 0 2 2 

Total 38 104 121 53 3 319 

New 
Zealand 
European 

 

 Male 1 12 17 2 0 32 

Female 

NIL 

9 

0 

14 

0 

23 

0 

2 

0 

1 

0 

49 

0 

Total 10 26 40 4 1 81 

Fifty (each) Samoans, Cook Islanders and Tongans were required for each condition; and 

eighty New Zealand Europeans for conditions 2 and 4. As shown in Table 32, the quota 

were met or exceeded. 

Table 32. Ethnic-specific sample numbers required for each condition 

Conditions 

 Condition 1 Condition 2 Condition 3 Condition 4 

Ethnicity N quota N N quota N N quota N N quota N 

Samoan ≥ 50 51 ≥ 50 51 ≥ 50 51 ≥ 50 51 

Cook 
Islanders 

≥ 50 51 ≥ 50 51 ≥ 50 66 ≥ 50 66 

Tongan ≥ 50 50 ≥ 50 50 ≥ 50 50 ≥ 50 50 

New Zealand 
European 

  ≥ 80 81   ≥ 80 80 

Total ≥ 150 152 ≥ 230 233 ≥ 150 167 ≥ 230 247 

10.3 Efficacy of the Pacific social marketing approach for Pacific 
peoples 

This section presents the findings answering the first part of the first research question: the 

efficacy of the Pacific social marketing approach (condition 1) in achieving greater positive 

behaviour change for Pacific peoples, compared to three alternate approaches (conditions 

2 to 4). The findings relating to the effects ‘condition’,  ‘ethnicity’, ‘condition by ethnicity’, 

‘pan-acculturation’ and ‘ethnic-specific acculturation’ have on their and New Zealand 

Europeans’ behaviour change are also presented, according to the model run to analyse 

the data. 
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10.3.1 Condition effects 

 

Model 1 

There was no significant ‘condition’ effect for Pacific peoples (PAC) or New Zealand 

Europeans (NZE) when pan-ethnic acculturation was considered and current beliefs and 

determinants of behaviour controlled for, as shown in Table 33. This suggests that 

condition 1 was not efficacious in achieving greater positive behaviour change for either 

group. It also indicates none of the other three conditions were efficacious. 

Table 33. Significant condition effects for Pacific peoples and New Zealand Europeans (pan-
ethnic acculturation, controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition     

Behavioural beliefs 3 760 .748 n.s 

Normative beliefs 3 769 .312 n.s 

Control beliefs 3 749 .389 n.s 

Attitude 3 770 .926 n.s 

Subjective norm 3 766 .520 n.s 

Perceived behavioural 
control 

3 770 .456 n.s 

Intention 3 747 .807 n.s 

Model 2 

‘Condition’ had no significant effect for PAC or NZE when ethnic-specific acculturation was 

taken into account and current beliefs and determinants of behaviour controlled for, as 

shown in Table 24. This indicates condition 1 was not efficacious in achieving greater 

positive behaviour change for either group. It also suggests that none of the three alternate 

conditions were efficacious. 

  

Relevant hypothesis: 1 
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Table 34. Significant condition effects for Pacific peoples and New Zealand Europeans 
(ethnic-specific acculturation, controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition     

Behavioural beliefs 3 760 .780 n.s 

Normative beliefs 3 769 .285 n.s 

Control beliefs 3 749 .402 n.s 

Attitude 3 770 .944 n.s 

Subjective norm 3 766 .513 n.s 

Perceived behavioural 
control 

3 770 .448 n.s 

Intention 3 747 .812 n.s 

Model 3 

As shown in Table 35, there was no significant ‘condition’ effect for PAC or NZE when pan-

ethnic acculturation was considered and current beliefs and determinants of behaviour not 

controlled for. This suggests neither condition 1 nor any of the three alternate conditions 

were efficacious in achieving greater positive behaviour change for these groups.  

Table 35. Significant condition effects for Pacific peoples and New Zealand Europeans (pan-
ethnic acculturation, no controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition     

Behavioural beliefs 3 767 .703 n.s 

Normative beliefs 3 772 .384 n.s 

Control beliefs 3 764 .500 n.s 

Attitude 3 773 .784 n.s 

Subjective norm 3 770 .346 n.s 

Perceived behavioural 
control 

3 775 .413 n.s 

Intention 3 762 .765 n.s 

Perceived behaviour 
change for own ethnic 
group 

3 777 .027 n.s 

Perceived behaviour 
change for Pacific peoples 

3 774 .459 n.s 

Model 4 

‘Condition’ had no significant effect for PAC or NZE when ethnic-specific acculturation was 

taken into account and current beliefs and determinants of behaviour not controlled for, as 

shown in Table 36. This indicates that condition 1 was not efficacious in achieving greater 

positive behaviour change for either group. Similarly, it suggests that none of the three 

alternate conditions were efficacious. 
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Table 36. Significant condition effects for Pacific peoples and New Zealand Europeans 
(ethnic-specific acculturation, no controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition     

Behavioural beliefs 3 767 .721 n.s 

Normative beliefs 3 772 .357 n.s 

Control beliefs 3 764 .511 n.s 

Attitude 3 773 .812 n.s 

Subjective norm 3 770 .332 n.s 

Perceived behavioural 
control 

3 775 .410 n.s 

Intention 3 762 .791 n.s 

Perceived behaviour 
change for own ethnic 
group 

3 777 .019 n.s 

Perceived behaviour 
change for Pacific 
peoples 

3 774 .417 n.s 

10.3.2 Ethnicity effects 

 

Model 1 

‘Ethnicity’ had a significant effect for behavioural beliefs when pan-ethnic acculturation was 

considered and current beliefs and determinants of behaviour controlled for. PAC level of 

change for this construct was more positive than for NZE (     = .054,      = -.131, 

although no post hoc differences found due to Sidak correction). There were no other 

significant effects, as shown in Table 37. 

Table 37. Significant ethnicity effects for Pacific peoples and New Zealand Europeans (pan-
ethnic acculturation, controls) 

Type III test of fixed effects 

Source Numerator (df) Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Ethnicity     

Behavioural beliefs 1 760 4.516 ≤.05 

 Normative beliefs 1 769   .312 n.s 

Control beliefs 1 749 3.777 n.s 

Attitude 1 770 3.028 n.s 

Subjective norm 1 766 3.431 n.s 

Perceived behavioural 
control 

1 770 2.312 n.s 

Intention 1 747 3.813 n.s 

Relevant hypothesis: 2 
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Model 2 

‘Ethnicity’ had a significant effect for all constructs except normative beliefs when ethnic-

specific acculturation was considered and current beliefs and determinants of behaviour 

controlled for. PAC levels of change were more positive than for NZE for behavioural 

beliefs (     = .057,      = -.203, p ≤ .01), control beliefs (     = .061,      = -.180, p ≤ 

.01), attitude (     = .065,      = M = -.250, p ≤ .01), subjective norm (     = .047,      

= -.131, p ≤ .05), perceived behavioural control (     = .046,      = -.137, p ≤ .05) and 

intention (     = .064,      = -.213, p ≤ .01). Table 38 shows these significant effects. 

Table 38. Significant ethnicity effects for Pacific peoples and New Zealand Europeans 
(ethnic-specific acculturation, controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Ethnicity     

Behavioural beliefs 1 760 11.014 ≤.01 

Normative beliefs 1 769 2.928 n.s 

Control beliefs 1 749 7.935 ≤.01 

Attitude 1 770 17.434 ≤.01 

Subjective norm 1 766 6.073 ≤.05 

Perceived behavioural 
control 

1 770 5.470 ≤.05 

Intention 1 747 13.090 ≤.01 

Model 3 

‘Ethnicity’ had a significant effect for intention when pan-ethnic acculturation was 

considered and current beliefs and determinants of behaviour not controlled for. PAC self-

predicted level of change for this construct was more positive than for NZE (     = .061, 

     = -.115, although there were no post hoc differences found due to Sidak correction). 

As shown in Table 39, there were no other significant effects. 
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Table 39. Significant ethnicity effects for Pacific peoples and New Zealand Europeans (pan-
ethnic acculturation, no controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Ethnicity     

Behavioural beliefs 1 767 3.162 n.s 

 Normative beliefs 1 772 .383 n.s 

Control beliefs 1 764 2.760 n.s 

Attitude 1 773 3.109 n.s 

Subjective norm 1 770 3.442 n.s 

Perceived 
behavioural control 

1 775 1.852 n.s 

Intention 1 762 4.158 ≤.05 

Perceived 
behaviour change 
for own ethnic 
group 

1 777 2.435 n.s 

Perceived 
behaviour change 
for Pacific peoples 

1 774 .205 n.s 

Model 4 

‘Ethnicity’ had a significant effect for all constructs except normative beliefs and perceived 

behaviour change when ethnic-specific acculturation was considered and current beliefs 

and determinants of behaviour not controlled for. PAC self-predicted levels of change were 

more positive than for NZE for behavioural beliefs (     = .061,      = -.202, p ≤ .01), 

control beliefs (     = .054,      = -.166, p ≤ .05), attitude (     = .065,      = -.245, p 

≤ .01), subjective norm (     = .041,      = -.124, although there were no post hoc 

differences found due to Sidak correction), perceived behavioural control (     = .044, 

     = -.122, although there were no post hoc differences found due to Sidak correction), 

intention (     = .068,      =  -.208, p ≤ .01) and perceived behaviour change for Pacific 

peoples (     = .050,      =  -.167, p ≤ .05). Table 40 shows these significant effects. 
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Table 40. Significant ethnicity effects for Pacific peoples and New Zealand Europeans 
(ethnic-specific acculturation, no controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Ethnicity     

Behavioural beliefs 1 767 10.780 ≤.01 

Normative beliefs 1 772 3.109 n.s 

Control beliefs 1 764 7.506 ≤.01 

Attitude 1 773 14.621 ≤.01 

Subjective norm 1 770 4.446 ≤.05 

Perceived behavioural 
control 

1 775 4.618 ≤.05 

Intention 1 762 12.055 ≤.01 

Perceived behaviour 
change for own ethnic 
group 

1 777 .208 n.s 

Perceived behaviour 
change for Pacific 
peoples 

1 774 7.177 ≤.01 

10.3.3 Condition by ethnicity effects 

 

Model 1 

There was no significant ‘condition by ethnicity’ interaction effect for PAC or NZE when 

pan-ethnic acculturation was considered and current beliefs and determinants of behaviour 

controlled for, as shown in Table 41. This indicates that condition 1 was not efficacious in 

achieving positive behaviour change for either group. It also indicates that none of the 

three other conditions were efficacious. 

Table 41. Significant condition by ethnicity interaction effects for Pacific peoples and New 
Zealand Europeans (pan-ethnic acculturation, controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition * Ethnicity     

Behavioural beliefs 1 760 1.815 n.s 

Normative beliefs 1 769 .011 n.s 

Control beliefs 1 749 .128 n.s 

Attitude 1 770 2.244 n.s 

Subjective norm 1 766 .290 n.s 

Perceived behavioural 
control 

1 770 2.416 n.s 

Intention 1 747 .227 n.s 

Relevant hypothesis: 3 
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Model 2 

‘Condition by ethnicity’ had no interaction effect for PAC or NZE when ethnic-specific 

acculturation was taken into account and current beliefs and determinants of behaviour 

controlled for. This suggests that condition 1 was not efficacious in achieving greater 

positive behaviour change for these groups. It also suggests that none of the three 

alternate conditions were efficacious. Table 42 shows these results. 

Table 42. Significant condition by ethnicity interaction effects for Pacific peoples and New 
Zealand Europeans (ethnic-specific acculturation, controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition * Ethnicity     

Behavioural beliefs 1 760 1.695 n.s 

Normative beliefs 1 769 .004 n.s 

Control beliefs 1 749 .103 n.s 

Attitude 1 770 2.127 n.s 

Subjective norm 1 766 .289 n.s 

Perceived behavioural 
control 

1 770 2.305 n.s 

Intention 1 747 .250 n.s 

Model 3 

There was no significant ‘condition by ethnicity’ interaction effect for PAC or NZE when 

pan-ethnic acculturation was considered and current beliefs and determinants of behaviour 

not controlled for. This suggests neither condition 1 nor any of the three alternate 

conditions were efficacious in achieving greater positive behaviour change for these 

groups. Table 43 shows these results. 

Table 43. Significant condition by ethnicity interaction effects for Pacific peoples and New 
Zealand Europeans (pan-ethnic acculturation, no controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition * Ethnicity     

Behavioural beliefs 1 767 .432 n.s 

Normative beliefs 1 772 .114 n.s 

Control beliefs 1 764 .069 n.s 

Attitude 1 773 .222 n.s 

Subjective norm 1 770 .011 n.s 

Perceived behavioural 
control 

1 775 2.203 n.s 

Intention 1 762 .392 n.s 

Perceived behaviour 
change for own ethnic 
group 

1 777 1.234 n.s 

Perceived behaviour 
change for Pacific peoples 

1 774 1.009 n.s 
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Model 4 

‘Condition by ethnicity’ had no interaction effect for PAC or NZE when ethnic-specific 

acculturation was taken into account and current beliefs and determinants of behaviour not 

controlled for. This indicates neither condition 1 nor any of the three alternate conditions 

were efficacious in achieving greater positive behaviour change for these groups. Table 44 

shows these results. 

Table 44. Significant condition by ethnicity interaction effects for Pacific peoples and New 
Zealand Europeans (ethnic-specific acculturation, no controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition * Ethnicity     

Behavioural beliefs 1 767 .373 n.s 

Normative beliefs 1 772 .100 n.s 

Control beliefs 1 764 .053 n.s 

Attitude 1 773 .186 n.s 

Subjective norm 1 770 .008 n.s 

Perceived behavioural 
control 

1 775 2.121 n.s 

Intention 1 762 .326 n.s 

Perceived behaviour 
change for own ethnic 
group 

1 777 1.249 n.s 

Perceived behaviour 
change for Pacific 
peoples 

1 774 .873 n.s 

10.3.4 Pan-ethnic acculturation effects 

 

Model 1 

‘Pan-ethnic acculturation’ had a significant effect for normative beliefs and attitude when 

current beliefs and determinants of behaviour were controlled for. The separators’ (High 

PAC-Low NZ) level of change for normative beliefs was more positive than for the 

assimilators (Low PAC-High NZ) and the integrators (High PAC-High NZ;      = .185, 

       = -.141, p ≤ .05,      = -.214, p ≤ .01); and their level of change for attitude more 

positive than for the assimilators (     = .093,        = -.205, p ≤ .05). There were no 

other significant effects, as shown in Table 45. 

  

Relevant hypothesis: 4 
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Table 45. Significant pan-ethnic acculturation effects for Pacific peoples (pan-ethnic 
acculturation, controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Pan-ethnic acculturation     

Behavioural beliefs 3 760 1.3416 n.s 

Normative beliefs 3 769 6.475 ≤.01 

Control beliefs 3 749 .494 n.s 

Attitude 3 770 3.550 ≤.05 

Subjective norm 3 766 .378 n.s 

Perceived behavioural 
control 

3 770 .663 n.s 

Intention 3 747 2.590 n.s 

Model 3 

‘Pan-ethnic acculturation’ had a significant effect for normative beliefs, perceived 

behaviour change for own ethnic group and Pacific peoples when current beliefs and 

determinants of behaviour were not controlled for. The separators’ (High PAC-Low NZ) 

self-predicted level of change for normative beliefs was more positive than for the 

assimilators (Low PAC-High NZ) and the integrators (High PAC-High NZ;      = .196, 

       = -.132, p ≤ .01,      = -.221, p ≤ .01); their self-predicted level of change for 

perceived behaviour change for their own ethnic group more positive than for the 

assimilators (     = .176,        = -.122, p ≤ .05); and their self-predicted level of change 

for perceived behaviour change for Pacific peoples more positive than for the 

marginalisors (Low PAC-Low NZ) and the assimilators (     = .221,       = -.062, p ≤ 

.05,        = M = -.199, p ≤ .01). As shown in Table 46, there were no other significant 

effects. 
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Table 46. Significant pan-ethnic acculturation effects for Pacific peoples (pan-ethnic 
acculturation, no controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator (df) Degree of 
freedom (F) 

Significance 
(sig) 

Pan-ethnic 
acculturation 

    

Behavioural beliefs 3 767 1.909 n.s 

Normative beliefs 3 772 6.502 ≤.01 

Control beliefs 3 764 .760 n.s 

Attitude 3 773 2.248 n.s 

Subjective norm 3 770 .437 n.s 

Perceived 
behavioural control 

3 775 .517 n.s 

Intention 3 762 1.609 n.s 

Perceived 
behaviour change 
for own ethnic 
group 

3 777 2.929 ≤.05 

Perceived 
behaviour change 
for Pacific peoples 

3 774 5.901 ≤.01 

10.3.5 Ethnic-specific acculturation effects 

 

Model 2 

‘Ethnic-specific acculturation’ had a significant effect for normative beliefs when current 

beliefs and determinants of behaviour were controlled for. The marginalisors’ (Low own 

ethnic group-Low NZ) level of change for this construct was more positive than for the 

assimilators (Low own ethnic group-High NZ;       = .224,        = -.190, p ≤ .01). As 

shown in Table 47, there were no other significant effects. 

  

Relevant hypothesis: 5 
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Table 47. Significant ethnic-specific acculturation effects for Pacific peoples (ethnic-specific 
acculturation, controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Ethnic-specific 
acculturation 

    

Behavioural beliefs 3 760 .700 n.s 

 Normative beliefs 3 769 5.912 ≤.01 

Control beliefs 3 749 .827 n.s 

Attitude 3 770 1.403 n.s 

Subjective norm 3 766 .255 n.s 

Perceived behavioural 
control 

3 770 .202 n.s 

Intention 3 747 1.271 n.s 

Model 4 

‘Ethnic-specific acculturation’ also had a significant effect for normative beliefs when 

current beliefs and determinants of behaviour were not controlled for. The marginalisors’ 

(Low own ethnic group-Low NZ) self-predicted level of change for this construct was more 

positive than for the assimilators (Low own ethnic group-High NZ;       = .210,        = 

-.182, p ≤ .01). There were no other significant effects as shown in Table 48. 

Table 48. Significant ethnic-specific acculturation effects for Pacific peoples (ethnic-specific 
acculturation, no controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Ethnic-specific 
acculturation 

    

Behavioural beliefs 3 767 .807 n.s 

Normative beliefs 3 772 5.231 ≤.01 

Control beliefs 3 764 1.100 n.s 

Attitude 3 773 1.543 n.s 

Subjective norm 3 770 .166 n.s 

Perceived behavioural 
control 

3 775 .239 n.s 

Intention 3 762 1.621 n.s 

Perceived behaviour 
change for own ethnic 
group 

3 777 1.622 n.s 

Perceived behaviour 
change for Pacific 
peoples 

3 774 2.111 n.s 

10.3.6 Summary 

There was no significant ‘condition’ effect for Pacific peoples or New Zealand Europeans. 

This finding was consistent, regardless of pan-ethnic or ethnic-specific acculturation and 
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whether current beliefs and determinants of behaviour were controlled for or not (models 1 

to 4). This indicates neither condition 1 nor any of the three alternate conditions were 

efficacious in achieving greater positive change for this group. 

There were significant ‘ethnicity’ effects, indicating differences in Pacific peoples’ and New 

Zealand Europeans’ responses regardless of the condition. Pacific peoples’ levels of 

change for all TPB and evaluative constructs except normative beliefs were more positive 

than for New Zealand Europeans when ethnic-specific acculturation was considered, 

irrespective of whether current beliefs and determinants of behaviour were controlled for or 

not (models 2 and 4 respectively); although the latter analyses also excluded perceived 

behavioural control. Their levels of change for behavioural beliefs and intention were also 

more positive than for New Zealand Europeans when pan-ethnic acculturation was taken 

into account and current beliefs and determinants of behaviour controlled for (model 1). 

There was no significant ‘condition by ethnicity’ interaction effect for Pacific peoples or 

New Zealand Europeans. This finding was consistent, regardless of pan-ethnic or ethnic-

specific acculturation and whether current beliefs and determinants of behaviour were 

controlled for or not (models 1 to 4). This indicates neither condition 1 nor any of the three 

alternate conditions were efficacious in achieving greater positive change for Pacific 

peoples or New Zealand Europeans. It also indicates there were no differences in how 

these groups responded to the different conditions. 

‘Pan-ethnic acculturation’ had a significant effect, indicating participants responded 

differently to the conditions according to their level of association to their pan-ethnic 

culture. The separators’ (High PAC-Low NZ) levels of change for normative beliefs were 

more positive than for the assimilators (Low PAC-High NZ) and integrators (High PAC-

High NZ), regardless of whether current beliefs and determinants of behaviour were 

controlled for or not (models 1 and 3 respectively). Their level of change for attitude was 

also more positive than for the assimilators when current beliefs and determinants of 

behaviour were controlled for (model 1). In addition, when current beliefs and determinants 

of behaviours were not controlled for, the separators’ evaluation of the perceived 

behaviour change for their own ethnic group was more positive than for the assimilators; 

and their evaluation of the perceived behaviour change for Pacific peoples more positive 

than for the marginalisors (Low PAC-Low NZ; model 3). 

‘Ethnic-specific acculturation’ had a significant effect, indicating participants responded 

differently to the conditions according to their level of association to their ethnic-specific 

culture. The marginalisors’ (Low own ethnic group-Low NZ) levels of change for normative 

beliefs were more positive than for the assimilators (Low own ethnic group-High NZ), 
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regardless of whether current beliefs and determinants of behaviour were controlled for or 

not (models 2 and 4 respectively).  

The significant effects for models 1 and 2 (current beliefs and determinants of behaviour 

controlled for) are mapped according to TPB construct in Figure 12; and those for models 

3 and 4 (current beliefs and determinants of behaviour not controlled for) in Figure 13. 
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Figure 12. Significant fixed effects for Pacific peoples and New Zealand Europeans (models 1 and 2: controls) 
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Figure 13. Significant fixed effects for Pacific peoples and New Zealand Europeans (models 3 and 4: no controls) 
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10.4 Efficacy of the Pacific social marketing approach for ethnic-
specific groups 

This section presents the findings answering the second part of the first research question: 

the efficacy of the Pacific social marketing approach (condition 1) in achieving greater 

positive behaviour change for Samoans, Cook Islanders and Tongans compared to the 

three alternate approaches (conditions 2 to 4). The findings in relation to the influences of 

‘condition’, ‘ethnicity’, ‘condition by ethnicity’, ‘pan-acculturation’ and ‘ethnic-specific 

acculturation’ on their and New Zealand Europeans’ behaviour change are also presented, 

according to the model run to analyse the data. 

10.4.1 Condition effects 

 

Model 5 

There was no significant ‘condition’ effect for Samoans (SAM), Cook Islanders (COOKS), 

Tongans (TONG) and New Zealand Europeans (NZE) when pan-ethnic acculturation was 

considered and current beliefs and determinants of behaviour controlled for. This indicates 

that condition 1 was not efficacious in achieving greater positive behaviour change for any 

of these groups. Similarly, it suggests none of the other three conditions were efficacious. 

Table 49 shows these results. 

Table 49. Significant condition effects for ethnic-specific groups (pan-ethnic acculturation, 
controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition     

Behavioural beliefs 3 752 .777 n.s 

Normative beliefs 3 761 .259 n.s 

Control beliefs 3 741 .310 n.s 

Attitude 3 762 .907 n.s 

Subjective norm 3 758 .486 n.s 

Perceived behavioural 
control 

3 762 .381 n.s 

Intention 3 739 .824 n.s 

Model 6 

‘Condition’ had no significant effect for SAM, COOKS, TONG or NZE when ethnic-specific 

acculturation was taken into account and current beliefs and determinants of behaviour 

controlled for. This suggests that neither condition 1 nor any of the three alternate 

Relevant hypothesis: 6 
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conditions were efficacious in achieving positive behaviour change for any of these groups. 

Table 50 shows these results. 

Table 50. Significant condition effects for ethnic-specific groups (ethnic-specific 
acculturation, controls) 

Type III test of fixed effects  

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition     

Behavioural beliefs 3 752 .783 n.s 

Normative beliefs 3 761 .258 n.s 

Control beliefs 3 741 .307 n.s 

Attitude 3 762 .914 n.s 

Subjective norm 3 758 .489 n.s 

Perceived behavioural 
control 

3 762 .368 n.s 

Intention 3 739 .840 n.s 

Model 7  

There was no significant ‘condition’ effect for SAM, COOKS, TONG or NZE when pan-

ethnic acculturation was considered and current beliefs and determinants of behaviour not 

controlled for. This indicates that condition 1 and the three alternate conditions were not 

efficacious in achieving greater positive behaviour change for any of these groups. These 

results are shown in Table 51. 

Table 51. Significant condition effects for ethnic-specific groups (pan-ethnic acculturation, 
no controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significa
nce (sig) 

Condition     

Behavioural beliefs 3 759 .770 n.s 

Normative beliefs 3 764 .313 n.s 

Control beliefs 3 756 .413 n.s 

Attitude 3 765 .749 n.s 

Subjective norm 3 762 .272 n.s 

Perceived behavioural control 3 767 .342 n.s 

Intention 3 754 .825 n.s 

Perceived behaviour change for 
own ethnic group 

3 769 .022 n.s 

Perceived behaviour change for 
Pacific peoples 

3 766 .366 n.s 

Model 8 

‘Condition’ had no significant effect for SAM, COOKS, TONG or NZE when ethnic-specific 

acculturation was considered and current beliefs and determinants of behaviour not 
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controlled for. This indicates that condition 1 was not efficacious in achieving greater 

positive behaviour change for any of these groups. It also indicates that none of the three 

alternate conditions was efficacious. These results are shown in Table 52. 

Table 52. Significant condition effects for ethnic-specific groups (ethnic-specific 
acculturation, no controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significan
ce (sig) 

Condition     

Behavioural beliefs 3 759 .779 n.s 

Normative beliefs 3 764 .307 n.s 

Control beliefs 3 756 .407 n.s 

Attitude 3 765 .774 n.s 

Subjective norm 3 762 .265 n.s 

Perceived behavioural control 3 767 .333 n.s 

Intention 3 754 .826 n.s 

Perceived behaviour change for 
own ethnic group 

3 769 .044 n.s 

Perceived behaviour change for 
Pacific peoples 

3 766 .358 n.s 

10.4.2 Ethnicity effects 

 

 

Model 5 

‘Ethnicity’ had a significant effect for behavioural beliefs, control beliefs, attitude and 

intention when pan-ethnic acculturation was taken into account and current beliefs and 

determinants of behaviour controlled for. COOKS levels of change were more positive than 

for SAM and NZE for behavioural beliefs (       = .198,      = -.076, p ≤ .05,      = -

.143, p ≤ .05) and attitude (       = .221,      = -.096, p ≤ .05,      = -.108, p ≤ .01). 

Their level of change for intention was also more positive than for all other groups (       

= .269,       =-.029, p ≤ .05,      = -.080, p ≤ .01,      = -.097, p ≤ .01). There were no 

post hoc differences found for control beliefs due to Sidak correction. There were also no 

other significant effects, as shown in Table 53. 

  

Relevant hypothesis: 7 
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Table 53. Significant ethnicity effects for ethnic-specific groups (pan-ethnic acculturation, 
controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Ethnicity     

Behavioural beliefs 3 752 4.369 ≤.01 

Normative beliefs 3 761 1.775 n.s 

Control beliefs 3 741 2.995 ≤.01 

Attitude 3 762 6.034 ≤.01 

Subjective norm 3 758 2.600 n.s 

Perceived behavioural 
control 

3 762 2.539 n.s 

Intention 3 739 6.727 ≤.01 

Model 6 

‘Ethnicity’ had a significant effect for all constructs when ethnic-specific acculturation was 

considered and current beliefs and determinants of behaviour controlled for, as shown in 

Table 54. COOKS level of change for intention was more positive than for all other groups 

(       = .269,       = -.013, p ≤ .05,      = -.089, p ≤ .01,      = -.128, p ≤ .01); and 

their levels of change for behavioural beliefs and attitude more positive than for SAM and 

NZE (       = .202,      = -.088, p ≤ .05,      = -.207, p ≤ .01; and        = .240, 

     = -.122, p ≤ .01,      = -.254, p ≤ .01 respectively). TONG level of change for 

attitude was also more positive than for NZE (      = .049,      = -.254, p ≤ .01). In 

addition, COOKS level of change for control beliefs was more positive than for NZE 

(       = .147,      = -.184, p ≤ .05). TONG level of change for normative beliefs was 

also more positive than for NZE and SAM (      = .209,      = -.091, p ≤ .05,       = -

.128, p ≤ .01). There were no post hoc differences found for subjective norm and perceived 

behavioural control due to Sidak correction. 

Table 54. Significant ethnicity effects for ethnic-specific groups (ethnic-specific 
acculturation, controls) 

Type III test of fixed effects 

Source Numerator (df) Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Ethnicity     

Behavioural beliefs 3 752 6.853 ≤.01 

Normative beliefs 3 761 4.976 ≤.01 

Control beliefs 3 741 3.603 ≤.05 

Attitude 3 762 11.448 ≤.01 

Subjective norm 3 758 3.519 ≤.05 

Perceived 
behavioural control 

3 762 4.004 ≤.01 

Intention 3 739 9.853 ≤.01 
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Model 7 

‘Ethnicity’ had a significant effect for all constructs except normative beliefs and perceived 

behavioural control when pan-ethnic acculturation was considered and current beliefs and 

determinants of behaviour not controlled for. COOKS levels of self-predicted change were 

more positive than for all other groups for attitude (       = .248,       = -.024, p ≤ .05, 

     = -.108, p ≤ .05,      = -.110, p ≤ .01) and intention (       = .298,       = .017, p 

≤ .05,       = -.132, p ≤ .01,      = -.145, p ≤ .01). Their level of self-predicted change 

for behavioural beliefs was also more positive than for SAM and NZE (       = .225, 

     = -.100, p ≤ .01,      = -.110, p ≤ .05), and their level of self-predicted change for 

subjective norm more positive than for SAM (       = .135,      = -.126, although there 

were no post hoc differences due to Sidak correction). For perceived behaviour change for 

own ethnic group, TONG evaluation was more positive than for COOKS and SAM (      

= .293,        = -.052, p ≤ .01,      = -.263, p ≤ .01); and NZE evaluation for this 

construct also more positive than for SAM (     = .050,      = -.263, p ≤ .01). TONG 

evaluation of perceived behaviour change for Pacific peoples was more positive than for 

SAM (      = .244,      = -.212, p ≤ .01). There were no post hoc differences found for 

control beliefs due to Sidak application. There were also no other significant effects as 

shown in Table 55. 

Table 55. Significant ethnicity effects for ethnic-specific groups (pan-ethnic acculturation, no 
controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Ethnicity     

Behavioural beliefs 7 754 2.330 ≤.01 

Normative beliefs 3 764 2.092 n.s 

Control beliefs 3 756 2.635 ≤.05 

Attitude 3 765 6.184 ≤.01 

Subjective norm 3 762 3.845 ≤.01 

Perceived behavioural 
control 

3 767 2.456 n.s 

Intention 3 754 8.702 ≤.01 

Perceived behaviour 
change for own ethnic 
group 

3 769 9.929 ≤.01 

Perceived behaviour 
change for Pacific 
peoples 

3 766 6.308 ≤.01 

Model 8 

‘Ethnicity’ had a significant effect for all constructs when ethnic-specific acculturation was 

considered and current beliefs and determinants of behaviour not controlled for, as shown 
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in Table 56. COOKS self-predicted level of change for intention was more positive than for 

all other groups (       = .292,       = .022, p ≤ .05,      = -.142, p ≤ .01,      = -

.213, p ≤ .01); their self-predicted levels of change for behavioural beliefs and attitude 

more positive than for SAM and NZE (       = .233,      = -.111, p ≤ .01,      = -.206, 

p ≤ .01; and        = .254,      = -.113, p ≤ .01,      = -.249, p ≤ .01 respectively); and 

their self-predicted level of change for control beliefs more positive than for NZE (       = 

.130,      = -.168, p ≤ .05). TONG self-predicted level of change for normative beliefs 

was more positive than for NZE and SAM (      = .233,      = -.093, p ≤ .05,      = -

.137, p ≤ .01); their evaluation of the perceived behaviour change for Pacific peoples more 

positive than for all other groups (      = .319,        = .034, p ≤ .05,      = -.168, p ≤ 

.01,      = -.208, p ≤ .01); and their evaluation of  the perceived behaviour change for 

own ethnic group more positive than for COOKS and SAM        = .300,        = -.055, 

p ≤ .01,      = -.260, p ≤ .01). NZE evaluation for the latter construct was also more 

positive than for SAM (     = -.035, p ≤ .01,      = -.260, p ≤ .05). 

Table 56. Significant ethnicity effects for ethnic-specific groups (ethnic-specific 
acculturation, no controls) 

Type III test of fixed effects 

Source Numerator (df) Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Ethnicity     

Behavioural beliefs 3 759 8.002 ≤.01 

Normative beliefs 3 764 5.548 ≤.01 

Control beliefs 3 756 3.292 ≤.05 

Attitude 3 765 9.926 ≤.01 

Subjective norm 3 762 3.987 ≤.01 

Perceived behavioural 
control 

3 767 3.693 ≤.05 

Intention 3 754 11.029 ≤.01 

Perceived 
behaviour change 
for own ethnic 
group 

3 769 11.399 ≤.01 

Perceived behaviour 
change for Pacific 
peoples 

3 766 12.348 ≤.01 

10.4.3 Condition by ethnicity effects 

 

 

Model 5 

There were significant ‘condition by ethnicity’ interaction effects for behavioural and control 

beliefs when pan-ethnic acculturation was considered and current beliefs and determinants 

Relevant hypothesis: 8 
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of behaviour controlled for. This indicates there were differences in how SAM, COOKS, 

TONG or NZE responded in relation to these constructs across the different conditions 

when these factors were considered. Table 57 shows these results. 

Table 57. Significant condition by ethnicity interaction effects for ethnic-specific groups 
(pan-ethnic acculturation, controls) 

Type III test of fixed effects  

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition * Ethnicity     

Behavioural beliefs 7 752 2.047 ≤.05 

Normative beliefs 7 761 1.082 n.s 

Control beliefs 7 741 3.373 ≤.01 

Attitude 7 762 1.786 n.s 

Subjective norm 7 758 .704 n.s 

Perceived behavioural 
control 

7 762 .856 n.s 

Intention 7 739 1.423 n.s 

For behavioural beliefs, COOKS level of change in response to condition 2 was more 

positive than for NZE (       = .307,      = -.223, p ≤ .05); and their and TONG levels of 

change in response to condition 3 more positive than for SAM (       = .252,       = 

.176,      = -.447, p ≤ .01). Within ethnicity, SAM level of change in response to condition 

4 was more positive than that for condition 3 (    = .077,     = .477, p ≤ .05) as shown in 

Figure 14. 

Figure 14. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(pan-ethnic acculturation, controls): behavioural beliefs 

 

For control beliefs, COOKS level of change in response to condition 1 was more positive 

than for TONG (       = .294,       = -.216, p ≤ .05); SAM level of change in response 
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to condition 3 more positive than for COOKS and TONG (     = .337,        = -.160, p ≤ 

.05,       = -.204, p ≤ .05); and COOKS level of change in response to condition 4 more 

positive than for NZE and SAM (       = .403,      = -.100, p ≤ .05,      = -.253, p ≤ 

.01). Within ethnicity, SAM level of change in response to condition 3 was more positive 

than that for condition 4 (    = .337,     = -.253, p ≤ .05); while it was the reverse for 

COOKS (    = .403,     = -.160, p ≤ .05) as shown in Figure 15.  

Figure 15. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(pan-ethnic acculturation, controls): control beliefs 

 

Model 6 

There was a significant ‘condition by ethnicity’ interaction effect for control beliefs when 

ethnic-specific acculturation was taken into account and current beliefs and determinants 

of behaviour controlled for. This suggests there were differences in SAM, COOKS, TONG 

or NZE responses for this construct across the different conditions when these factors 

were taken into account. Table 58 shows these results. 
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Table 58. Significant condition by ethnicity interaction effects for ethnic-specific groups 
(ethnic-specific acculturation, controls) 

Type III test of fixed effects  

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition * Ethnicity     

Behavioural beliefs 7 752 1.952 n.s 

Normative beliefs 7 761 .977 n.s 

Control beliefs 7 741 3.346 ≤.01 

Attitude 7 762 1.793 n.s 

Subjective norm 7 758 .718 n.s 

Perceived behavioural 
control 

7 762 .860 n.s 

Intention 7 739 1.383 n.s 

For this construct, SAM level of change in response to condition 3 was more positive than 

for COOKS (     = .345,        = -.142, p ≤ .05); and COOKS level of change in 

response to condition 4 more positive than for NZE and SAM (       = .419,      = -

.160, p ≤ .01,      = -.241, p ≤ .01). Within ethnicity, SAM level of change in response to 

condition 3 was more positive than that for condition 4 (    = .345,     = -.241, p ≤ .05); 

and it the reverse for COOKS (    = .419,     = -.142, p ≤ .05) as shown in Figure 16. 

Figure 16. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(pan-ethnic acculturation, no controls): control beliefs 

 

Model 7 

There were significant ‘condition by ethnicity’ interaction effects for behavioural beliefs, 

control beliefs, attitude, intention, perceived behaviour change for own ethnic group and 

Pacific peoples when pan-ethnic acculturation was considered and current beliefs and 

determinants of behaviour not controlled for. This indicates there were differences in how 
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SAM, COOKS, TONG or NZE responded in relation to these constructs across the 

different conditions when this factor was considered. Table 59 shows these results. 

Table 59. Significant condition by ethnicity interaction effects for ethnic-specific groups 
(pan-ethnic acculturation, no controls) 

Type III test of fixed effects  

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition * Ethnicity     

Behavioural beliefs 7 759 2.221 ≤.05 

Normative beliefs 7 764 .999 n.s 

Control beliefs 7 756 3.343 ≤.01 

Attitude 7 765 2.697 ≤.01 

Subjective norm 7 762 1.314 n.s 

Perceived behavioural 
control 

7 767 1.065 n.s 

Intention 7 754 2.330 ≤.05 

Perceived behaviour 
change for own ethnic 
group 

3 769 .022 ≤.01 

Perceived behaviour 
change for Pacific 
peoples 

7 766 3.234 ≤.01 

For behavioural beliefs, COOKS and TONG self-predicted levels of change in response to 

condition 3 were more positive than for SAM (       = .259,       = -.202,      = -.528, 

p ≤ .01). Within ethnicity, SAM self-predicted levels of change in response to conditions 2 

and 4 were more positive than that for condition 3 (    = .079,     = .072,     = -.528, p ≤ 

.05) as shown in Figure 17. 

Figure 17. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(pan-ethnic acculturation, no controls): behavioural beliefs 
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For control beliefs, SAM self-predicted level of change in response to condition 3 was 

more positive than for COOKS and TONG (     = .246,        = -.165, p ≤ .05,       = 

-.265, p ≤ .05); and COOKS self-predicted level of change in response to condition 4 more 

positive than for SAM (       = .374,     = -.247, p ≤ .05). Within ethnicity, SAM self-

predicted level of change in response to condition 3 was more positive than that for 

condition 4 (    = .346,     = -.247, p ≤ .05); whereas it was reverse for COOKS (    = 

.374,     = -.165, p ≤ .05) as shown in Figure 18. 

Figure 18. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(pan-ethnic acculturation, no controls): control beliefs 

 

For attitude, COOKS and TONG self-predicted levels of change in response to condition 3 

were more positive than for SAM (       = .254,       = -.129, p ≤ .05,      = -.475, p ≤ 

.01); and COOKS self-predicted level of change in response to condition 4 more positive 

than for NZE and TONG (       = .473,      = -.141, p ≤ .01,       = -.293, p ≤ .01). 

Within ethnicity, SAM self-predicted levels of change in response to conditions 2 and 4 

were positive than that for condition 3 (    = .048,     = .099,    = -.475, p ≤ .05) as 

shown in Figure 19. 
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Figure 19. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(pan-ethnic acculturation, no controls): attitude 

 

For intention, COOKS and TONG self-predicted levels of change for condition 3 were 

positive than for SAM (       = .316,       = -.145,      = -.478, p ≤ .01); and COOKS 

self-predicted level of change for condition 4 more positive than for NZE and TONG 

(       = .476,      = -.100, p ≤ .01,       = -.247, p ≤ .01) as shown in Figure 20. 

Figure 20. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(pan-ethnic acculturation, no controls): intention 
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was more positive than for SAM and COOKS (      = .508,     = -.275, p ≤ .01, 

      = -.370, p ≤ .01); and their and COOKS evaluations of condition 3 more positive 
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COOKS evaluation of condition 4 was more positive than that for condition 2 (    = .131, 

    = -.370, p ≤ .05) as shown in Figure 21. 

Figure 21. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(pan-ethnic acculturation, no controls): perceived behaviour change for own ethnic group 

 

For perceived behaviour change for Pacific peoples, TONG evaluation of condition 2 was 

more positive than for all other groups (      = .520,     = -.028, p ≤ .05,       = -.183, 

p ≤ .01,     = -.233, p ≤ .01); and their evaluation of condition 3 more positive than for 

SAM (      = .369,     = -.391, p ≤ .01). COOKS evaluation of condition 4 was also 

more positive than for SAM (      = .314,     = -.241, p ≤ .05). Within ethnicity, COOKS 

evaluation of condition 4 was more positive than that for condition 2 (    = .314,     = -

.183, p ≤ .05); and TONG evaluation of condition 2 more positive than that for condition 1 

(    = 520,     = -.090, p ≤ .05) as shown in Figure 22. 
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Figure 22. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(pan-ethnic acculturation, no controls): perceived behaviour change for Pacific peoples 

 

Model 8 

There were significant ‘condition by ethnicity’ interaction effects for behavioural beliefs, 

control beliefs, attitude, intention, perceived behaviour change for own ethnic group and 

Pacific peoples when ethnic-specific acculturation was considered and current beliefs and 

determinants of behaviour not controlled for. This indicates there were differences in SAM, 

COOKS, TONG or NZE responses for these constructs across the different conditions, 

when this factor was taken into account. These results are shown in Table 60. 

Table 60. Significant condition by ethnicity interaction effects for ethnic-specific groups 
(ethnic-specific acculturation, no controls) 

Type III test of fixed effects  

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Condition * Ethnicity     

Behavioural beliefs 7 759 2.192 ≤.05 

Normative beliefs 7 764 .912 n.s 

Control beliefs 7 756 3.316 ≤.01 

Attitude 7 765 2.829 ≤.01 

Subjective norm 7 762 1.355 n.s 

Perceived behavioural 
control 

7 767 1.076 n.s 

Intention 7 754 2.326 ≤.05 

Perceived behaviour 
change for own ethnic 
group 

3 769 2.645 ≤.01 

Perceived behaviour 
change for Pacific 
peoples 

7 766 3.396 ≤.01 

For behavioural beliefs, COOKS self-predicted level of change in response to condition 2 

was more positive than for NZE (      = .350,      = -.243, p ≤ .01); and their and 
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TONG self-predicted levels of change in response to condition 3 more positive than for 

SAM (      = .269,       = .220,     = -.542, p ≤ .01). Within ethnicity, SAM self-

predicted levels of change in response to conditions 2 and 4 were more positive than that 

for condition 3 (    = .069,     = .063,    = -.542, p ≤ .05), as shown in Figure 23. 

Figure 23. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(ethnic-specific acculturation, no controls): behavioural beliefs 

 

For control beliefs, SAM self-predicted level of change in response to condition 3 was 

more positive than for COOKS and TONG (    = .354,        =-.243, p ≤ .05,      = -

.168, p ≤ .05); and COOKS level of change in response to condition 4 more positive than 

for NZE and SAM (      = .394,      = -.153, p ≤ .01,     = -.235, p ≤ .01). Within 

ethnicity, SAM level of change in response to condition 3 was more positive than that for 

condition 4 (    = .354,    = -.235, p ≤ .05); whereas it was the reverse for the COOKS 

(    = .394,    = -.143, p ≤ .05) as shown in Figure 24. 
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Figure 24. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(ethnic-specific acculturation, no controls): control beliefs 

 

For attitude, COOKS and TONG self-predicted levels of change in response to condition 3 

were more positive than for SAM (       = .256,      = .186,     = -.480, p ≤ .01); and 

COOKS self-predicted level of change in response to condition 4 more positive than for 

TONG and NZE (       = .480,      = -.262, p ≤ .01,      = -.282, p ≤ .01). Within 

ethnicity, SAM self-predicted levels of change in response to conditions 4 and 2 were more 

positive than that for condition 3 (    = .097,     = .047,    = -.480, p ≤ .05) as shown in 

Figure 25. 

Figure 25. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(ethnic-specific acculturation, no controls): attitude 

 

For intention, TONG self-predicted level of change in response to condition 2 was more 

positive than for NZE (      = .248,      = -.245, p ≤ .05); COOKS and TONG self-
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predicted levels of change in response to condition 3 more positive than for SAM (       

= .316,      = .142,      = -.479, p ≤ .01); and COOKS self-predicted level of change in 

response to condition 4 more positive than for NZE and TONG (       = .477,      = 

.180, p ≤ .01,       = -.233, p ≤ .01) as shown in Figure 26. 

Figure 26. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(ethnic-specific acculturation, no controls): intention 

 

For perceived behaviour change for own ethnic group, TONG evaluation of condition 2 

was more positive than for SAM and COOKS (      = .494,     = -.268, p ≤ .01,        

= -.382, p ≤ .01); and NZE evaluation also more positive than for COOKS (     = -.097, 

       = -.382, p ≤ .05). In addition, SAM evaluation of condition 3 was more positive than 

for TONG and COOKS (     = -.455,       = 422, p ≤ .01,        = 028, p ≤ .05). Within 

ethnicity, COOKS evaluation of condition 4 was more positive than that for condition 2 (    

= .134,     = -.382, p ≤ .05) as shown in Figure 27. 
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Figure 27. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(ethnic-specific acculturation, no controls): perceived behaviour change for own ethnic 
group 

 

For perceived behaviour change for Pacific peoples, TONG evaluation of condition 2 was 

more positive than for all other groups (      = .601,      = -.112, p ≤ .01,       = -

.182, p ≤ .01,      = -.228, p ≤ .01); and their evaluation of condition 3 more positive than 

for COOKS and SAM (      = .450,       = -.039, p ≤ .05,      = -.387, p ≤ .01). In 

addition, COOKS evaluation of condition 4 was more positive than for NZE and SAM 

(       = .329,      = -.224, p ≤ .01,      = .235, p ≤ .05); and TONG evaluation of the 

same condition more positive than for NZE (      = .245,      = -.224, p ≤ .01). Within 

ethnicity, COOKS evaluation of condition 4 was more positive than that for condition 2 (    

= .329,     = -.182, p ≤ .05); and TONG evaluation of condition 2 more positive than that 

for condition 1 (    = .601,     = -.022, p ≤ .01) as shown in Figure 28. 
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Figure 28. Significant condition by ethnicity interaction effect for ethnic-specific groups 
(ethnic-specific acculturation, no controls): perceived behaviour change for Pacific peoples 

 

10.4.4 Pan-ethnic acculturation effects 

 

Model 5 

‘Pan-ethnic acculturation’ had a significant effect for normative beliefs and attitude when 

current beliefs and determinants of behaviour were controlled for. The separators’ (High 

PAC-Low NZ) level of change for normative beliefs was more positive than for the 

integrators (High PAC-High NZ); and their level of change for attitude more positive than 

for the assimilators (Low PAC-High NZ) (     = .137,       = -.165, p ≤ .05; and      = 

.112,        = -.173, p ≤ .05 respectively). There were no other significant effects, as 

shown in Table 61.  

Table 61. Significant pan-ethnic acculturation effects for ethnic-specific groups (pan-ethnic 
acculturation, controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Pan-ethnic acculturation     

Behavioural beliefs 3 752 .856 n.s 

Normative beliefs 3 761 3.233 ≤.05 

Control beliefs 3 741 1.118 n.s 

Attitude 3 762 2.837 ≤.05 

Subjective norm 3 758 .067 n.s 

Perceived behavioural 
control 

3 762 .148 n.s 

Intention 3 739 2.324 n.s 
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Model 7 

‘Pan-ethnic acculturation’ also had a significant effect for normative beliefs when current 

beliefs and determinants of behaviour were not controlled for. The separators’ (High PAC-

Low NZ) self-predicted level of change for this construct was more positive than for the 

integrators (High PAC-High NZ;      = .144,      = -.168, p ≤ .05). As shown in Table 62, 

there were no other significant effects. 

Table 62. Significant pan-ethnic acculturation effects for ethnic-specific groups (pan-ethnic 
acculturation, no controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Pan-ethnic 
acculturation 

    

Behavioural beliefs 3 759 1.233 n.s 

Normative beliefs 3 764 3.035 ≤.05 

Control beliefs 3 756 1.569 n.s 

Attitude 3 765 2.204 n.s 

Subjective norm 3 762 .274 n.s 

Perceived behavioural 
control 

3 767 .104 n.s 

Intention 3 754 1.481 n.s 

Perceived behaviour 
change for own ethnic 
group 

3 769 .187 n.s 

Perceived behaviour 
change for Pacific 
peoples 

3 766 1.245 n.s 

10.4.5 Ethnic-specific acculturation effects 

 

Model 6 

‘Ethnic-specific acculturation’ had a significant effect for normative beliefs when current 

beliefs and determinants of behaviour were controlled for. The marginalisors’ (Low own 

ethnic group-Low NZ) level of change for this construct more positive than for the 

assimilators (Low own ethnic group-High NZ;       = .230,        = -.149, p ≤ .01). 

There were no other significant effects, as shown in Table 63. 

Table 63. Significant pan-ethnic acculturation effects for ethnic-specific groups (ethnic-
specific acculturation, controls) 

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Relevant hypothesis: 10 

 

 

 

 

 



 

182 

Ethnic-specific 
acculturation 

    

Behavioural beliefs 3 752 .394 n.s 

Normative beliefs 3 761 4.861 ≤.01 

Control beliefs 3 741 .648 n.s 

Attitude 3 762 1.351 n.s 

Subjective norm 3 758 .137 n.s 

Perceived 
behavioural control 

3 762 .171 n.s 

Intention 3 739 .936 n.s 

Model 8 

Ethnic-specific acculturation’ also had a significant effect for normative beliefs when 

current beliefs and determinants of behaviour were not controlled for. The marginalisors’ 

(Low own ethnic group-Low NZ) level of change for this construct was more positive than 

for the assimilators (Low own ethnic group-High NZ;      = .216,      = -.139, p ≤ .01). 

As shown in Table 64, there were no other significant effects. 

Table 64. Significant pan-ethnic acculturation effects for ethnic-specific groups (ethnic-
specific acculturation, no controls)    

Type III test of fixed effects 

Source Numerator 
(df) 

Denominator 
(df) 

Degree of 
freedom (F) 

Significance 
(sig) 

Ethnic-specific 

acculturation 

    

Behavioural beliefs 3 759 .499 n.s 

Normative beliefs 3 764 4.234 ≤.01 

Control beliefs 3 756 .983 n.s 

Attitude 3 765 1.714 n.s 

Subjective norm 3 762 .126 n.s 

Perceived behavioural 
control 

3 767 .212 n.s 

     

Intention 3 754 1.258 n.s 

     

Perceived behaviour 

change for own ethnic 

group 

3 769 1.218 n.s 

Perceived behaviour 

change for Pacific 

peoples 

3 766 1.906 n.s 

10.4.6 Summary 

There was no significant ‘condition’ effect for Samoans, Cook Islanders, Tongans or New 

Zealand Europeans. This finding was consistent, irrespective of pan-ethnic or ethnic-

specific acculturation and whether current beliefs and determinants of behaviour were 

controlled for or not (models 5 to 8). This indicates that the Pacific social marketing 

approach was not efficacious in achieving greater behaviour change for these groups, 
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compared to the alternate conditions. It also indicates that no one condition was 

efficacious in achieving greater positive behaviour change. 

There were significant ‘ethnicity’ effects, indicating differences in ethnic-specific groups’ 

responses regardless of the condition. Cook Islanders’ levels of change for intention were 

more positive than for all other groups; and their behavioural beliefs and attitude more 

positive than for Samoans and New Zealand Europeans, regardless of pan-ethnic or 

ethnic-specific acculturation and whether current beliefs and determinants of behaviour 

were controlled for or not (models 5 to 8). Their levels of change for normative beliefs were 

also more positive than for New Zealand Europeans when ethnic-specific acculturation 

was considered, irrespective of whether current beliefs and determinants of behaviour 

were controlled for or not (models 6 and 8). In addition, Cook Islanders’ level of change for 

subjective norm was more positive than for Samoans when pan-ethnic acculturation was 

considered and current beliefs and determinants of behaviour not controlled for (model 7). 

For Tongans, their levels of change for normative beliefs were more positive than for New 

Zealand Europeans and Samoans when ethnic-specific acculturation was considered, 

irrespective of whether current beliefs and determinants of behaviour were controlled for or 

not (models 6 and 8). Their evaluations of the perceived behaviour change for their own 

group were also more positive than for Cook Islanders and Samoans, regardless of pan-

ethnic and ethnic-specific acculturation and when current beliefs and determinants of 

behaviour were controlled for (models 7 and 8). Tongans’ evaluation of the perceived 

behaviour change for Pacific peoples was also more positive than for all groups when 

ethnic-specific acculturation was considered and current beliefs and determinants of 

behaviour not controlled for (model 8); but only more positive than for Samoans when pan-

ethnic acculturation was considered and current beliefs and determinants of behaviour not 

controlled for (model 7). New Zealand Europeans’ evaluations of the perceived behaviour 

change for their own group were also more positive than for Samoans, regardless of pan-

ethnic and ethnic-specific acculturation and when current beliefs and determinants of 

behaviour were controlled for (models 7 and 8). 

There were significant ‘condition by ethnicity’ interaction effects, indicating differences in 

how the ethnic-specific groups responded to the conditions. There were consistent findings 

across the different analyses. Cook Islanders’ and Tongans’ levels of change for 

behavioural beliefs in response to condition 3 were positive than for Samoans when pan-

ethnic acculturation was considered, regardless of whether current beliefs and 

determinants of behaviours were controlled for or not (models 5 and 7). It was the reverse 

scenario for control beliefs. In addition, Cook Islanders’ levels of change for control beliefs 

in response to condition 4 were positive than for New Zealand Europeans and Samoans 

when ethnic-specific acculturation was considered, regardless of whether current beliefs 
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and determinants of behaviours were controlled for or not (models 6 and 8). Within 

ethnicity, Samoans’ levels of change for behavioural and control beliefs in response to 

condition 3 were more positive than that for condition 4, regardless of pan-ethnic and 

ethnic-specific acculturation and whether current beliefs and determinants of behaviours 

controlled for or not (models 5 and 8). It was the reverse scenario for Cook Islanders.  

When pan-ethnic acculturation was considered and current beliefs and determinants of 

behaviour controlled for (model 5), Cook Islanders’ level of change for behavioural beliefs 

in response to condition 2 was more positive than for New Zealand Europeans; their level 

of change for control beliefs in response to condition 1 more positive than for Tongans; 

and their level of change for control beliefs in response to condition 4 more positive than 

for New Zealand Europeans and Samoans for the same analyses (model 5). However 

New Zealand Europeans did not feature when current beliefs and determinants of 

behaviour were not controlled for (model 7). Conversely, Samoans’ level of change for 

control beliefs in response to condition 3 was more positive than for Cook Islanders when 

ethnic-specific acculturation was considered and current beliefs and determinants of 

behaviours controlled for (model 6); and this extended to include Tongans when current 

beliefs and determinants of behaviours were not controlled for (model 8). 

There were, however, considerably greater significant ‘condition by ethnicity’ interaction 

effects when current beliefs and determinants of behaviour were not controlled for (models 

7 to 8). For behavioural beliefs and attitude, Cook Islanders’ and Tongans’ levels of 

change in response to condition 3 were more positive than for Samoans. Cook Islanders’ 

level of change for attitude in response to condition 4 was also more positive than for New 

Zealand Europeans and Tongans. For control beliefs, Samoans’ level of change for this 

construct in response to condition 3 was more positive than for Cook Islanders and 

Tongans; and Cook Islanders’ level of change in response to condition 4 more positive 

than for Samoans. For intention, Cook Islanders’ and Tongans’ levels of change in 

response to condition 3 were more positive than for Samoans; and Cook Islanders levels 

of change in response to condition 4 more positive than for New Zealand Europeans and 

Tongans. Tongan’s evaluation of perceived behaviour change for their own ethnic group in 

response to condition 2 was more positive than for Samoans and Cook Islanders; and their 

evaluation of perceived behaviour change for Pacific peoples more positive than for all 

other groups. Within ethnicity, Samoans’ levels of change for behavioural beliefs and 

attitude in response to conditions 2 and 4 were more positive than those for condition 3. 

Cook Islanders’ evaluations of perceived behaviour change for their own group and Pacific 

peoples in response to condition 4 were more positive than those for condition 2. These 

findings were consistent, regardless of pan-ethnic and ethnic-specific acculturation. Other 

one-off significant ‘condition by ethnicity’ effects are shown in Figures 29 and 30. 
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‘Pan-ethnic acculturation’ had a significant effect, indicating differences in participants’ 

responses to the conditions according to their level of Pacific cultural identity. The 

separators’ (High PAC-Low NZ) levels of change for normative beliefs were more positive 

than for the integrators (High PAC-High NZ), regardless of whether current beliefs and 

determinants of behaviour were controlled for or not (models 5 and 7 respectively). Their 

level of change for attitude was also more positive than for the assimilators when current 

beliefs and determinants of behaviour were controlled for (model 5).  

In addition, ‘ethnic-specific acculturation’ had a significant effect; indicating differences in 

participants’ responses to the conditions according to their level of ethnic-specific cultural 

identity. The marginalisors’ (Low own ethnic group-Low NZ) levels of change for normative 

beliefs were more positive than for the assimilators (Low own ethnic group-High NZ), 

regardless of whether current beliefs and determinants of behaviour were controlled for or 

not (models 5 and 7 respectively).  

The significant effects for models 5 and 6 (controlling for current beliefs and determinants 

of behaviour) are mapped according to TPB construct in Figure 29; and those for models 7 

and 8 (not controlling for current beliefs and determinants of behaviour) in Figure 30. 
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Figure 29. Significant fixed and interaction effects for ethnic-specific groups (models 5 and 6: controls) 
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Figure 30. Significant fixed and interaction effects for ethnic-specific groups (models 7 and 8: no controls) 
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10.5 Talanoa results 

This section presents the results from the talanoa conducted to explore participants’ 

responses to the TPB questionnaires. They are presented according to theme: perceived 

behaviour change (for oneself); perceived behaviour change for own ethnic group; and 

perceived behaviour change for Pacific peoples as a result of the different social marketing 

approaches (conditions 1 to 4). 

10.5.1 Perceived behaviour change 

Condition 1 (Supporting mental illness) 

Most Samoans, Cook Islanders and Tongans believed they would be ‘more likely’ to have 

positive changes in their thoughts and feelings as a result of the example for condition 1. 

Some thought their knowledge and awareness of mental illness and how to behave in a 

way that ensures people with a mental illness are treated with respect would have 

increased. As a result, they would be better able to perform this behaviour. Others cited 

religious beliefs and a desire to ‘do the right thing.’ Participants who were already 

performing this behaviour felt the positive reinforcement would encourage them to keep 

going. Others, on the other hand, thought they would have no option but to perform the 

behaviour because of constant pressure from the media and wider community.  

...because it’s everywhere – on the TV, the radio … and so I’d feel like I’d 
have to… there’s no excuse … and because it’s being constantly like, 
driven in your face, you’re more likely to be aware… to behave 
differently… 

 (Cook Islands participant) 

The remaining participants, however, believed there would be ‘no change’ in their thoughts 

and feelings. Many believed they were already performing the desired behaviour to their 

fullest potential. Repetitive exposure would not make a difference. Concerns about how 

family, friends and people with a mental illness would react if they were to perform the 

desired behaviour were also reasons for their neutral responses. Some Tongans also 

thought the example was culturally inappropriate as it did not acknowledge “cultural 

sensitivities” around mental illness: 

We don’t really talk about it [mental illness] … We know it’s there, and 
know people... but we don’t really discuss those things out in the open like 
that ... it’s inappropriate... 

(Tongan participant) 

Condition 2 (Seeking help for depression) 

About half of the Samoans, Cook Islanders, Tongans and New Zealand Europeans 

believed they would be ‘more likely’ to have positive changes in their thoughts and feelings 
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as a result of the example for condition 2. Many thought their knowledge, awareness and 

understanding of depression and how to access help would increase. As a result, they 

would be more informed and able to perform the desired behaviour. Other participants 

thought they would have no option but to perform the desired behaviour because of the 

constant pressure from the media. Others believed that overtime depression and seeking 

help for someone with depression would become the ‘social norm’ and it therefore more 

acceptable to perform it. 

There’s awareness, there’s education and the confidence with being able 
to seek help for depression... and assuming that everybody is exposed to 
the same messages, one would anticipate less resistance... the context or 
the environment would be more acceptable of the behaviour. 

(New Zealand European participant) 

The remaining Samoans and Tongans, however, believed they would be ‘less likely’ to 

have positive changes in their thoughts and feelings. Some believed they were already 

performing the desired behaviour; and others said they had no desire to perform it, and 

that repetitive exposure would not make a difference. Most, however, felt the example and 

desired behaviour were culturally inappropriate. It conveyed little understanding of their 

respective ethnic groups’ cultural views and perspectives on the health issue. 

... because what happened if I got a white person? I don’t know if the 
services would understand me, our culture ... and seeing white people and 
no Pacific people, yeah, I think I’d be less likely to go for help because 
they wouldn’t understand ... and maybe they’d turn around and say “hey, 
you should look after your family. 

(Samoan participant) 

The remaining Cooks Islanders and New Zealand Europeans, on the other hand, believed 

there would be ‘no change’ in their thoughts and feelings. Some believed they were 

already performing the desired behaviour to their fullest potential. Repetitive exposure 

would not make a difference. Other said they had no desire to perform the desired 

behaviour, and did not think their view would change. Some New Zealand Europeans 

attributed their neutral responses to what they considered over-simplification of a complex 

health issue and desired behaviour. They felt the example was primarily focused on 

increasing knowledge and awareness only; and did little to address other significant 

barriers to behaviour performance such as access constraints. 

… there’s not a lot of substance to it [the example]… It’s all sort of 
marketing and knowledge-raising but nothing else …it doesn’t really push 
my buttons…” 
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… I don’t think the seeking help for depression is actually that easy… it’s 
quite complex… So it wouldn’t make any difference… the ads are actually 
not realistic… 

(New Zealand European participants) 

Condition 3 (Healthy eating) 

The majority of Samoans, Cook Islanders and Tongans believed they would be ‘more 

likely’ to have positive changes in their thoughts and feelings as a result of the example for 

condition 3. Many believed their increased knowledge and awareness of healthy eating 

and how to perform it meant they would be more likely to do so. Participants who were 

already performing the desired behaviour thought the positive reinforcement would 

encourage them to keep going. Access to free resources and training by ethnic-specific 

people from in their community was another reason cited. 

... learning more about healthy eating and how to do it ... in our own 
language... with our own people... we understand and we most likely to 
change for the better...  

(Tongan participant) 

The remaining participants from these groups believed there would be ‘no change’ in their 

thoughts and feelings. Most felt the example was aimed at increasing knowledge and 

awareness of the health issue and skills to perform the desired behaviour only. It did little 

to address other barriers to performing the desired behaviour. These included their 

respective cultural perspectives, values and practices which at times conflicted with the 

desired behaviour; pressure from family, friends and the wider community for them to keep 

eating their ‘usual, less healthy’ food; additional financial and time ‘costs’ associated with 

eating mainly healthy food; and the largely unsupportive environment which made 

behaviour change difficult. Already performing the desired behaviour and being ‘tired of 

being told what to do’ were other key reasons. 

There’s a desire there. I would want to ‘in spirit’, but I know I can’t do it. 
There’s the cost factor, and the preparation... and then the family who 
want to keep eating the unhealthy food ... and then outside, everywhere 
you look, there’s the McDonalds, the KFC that support the unhealthy 
eating  ... So it’s really hard ... So the desire is there, but the means and 
your behaviour...  I’m not following the action. 

(Samoan participant) 

Condition 4 (Physical activity) 

About half of the Samoans, Cook Islanders, Tongans and New Zealand Europeans 

believed they would be ‘more likely’ to have positive changes in their thoughts and feelings 

as a result of the example for condition 4. Many thought their knowledge and awareness of 

the need to do at least 30 minutes physical activity five times a week would increase. As a 
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result, they would be more informed and better able to perform this behaviour. Many also 

thought that they would have no option but to perform this behaviour because of the 

constant pressure from the media and health professionals. Those already performing this 

behaviour said the positive reinforcement would keep them going; others said they would 

be more motivated. 

The remaining participants from these groups believed there would ‘no change’ in their 

thoughts and feelings. Most felt the example was aimed at increasing knowledge and 

awareness of the health issue and desired behaviour only. It did little to address the 

barriers against changing behaviour.  These included the high costs (financial) associated 

with doing physical activity; the lack of incentive or motivation; and a lack of motivation or 

encouragement or support from others for them to perform the desired behaviour. For the 

Samoan, Cook Islands and Tongan participants, family, work and church demands on their 

time were additional barriers. 

I know I should... and seeing it [the example] would remind me and make 
me feel guilty ‘cos I’m not doing it. But at the end of the day, it’s just 
having the time. And with the kids... and the family... it’s hard. 

(Cook Islands participant) 

 I know I should do it... And I know I’m probably my own barrier to not 
doing it. But will that change? Probably not. It just makes me feel guilty... 
No amount of advertising is going to change that... 

(New Zealand European participant) 

10.5.2 Perceived behaviour change for own ethnic group 

Condition 1 (Supporting mental illness) 

The majority of Samoans, Cook Islanders and Tongans thought the example for condition 

1 would be effective in achieving positive behaviour change for their respective groups. 

Many believed the Pacific and ethnic-specific stories in the promotional resources meant 

their communities would be able to relate to the health issue. They also thought the 

availability of resources in their ethnic-specific languages would help their communities 

understand the health issue and the desired behaviour. Many participants also felt the 

training in community settings and the upskilling of Pacific peoples to be “champions” 

within their communities would help this. Pacific peoples involved in the development and 

implementation, and because it was the ‘right thing to do’ were other key reasons given. 

...because it’s our own people, telling our own stories, in our own 
languages, and in our own way ... so we can relate and understand, and 
will most likely make a change. 

(Cook Islands participant) 
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The remaining participants from these groups, however, thought the example would be 

ineffective. In their view the example had not been developed from in their cultural context 

but rather from a generic Pacific context. As a result, it showed little understanding of their 

cultural perspectives on the health issue and the unique cultural barriers to performing the 

desired behaviour. 

I don’t think you can do a social marketing tool like that without actually 
first of all understanding the barriers, which is the cultural barriers ... How 
do you address [the health issue] in that kind of media or forum? That’s 
not how we discuss mental illness.  It’s not appropriate. 

(Samoan participant) 

Condition 2 (Seeking help for depression) 

About half of the Samoans, Cook Islanders, Tongans and New Zealand Europeans 

thought the example for condition 2 would be effective in achieving positive behaviour 

change for their respective groups; more so for people with little knowledge and 

awareness of the health issue or desired behaviour. They believed these peoples’ 

knowledge and awareness would have increased; and as a result they would be more 

likely to perform the desired behaviour. Others believed constant exposure in the media 

would, overtime, make it socially acceptable to talk about the health issue and lead to 

action. ‘Because it’s the right thing to do’ was another reason cited.  

The remaining participants from these groups, however, thought the example would be 

ineffective. The generic approach and the lack of an ethnic-specific or Pacific focus was 

the main reason cited by most Samoan, Cook Islands and Tongan participants. They felt 

that only Pacific peoples with a strong command of English, who understood the ‘New 

Zealand ways’ would be able to perform the desired behaviour. Furthermore, many felt 

there was an assumption that everyone was ready to discuss the health issue openly, 

which in their view was not the case for their groups or Pacific peoples generally.  

To make it effective, you’d need a Samoan perspective and a Pacific 
perspective ... definition and exploration  ... Because Samoans, Pacific 
peoples have a ‘face value’ to things. How many Samoans or Pacific 
peoples would even understand depression? And are these things best 
discussed in the open or in some other forum? 

(Samoan participant) 

The New Zealand Europeans felt the key messages were simplistic and that the desired 

behaviour was more difficult than implied. Some also felt the example was too promotions-

intensive. It assumed that knowledge and awareness were the only barriers to behaviour 

change. It ignored other barriers such as access, support, the financial cost and societal 

stigma associated with the desired behaviour. 
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Condition 3 (Healthy eating) 

Most Samoans, Cook Islanders and Tongans thought the example for condition 3 would be 

ineffective in achieving positive behaviour change for their respective groups. It did little to 

address barriers that made behaviour performance difficult such as cultural beliefs and 

practices about desired behaviour which at times conflicted with the desired behaviour; 

pressure from family, friends for them not to change their behaviour; additional financial 

and time ‘costs’ associated with the desired behaviour; and the unsupportive environment. 

Others felt the lack of clarity about the goals and objectives of the example affected its 

effectiveness. 

What exactly are they trying to change? Is it our culture, and incorporating 
this through the church? Or is it our religious view of eating health food? 
Are they saying that people who attend church are more obese than those 
that don’t attend? ... And are they saying that if people eat mainly healthy 
food when at church, that this means they’ll do it at home? How does that 
work? 

(Samoan participant) 

The remaining participants from these groups, however, thought the example would be 

effective. Some believed peoples’ knowledge and awareness of the health issue and the 

desired behaviour would have increased. As a result, they would be informed and better 

able to perform the desired behaviour. Being based in the community and led by the 

community was another reason given. Other reasons included free resources and training 

by ethnic-specific people, using ethnic-specific languages. 

Condition 4 (Physical activity) 

Most Samoans, Cook Islanders, Tongans and New Zealand Europeans thought the 

example for condition 4 would be ineffective in achieving positive behaviour change for 

their respective groups. Most felt the example was aimed at increasing knowledge and 

awareness of the desired behaviour only. It did little to address the other barriers to 

behaviour change, including the high costs (financial) of performing the desired behaviour; 

the lack of incentive or motivation; and a lack of encouragement or support from others. 

Family, work and church demands on their time were other barriers. 

We know we should do it ... why we should do it ... but there’s too many 
barrier that get in the way ... if we have to do it by yourself ... with no 
support ... then it’s just too hard. 

(Tongan participant) 

The remaining participants from these groups, however, thought the example would be 

effective. Constant pressure from the media and health organisations was the main reason 

given. Some Samoans, Cooks Islanders and Tongans also thought their communities’ 
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knowledge and awareness of the desired behaviour would have improved. As a result, 

they would be better informed and able to perform the desired behaviour. 

10.5.3 Perceived behaviour change for Pacific peoples 

Condition 1 (Supporting mental illness) 

About half of the Samoans, Cook Islanders and Tongans thought the example for condition 

1 would be effective in achieving positive behaviour change for Pacific peoples; more so 

for those who had a good command of the English language, understood the ‘New 

Zealand ways’ and were confident in their ability to perform the desired behaviour. Some 

thought the Pacific stories would make it easier for Pacific peoples to relate to the health 

issue and desired behaviour. The resources in ethnic-specific languages would also 

enhance their knowledge and comprehension, particularly where English was an issue. 

Some participants cited Pacific providers working closely with Pacific peoples at a local 

level; Pacific peoples contributing to the development and implementation; and the desired 

behaviour being the ‘right thing to do’ as key reasons. 

The remaining participants from these groups, however, thought the example would be 

ineffective. They felt the example’s generic Pacific approach ignored the different cultural 

perspectives, and the unique cultural factors that influenced how the groups would 

respond. It assumed everyone was the same and viewed the health issue in the same 

way. In their view, this ‘watered down’ the effectiveness of the example. 

We’re different ... so no one health campaign is going to do us all ... and 
so when they throw us all together. .. it (the campaign) ends up being a 
mixed bag... not really relevant to anyone... and if it is, it’s more good luck 
than anything. 

(Samoan participant) 

Condition 2 (Seeking help for depression) 

Most Samoans, Cook Islanders, Tongans and New Zealand Europeans thought the 

example for condition 2 would be ineffective in achieving positive behaviour change for 

Pacific peoples. Many believed the example and desired behaviour was culturally 

inappropriate. They believed the example assumed everyone had the same understanding 

of the health issue; discussed it openly; and were ready and able to perform the desired 

behaviour. 

Talking to Pacific Islanders ... they said they’re unlikely to even 
acknowledge depression because it’s not something in their culture ... Are 
we pushing our western ideas onto them ... the health issue ... and what 
they should do about it? 

(New Zealand European participant) 
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The lack of a specific Pacific focus and supporting resources was another reason for 

participants’ unfavourable evaluations. Participants felt this would make it difficult for 

Pacific peoples to relate the example, as they wouldn’t be able to ‘see themselves’. 

Financial and social costs of the desired behaviour were other reasons given. 

The remaining participants from these groups, however, thought the example would be 

effective; particularly for those who were accustomed to the ‘New Zealand ways’ and 

confident in their ability to perform the desired behaviour. They also thought Pacific 

peoples’ knowledge and awareness of the health issue and desired behaviour would have 

improved; and as a result they would be more informed and know where to go for 

assistance. Some participants also thought that overtime the desired behaviour would 

become ‘normal’ and more socially acceptable. Some Samoans, Cook Islanders and 

Tongans also believed the desired behaviour was the ‘right thing to do’. 

 ...because it is God’s will ... to do it ... and so we would want to ... to 
improve the health and the well-being ... of our family and our community. 

(Tongan participant) 

Condition 3 (Healthy eating) 

The majority of Samoans, Cook Islanders and Tongans thought the example for condition 

3 would be ineffective in achieving positive behaviour change for Pacific peoples. This was 

because the desired behaviour conflicted with their culture, cultural values and practices. 

Participants believed pressure from family, friends and the wider community would make it 

difficult for people to change. Many participants also felt the example was only focused on 

increasing knowledge and understanding; and did not address other barriers including time 

and financial costs.  

It’s [the example] targeted at the lowest common denominator ... It 
assumes knowledge and awareness are the only barriers ... and for some 
of our people it is ... but for more of us it’s the cost ... the time ... the 
convenience ... it’s what our family want  ... and you might want to eat 
healthy, but it will take a whole lot more than pamphlets and posters. 

(Samoan participant) 

The remaining participants from these groups, however, thought the example would be 

effective. The main reason cited was access to free training by ethnic-specific people, in 

the languages in community settings. This was followed closely by ‘doing the right thing’ in 

terms of improving their health and well-being; and community leaders leading and role-

modelling the behaviour change. 
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Condition 4 (Physical activity) 

Most Samoans, Cook Islanders, Tongans and New Zealand Europeans thought the 

example for condition 4 would be ineffective in achieving positive behaviour change for 

Pacific peoples. Most felt the example was targeted at raising knowledge and awareness 

only; and did not address other barriers such as family, work and church commitments and 

the high costs of doing physical activity. The lack of incentive or motivation; and a lack of 

encouragement or support from others were other key reasons cited. 

We know we should do it ... and why ... but there’s just too many barriers 
... time, money, family commitments, church commitments ... and 
ourselves ... sometimes we just can’t be bothered ... or it’s too hard ... and 
sometimes we put that on others who are doing the physical activity... and 
it might affect what they do. 

(Cook Islands participant) 

The remaining participants from these groups, however, thought the example would be 

effective. Some thought Pacific peoples’ knowledge and awareness of the desired 

behaviour would have improved. As a result, they would be more informed and better able 

to perform the desired behaviour. Some participants also thought Pacific peoples would be 

encouraged and motivated by the positive messages. They also felt that the constant 

pressure from the media and health professionals would overtime see Pacific peoples 

doing physical activity. 

10.5.4 Summary 

Most Samoans, Cook Islanders and Tongans believed they would be ‘more likely’ to have 

positive changes in their thoughts and feelings as a result of the examples for conditions 1 

and 3. Increased knowledge and awareness of the desired behaviours and positive 

reinforcement for those already performing the behaviours were the main reasons cited. 

The remaining participants from these groups, however, thought these conditions would 

not influence any change. This was because the examples were predominantly focused on 

increasing knowledge and awareness, and did little to address other barriers to behaviour 

performance. These barriers included the financial cost of behaviour performance and the 

reactions and expectations of significant others such as family and friends. The results for 

conditions 2 and 4 were, however, mixed. About half of the participants from all four ethnic-

specific groups believed they would be ‘more likely’ to  have positive changes in their 

thoughts and feelings as a result of the examples for these conditions; while the remaining 

participants indicated there would be no change. Increased knowledge and awareness of 

the desired behaviours and constant pressure from the media and health professionals 

were the main reasons cited for the favourable responses; while the examples’ narrow 

focus on knowledge and awareness-raising and a lack of consideration of the other 
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barriers to behaviour performance were the main reasons cited for the neutral responses. 

These barriers included the cost of performing the desired behaviour and a lack of support. 

Most Samoans, Cook Islands and Tongans thought the example for condition 1 would be 

effective in achieving positive behaviour change for their ethnic group. Increased 

knowledge and awareness of the desired behaviour and the availability of resources and 

training in ethnic-specific languages were the main reasons cited for this. The 

conceptualisation of the health issue and desired behaviour from a generic Pacific context 

was the main reason cited for the perceived ineffectiveness of this example; followed 

closely by a lack of understanding of the cultural barriers to behaviour performance. It was 

for these same reasons why most participants from all groups thought the examples for 

conditions 3 and 4 would be ineffective for their groups. Those who thought these 

examples would be effective also gave the same reasons as those cited in relation to the 

condition 1 example. The results for condition 2 were, however, mixed. About half of the 

participants from all groups thought the example would be effective; with increased 

knowledge and awareness and constant pressure from the media being the main reasons 

for their favourable evaluations. The remaining participants, however, thought the example 

would be ineffective. The lack of a Pacific focus and the example’s simplistic approach to a 

complex health issue were the main reasons cited for participants’ unfavourable 

evaluations. 

About half of the Samoans, Cook Islanders and Tongans thought the example for condition 

1 would be effective in achieving behaviour change for Pacific peoples. Most Samoans, 

Cook Islanders and Tongans felt the example for condition 3 would be ineffective; as did 

most participants from all four ethnic-specific groups in relation to the examples for 

conditions 2 and 4. The reasons given for their favourable and unfavourable evaluations 

were the same as those expressed in relation to the perceived effectiveness of these 

conditions for participants’ own ethnic groups in the preceding paragraph. 

10.6 Validity of the TPB for Pacific peoples 

This section presents the findings answering the first part of the second research question: 

the validity of the TPB inter-construct relationships for explaining Pacific peoples’ health 

behaviour. The health behaviours analysed were those featured in the TPB questionnaire. 

The results were also combined to create an overall health behaviour construct. The 

results are presented according to health behaviour. The results for the New Zealand 

European comparison group are also presented. 

 
Relevant hypotheses: 11 to 15. 
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10.6.1 Overall health behaviour 

Overall health behaviour 

The strongest underlying beliefs-determinants of intention relationship for Pacific peoples 

(PAC) in relation to health behaviour was the normative beliefs-subjective norm (       = 

.360, p ≤ .01); followed by behavioural beliefs-attitude (      = .183, p ≤ .01) and control 

beliefs-perceived behavioural control (        = .102, p ≤ .05). They represent a moderate 

and two weak size effects respectively. The strongest determinants of intention-intention 

relationship for PAC in relation to this behaviour was the subjective norm-intention (      = 

.505, p ≤ .01); followed by attitude-intention (     = .463, p ≤ .01) and perceived 

behavioural control-intention (       = .256, p ≤ .01). They represent a strong, moderate 

and weak size effect respectively. 

Behavioural beliefs-attitude was the strongest underlying beliefs-determinants of intention 

relationship for New Zealand Europeans (NZE) in relation to health behaviour (      = .472, 

p ≤ .01); followed by normative beliefs-subjective norm (       = .442, p ≤ .01) and control 

beliefs-perceived behavioural control (        = .395, p ≤ .01). All represent moderate size 

effects. Subjective norm-intention was the strongest determinants of intention-intention 

relationship for NZE in relation to this behaviour (      = .568, p ≤ .01); followed by attitude-

intention (     = .546, p ≤ .01) and perceived behavioural control-intention (       = .417, p 

≤ .01). They represent two strong and a moderate size effect respectively. 

10.6.2 Supporting mental illness 

Behaving in a way that ensures people with a mental illness are treated with respect 

Normative beliefs-subjective norm was the only significant underlying beliefs-determinants 

of intention relationship for PAC in relation to behaving in a way that ensures people with a 

mental illness are treated with respect (       = .297, p ≤ .01). This represents a weak size 

effect. The subjective norm-intention relationship was the strongest determinants of 

intention-intention relationship for PAC in relation to this behaviour (      = .507, p ≤ .01); 

followed by attitude-intention (     = .464, p ≤ .01) and perceived behavioural control-

intention (       =.255, p ≤ .01). They represent a strong, moderate and weak size effect 

respectively.  

10.6.3 Seeking help for depression 

Accessing some kind of help for yourself, a friend or family member who’s feeling 
depressed 

Behavioural beliefs-attitude was the strongest underlying beliefs-determinants of intention 

relationship for PAC in relation to accessing some kind of help for themselves, a friend 

who family member who is feeling depressed (      = .513, p ≤ .01); followed by normative 
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beliefs-subjective norm (       = r = .381, p ≤ .01). They represent a strong and moderate 

size effect respectively. The control beliefs-perceived behavioural control relationship was 

not significant as shown in Figure 31. Subjective norm-intention was the strongest 

determinants of intention-intention relationship for PAC in relation to this behaviour (      = 

.591, p ≤ .01); followed by attitude-intention (     = .572, p ≤ .01) and perceived 

behavioural control-intention (       = .217, p ≤ .01). They represent two strong and a weak 

size effect respectively. 

The strongest underlying beliefs-determinants of intention relationship for NZE in relation 

to accessing some kind of help for themselves, a friend who family member who is feeling 

depressed was the behavioural beliefs-attitude (      = .724, p ≤ .01); followed by 

normative beliefs-subjective norm (       = .459, p ≤ .01) and control beliefs-perceived 

behavioural control (        = .393, p ≤ .01). They represent a strong and two moderate 

size effects respectively. The strongest determinants of intention-intention relationship for 

NZE in relation to this behaviour was the attitude-intention (     = .601, p ≤ .01); followed 

by subjective norm-intention (      = .553, p ≤ .01) and perceived behavioural control-

intention (       = .483, p ≤ .01). They represent two strong and a moderate size effect 

respectively. 
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Figure 31. Bivariate correlations for TPB inter-construct relationships for Pacific peoples and New Zealand Europeans (No controls) 
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10.6.4 Healthy eating 

Eating mainly healthy food every day 

Normative beliefs-subjective norm was the strongest underlying beliefs-determinants of 

intention relationship for PAC in relation to eating mainly healthy food every day (       = .426, 

p ≤ .01); followed by behavioural beliefs-attitude (      = .254, p ≤ .01). They represent a 

moderate and weak size effect respectively. The control beliefs-perceived behavioural control 

relationship was not significant as shown in Figure 31. Subjective norm-intention was the 

strongest determinants of intention-intention relationship for PAC in relation to this behaviour 

(      = .582, p ≤ .01); followed by attitude-intention (     = 508, p ≤ .01) and perceived 

behavioural control-intention (       = .197, p ≤ .05). They represent two strong and a weak size 

effect respectively. 

10.6.5 Physical activity 

Doing at least 30 minutes of physical activity five times a week 

Normative beliefs-subjective norm was the strongest underlying beliefs-determinants of 

intention relationship for PAC in relation to doing at least 30 minutes of physical activity five 

times a week (       = .331, p ≤ .01); followed by control beliefs-perceived behavioural control 

(         = .180, p ≤ .05). They represent a moderate and weak size effect respectively. The 

behavioural beliefs-attitude relationship was not significant as shown in Figure 31. Subjective 

norm-intention was the strongest determinants of intention-intention relationship for PAC in 

relation to this behaviour (       = .369, p ≤ .01); followed by perceived behavioural control-

intention (       = .345, p ≤ .01) and attitude-intention (     = .335, p ≤ .01). All represent 

moderate size effects. 

The strongest underlying beliefs-determinants of intention relationship for NZE in relation to 

doing at least 30 minutes of physical activity five times a week was the normative beliefs-

subjective norm (       = .413, p ≤ .01); followed by control beliefs-perceived behavioural 

control (         = .390, p ≤ .01) and behavioural beliefs-attitude (      = .336, p ≤ .01). All 

represent moderate effects. Subjective norm-intention was the strongest determinants of 

intention-intention relationship for NZE in relation to this behaviour (      = .591, p ≤ .01); 

followed by attitude-intention (     = .420, p ≤ .01) and perceived behavioural control-intention 

(       = .336, p ≤ .01). They represent a strong and two moderate size effects respectively. 

10.6.6 Summary 

Health behaviour 

Normative beliefs-subjective norm was the strongest underlying beliefs-determinants of 

intention relationship for Pacific peoples in relation to health behaviour; with a moderate size 
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effect. This was followed by behavioural beliefs-attitude and control beliefs-perceived 

behavioural control, with weak size effects. For New Zealand Europeans, behavioural beliefs-

attitude was the strongest relationship; followed by normative beliefs-subjective norm and 

control beliefs-perceived behavioural control. They had moderate size effects.  

Subjective norm-intention was the strongest determinants of intention-intention relationship for 

Pacific peoples in relation to health behaviour; with a strong size effect. This was followed by 

attitude-intention and perceived behavioural control-intention; with a moderate and weak size 

effect respectively. Subjective norm-intention was also the strongest relationship for New 

Zealand Europeans; followed by attitude-intention and perceived behavioural control-intention. 

They had two strong and a moderate size effect respectively. 

Supporting mental illness 

Normative beliefs-subjective norm was the only significant underlying beliefs-determinants of 

intention relationship for Pacific peoples in relation to behaving in a way that ensures people 

with a mental illness are treated with respect; with a weak size effect.  

Subjective norm-intention was the strongest determinants of intention-intention relationship for 

Pacific peoples in relation to this behaviour; with a strong size effect. This was followed by 

attitude-intention and perceived behavioural control-intention; with a moderate and weak size 

effect respectively. 

Seeking help for depression  

Behavioural beliefs-attitude was the strongest underlying beliefs-determinants of intention 

relationship for Pacific peoples in relation to accessing some kind of help for themselves, a 

friend who family member who is feeling depressed; with a strong size effect. This was followed 

by normative beliefs-subjective norm with a moderate size effect. The control beliefs-perceived 

behavioural control relationship was not significant. Behavioural beliefs-attitude was also the 

strongest relationship for New Zealand Europeans; followed by normative beliefs-subjective 

norm. They had a strong and moderate size effect respectively. The control beliefs-perceived 

behavioural control relationship was also significant for this group, with a moderate size effect. 

Subjective norm-intention was the strongest determinants of intention-intention relationship for 

Pacific peoples in relation to this behaviour; with a strong size effect. This was followed by 

attitude-intention and perceived behavioural control-intention; with a strong and weak size 

effect respectively. Attitude-intention was the strongest relationship for New Zealand 

Europeans; followed by subjective norm-intention and perceived behavioural control-intention. 

They had two strong and a moderate size effect respectively. 
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Healthy eating  

Normative beliefs-subjective norm was the strongest underlying beliefs-determinants of 

intention relationship for Pacific peoples in relation to eating mainly healthy food every day; with 

a moderate size effect. This was followed by behavioural beliefs-attitude with a weak size 

effect. The control beliefs-perceived behavioural control relationship was not significant. 

Subjective norm-intention was the strongest determinants of intention-intention relationship for 

Pacific peoples in relation to this behaviour; followed by attitude-intention and perceived 

behavioural control-intention. They had two strong and a weak size effect respectively. 

Physical activity  

Normative beliefs-subjective norm was the strongest underlying beliefs-determinants of 

intention relationship for Pacific peoples in relation to doing at least 30 minutes of physical 

activity five times a week; with a moderate size effect. This was followed by control beliefs-

perceived behavioural control with a weak size effect. The behavioural beliefs-attitude 

relationship was not significant. Normative beliefs-subjective norm was also the strongest 

relationship for New Zealand Europeans; followed by control beliefs-perceived behavioural 

control. They had moderate size effects. The behavioural beliefs-attitude relationship was also 

significant for this group, with a moderate size effect. 

Subjective norm-intention was the strongest determinants of intention-intention relationship for 

Pacific peoples in relation to this behaviour; followed by perceived behavioural control-intention 

and attitude-intention. All had moderate size effects. Subjective norm-intention was also the 

strongest relationship for New Zealand Europeans, with a strong size effect. This was followed 

by attitude-intention and perceived behavioural control-intention; with moderate size effects. 

10.7 Validity of the TPB for ethnic-specific groups 

This section presents the findings answering the second part of the second research question: 

the validity of the TPB inter-construct relationships for explaining Samoans, Cook Islanders and 

Tongans’ health behaviour. As with the Pacific analyses, the health behaviour analysed were 

those featured in the TPB questionnaire; with the results combined to construct an overall 

health behaviour construct. The results are presented according to health behaviour. The 

results for the New Zealand comparison group are presented in 10.6 

 
Relevant hypotheses: 15 to 20 
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10.7.1 Overall health behaviour 

Health behaviour 

Normative beliefs-subjective norm was the strongest underlying beliefs-determinants of 

intention relationship for Samoans (SAM) in relation to health behaviour (       = .408, p ≤ .01); 

followed by control beliefs-perceived behavioural control (        = .268, p ≤ .01). They 

represent a moderate and weak size effect respectively. As shown in Figure 32, the 

behavioural beliefs-attitude relationship was not significant. The strongest determinants of 

intention-intention relationship for SAM in relation to health behaviour was the subjective norm-

intention (      = .469, p ≤ .01), followed by attitude-intention (     = .455, p ≤ .01) and perceived 

behavioural control-intention (       = .287, p ≤ .01). They represent two moderate and a weak 

size effect respectively. 

Normative beliefs-subjective norm was also the strongest underlying beliefs-determinants of 

intention relationship for Cook Islanders (COOKS) in relation to health behaviour (       = .297, 

p ≤ .01); followed by behavioural beliefs-attitude (      = .229, p ≤ .01). They represent weak 

size effects. As shown in Figure 32, the control beliefs-perceived behavioural control 

relationship was not significant. The strongest determinants of intention-intention relationship 

for COOKS in relation to health behaviour was attitude-intention (     = .537, p ≤ .01); followed 

by subjective norm-intention (      = .489, p ≤ .01) and perceived behavioural control-intention 

(       = .287, p ≤ .01). They represent a strong, moderate and weak size effect respectively. 

Like COOKS, normative beliefs-subjective norm was the strongest underlying beliefs-

determinants of intention relationship for Tongans (TONG) in relation to health behaviour 

(       = .428, p ≤ .01); followed by behavioural beliefs-attitude (      = .218, p ≤ .01). They 

represent a moderate and weak size effect respectively. The control beliefs-perceived 

behavioural control relationship was not significant. Like SAM, the strongest determinants of 

intention-intention relationship for TONG in relation to health behaviour was the subjective 

norm-intention (      = .551, p ≤ .01); followed by attitude-intention (     = .417, p ≤ .01) and 

perceived behavioural control-intention (       = .196, p ≤ .01). They represent a strong, 

moderate and weak size effect respectively. 

10.7.2 Supporting mental illness 

Behaving in a way that ensures people with a mental illness are treated with respect 

Behavioural beliefs-attitude was the only significant underlying beliefs-determinants of intention 

relationship for SAM in relation to behaving in a way that ensures people with a mental illness 

are treated with respect (      = .268, p ≤ .05). This represents a weak size effect. The 

strongest determinants of intention-intention relationship for SAM in relation to this behaviour 

was the attitude-intention (     = .619, p ≤ .01); followed by subjective norm-intention (      = 
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.516, p ≤ .01) and perceived behavioural control-intention (       = .402, p ≤ .01). They 

represent two strong and a moderate size effect respectively.  

There were no significant underlying beliefs-determinants of intention relationships for COOKS 

in relation to behaving in a way that ensures people with a mental illness are treated with 

respect. Yet, there were significant determinants of intention-intention relationships. Like SAM, 

the strongest relationship was attitude-intention (     = .771, p ≤ .01); followed by subjective 

norm-intention (      = .666, p ≤ .01), with strong size effects. The perceived behavioural 

control-intention relationship was not significant. 

Normative beliefs-subjective norm was the only significant underlying beliefs-determinants of 

intention relationship for TONG in relation to behaving in a way that ensures people with a 

mental illness are treated with respect (       = .564, p ≤ .05); with a strong size effect. 

Subjective norm-intention was the only significant determinants of intention-intention 

relationship for TONG in relation to this behaviour (      = .384, p ≤ .01), with a moderate size 

effect. 

10.7.3 Seeking help for depression 

Accessing some kind of help for themselves, a friend who family member who is feeling 
depressed 

Behavioural beliefs-attitude was the strongest underlying beliefs-determinants of intention 

relationship for SAM in relation to accessing some kind of help for themselves, a friend who 

family member who is feeling depressed (      = .671, p ≤ .01); followed by normative beliefs-

subjective norm (       = .394, p ≤ .01) and control beliefs-perceived behavioural control 

(        = .324, p ≤ .05). They represent a strong and two moderate size effects respectively. 

The strongest determinants of intention-intention relationship for SAM in relation to this 

behaviour was attitude-intention (     = .666, p ≤ .01), followed by subjective norm-intention 

(      = .644, p ≤ .01); with strong size effects. The perceived behavioural control-intention 

relationship was not significant as shown in Figure 32. 

Like SAM, behavioural beliefs-attitude was the strongest underlying beliefs-determinants of 

intention relationship for COOKS in relation to accessing some kind of help for themselves, a 

friend who family member who is feeling depressed (      = .461, p ≤ .01); followed by 

normative beliefs-subjective norm (       = .368, p ≤ .01). They represent moderate size 

effects. The control beliefs-perceived behavioural control relationship was not significant. Also 

like SAM, the strongest determinants of intention-intention relationship for COOKS in relation to 

this behaviour was attitude-intention (     = .736, p ≤ .01), followed by subjective norm-intention 

(      = .626, p ≤ .01). All represent strong size effects. The perceived behavioural control-

intention relationship was not significant. 
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Figure 32. Bivariate correlations for TPB inter-construct relationships for ethnic-specific groups (No controls) 
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Like SAM and COOKs, behavioural beliefs-attitude was the strongest underlying beliefs-

determinants of intention relationship for TONG in relation to accessing some kind of help 

for themselves, a friend who family member who is feeling depressed (      = .706, p ≤ 

.01); followed by normative beliefs-subjective norm (       = .422, p ≤ .01). They represent 

a strong and moderate size effect respectively. The control beliefs-perceived behavioural 

control relationship was not significant as shown in Figure 32. The strongest determinants 

of intention-intention relationship for TONG in relation to this behaviour was the subjective 

norm-intention (      = .521, p ≤ .01), followed by attitude-intention (     = .306, p ≤ .05). 

They represent a strong and moderate size effect respectively. The perceived behavioural 

control-intention relationship was not significant for this group. 

10.7.4 Healthy eating 

Eating mainly healthy food every day 

Normative beliefs-subjective norm was the only significant underlying beliefs-determinants 

of intention relationship for SAM in relation to eating mainly healthy food every day (       

= .586, p ≤ .01); with a strong size effect. The strongest determinants of intention-intention 

relationship for SAM in relation to this behaviour was the attitude-intention (     = .565, p ≤ 

.01), followed by subjective norm-intention (      = .549, p ≤ .01); with strong size effects. 

The perceived behavioural control-intention relationship was not significant. 

Like SAM, normative beliefs-subjective norm was the only significant underlying beliefs-

determinants of intention relationship for COOKS in relation to eating mainly healthy food 

every day (       = .248, p ≤ .05); with a weak size effect. The strongest determinants of 

intention-intention relationship for COOKS in relation to this behaviour was the subjective 

norm-intention (      = .537, p ≤ .01); followed by attitude-intention (     = .466, p ≤ .01) 

and perceived behavioural control-intention (       = .396, p ≤ .01). They represent a 

strong and two moderate size effects respectively. 

Normative beliefs-subjective norm was also the strongest underlying beliefs-determinants 

of intention relationship for TONG in relation to eating mainly healthy food every day 

(       = .484, p ≤ .01); followed by behavioural beliefs-attitude (      = .351, p ≤ .05). They 

represent moderate size effects. Like SAM and COOKS, the control beliefs-perceived 

behavioural control relationship was not significant for TONG as shown in Figure 32. Like 

COOKS, the strongest determinants of intention-intention relationship for TONG in relation 

to this behaviour was the subjective norm-intention (      = .662, p ≤ .01); followed by 

attitude-intention (     = .493, p ≤ .01). They represent a strong and moderate size effect 

respectively. The perceived behavioural control-intention relationship was not significant 

for this group. 
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10.7.5 Physical activity 

Doing at least 30 minutes physical activity five times a week 

Normative beliefs-subjective norm was the strongest underlying beliefs-determinants of 

intention relationship for SAM in relation to doing at least 30 minutes physical activity five 

times a week (       = .397, p ≤ .01); followed by control beliefs-perceived behavioural 

control (        = .325, p ≤ .05). They represent moderate size effects. The behavioural 

beliefs-attitude relationship for SAM was an inverse one (      = -.443, p ≤ .01), with a 

moderate size effect. Perceived behavioural control-intention was the only significant 

determinants of intention-intention relationship for SAM in relation to this behaviour (       

= .303, p ≤ .05), with a moderate size effect. 

Like SAM, normative beliefs-subjective norm was the strongest underlying beliefs-

determinants of intention relationship for COOKS in relation to doing at least 30 minutes 

physical activity five times a week (       = .346, p ≤ .01); followed by control beliefs-

perceived behavioural control (        = .262, p ≤ .05). They represent a moderate and 

weak size effect respectively. The behavioural beliefs-attitude relationship was, however, 

not significant for this group as shown in Figure 32. The strongest determinants of 

intention-intention relationship for COOKS in relation to this behaviour was the perceived 

behavioural control-intention (       = .381, p ≤ .01); followed by attitude-intention (     = 

.261, p ≤ .05). They represent a moderate and weak size effect respectively. The 

subjective norm-intention relationship was not significant. 

Normative beliefs-subjective norm was the only significant underlying beliefs-determinants 

of intention relationship for TONG in relation to doing at least 30 minutes physical activity 

five times a week (       = .342, p ≤ .05). This represents a moderate size effect. The 

strongest determinants of intention-intention relationship for TONG in relation to this 

behaviour was the subjective norm-intention (      = .637, p ≤ .01); followed by attitude-

intention (     = .562, p ≤ .01). They represent strong size effects. The perceived 

behavioural control-intention relationship was not significant. 

10.7.6 Summary 

Health behaviour 

Normative beliefs-subjective norm was the strongest underlying beliefs-determinants of 

intention relationship for Samoans in relation to overall health behaviour; followed by 

control beliefs-perceived behavioural control. They had a moderate and weak size effect 

respectively. The behavioural beliefs-attitude relationship was not significant for this group. 

Normative beliefs-subjective norm was also the strongest relationship for Cook Islanders, 

with a weak size effect. This was followed by behavioural beliefs-attitude, also with a weak 

size effect. The control beliefs-perceived behavioural control relationship was not 
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significant for this group. Like Cook Islanders, normative beliefs-subjective norm followed 

by behavioural beliefs-attitude were the strongest relationship for Tongans. They had a 

moderate and weak size effect respectively. The control beliefs-perceived behavioural 

control relationship was not significant for this group. 

Subjective norm-intention was the strongest determinants of intention-intention relationship 

for Samoans in relation to overall health behaviour; followed by attitude-intention and 

perceived behavioural control-intention. They had two moderate and a weak size effect 

respectively. Attitude-intention was the strongest relationship for Cook Islanders; followed 

by subjective norm-intention and perceived behavioural control-intention. They had a 

strong, moderate and weak size effect respectively. Like Samoans, subjective norm-

intention was the strongest relationship for Tongans; followed by attitude-intention and 

perceived behavioural control-intention. They had a strong, moderate and weak size effect 

respectively. 

Supporting mental illness 

Behavioural beliefs-attitude was the only significant underlying beliefs-determinants of 

intention for Samoans in relation to behaving in a way that ensures people with a mental 

illness are treated with respect; with a weak size effect. Normative beliefs-subjective norm 

was the only significant relationship for Tongans, with a strong size effect. No relationships 

were significant for Cook Islanders. 

Attitude-intention was the strongest determinants of intention-intention relationship for 

Samoans in relation to this behaviour; followed by subjective norm-intention and perceived 

behavioural control-intention. They had two strong and a moderate size effect respectively. 

Attitude-intention was also the strongest relationship for Cook Islanders; followed by 

subjective norm-intention. They had strong size effects. The perceived behavioural control-

intention relationship was not significant for this group. Subjective norm-intention was the 

only significant relationship for Tongans, with a moderate size effect. 

Seeking help for depression 

Behavioural beliefs-attitude was the strongest underlying beliefs-determinants of intention 

relationship for Samoans in relation to accessing some kind of help for themselves, a 

friend who family member who is feeling depressed; with a strong size effect. This was 

followed by normative beliefs-subjective norm and control beliefs-perceived behavioural 

control; with moderate size effects. Behavioural beliefs-attitude was also the strongest 

relationship for Cook Islanders, with a moderate size effect. This was followed by 

normative beliefs-subjective norm, also with a moderate size effect. The control beliefs-

perceived behavioural control relationship was not significant for this group. Like Samoans, 

behavioural beliefs-attitude was the strongest relationship for Tongans; followed by 
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normative beliefs-subjective norm. They had a strong and moderate size effect 

respectively. Like Cook Islanders, the control beliefs-perceived behavioural control 

relationship was not significant for Tongans. 

Attitude-intention was the strongest determinants of intention-intention relationship for 

Samoans in relation to this behaviour; followed by subjective norm-intention. Both had 

strong size effects. The perceived behavioural control-intention relationship was not 

significant for this group. The significant relationships for Cook Islanders and the strengths 

of these relationships were the same as those for Samoans. Subjective norm-intention was 

the strongest relationship for Tongans; followed by attitude-intention. They had a strong 

and moderate size effect respectively. The perceived behavioural control-intention 

relationship was not significant for this group. 

Healthy eating 

Normative beliefs-subjective norm was the only significant underlying beliefs-determinants 

of intention relationship for Samoans in relation to eating mainly healthy food every day; 

with a strong size effect. It was the same for Cook Islanders but with a weak size effect. 

Normative beliefs-subjective norm was the strongest relationship for Tongans; followed by 

behavioural beliefs-attitude, with moderate size effects. Like Samoans and Cook Islanders, 

the control beliefs-perceived behavioural control relationship was not significant for this 

group. 

Attitude-intention was the strongest determinants of intention-intention relationship for 

Samoans in relation to this behaviour; followed by subjective norm-intention. They had 

strong size effects. The perceived behavioural control-intention relationship was not 

significant for this group. Subjective norm-intention was the strongest relationship for Cook 

Islanders; followed by attitude-intention and perceived behavioural control-intention. They 

had a strong and two moderate size effects respectively. Subjective norm-intention was 

also the strongest relationship for Tongans; followed by attitude-intention; with a strong 

and moderate size effect respectively. However, the perceived behavioural control-

intention relationship was not significant for this group. 

Physical activity 

Normative beliefs-subjective norm was the strongest underlying beliefs-determinants of 

intention relationship for Samoans in relation to doing at least 30 minutes physical activity 

five times a week; followed by control beliefs-perceived behavioural control. They had 

moderate size effects. The behavioural beliefs-attitude relationship was an inverse 

relationship with a moderate size effect. Like Samoans, normative beliefs-subjective norm 

was the strongest relationship for Cook Islanders; followed by control beliefs-perceived 

behavioural control. They had a moderate and weak size effect respectively. The 
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behavioural beliefs-attitude relationship was not significant for this group. Normative 

beliefs-subjective norm was the only significant relationship for Tongans, with a moderate 

size effect.  

Perceived behavioural control-intention was the only significant determinants of intention-

intention relationship for Samoans in relation to this behaviour; with a moderate size effect. 

This inter-construct relationship was the strongest for Cook Islanders; followed by attitude-

intention. They had a moderate and weak size effect respectively. The subjective norm-

intention relationship was not significant for this group. Subjective norm-intention was, 

however, the strongest relationship for Tongans; followed by attitude-intention. They had 

strong size effects. The perceived behavioural control-intention relationship was not 

significant for Tongans. 
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Chapter 11. Discussion and implications 

11.1 Purpose of this chapter 

This study had two aims. The first was to ascertain the efficacy of a Pacific social 

marketing approach (condition 1) in achieving greater positive behaviour change for Pacific 

peoples, compared to three alternate approaches (conditions 2 to 4). The Pacific social 

marketing approach comprised strong levels of the evidence-based and culturally relevant 

critical success factors (CSFs) for Pacific social marketing effectiveness produced in the 

first study of this research. Ascertaining the efficacy of this approach involved measuring 

participants’ responses to the approaches via a TPB questionnaire. The TPB was the 

conceptual framework for this study. The reasons for participants’ responses and 

perceptions of any behaviour change were explored through talanoa. The influences of 

‘condition’, ‘ethnicity’, ‘condition by ethnicity’, ‘pan-acculturation’ and ‘ethnic-specific 

acculturation’ on behaviour change were also investigated. A New Zealand European 

comparison group was included to help show the influences of these constructs; and the 

analyses repeated for four ethnic-specific groups: Samoans, Cook Islanders, Tongans and 

New Zealand Europeans. The second aim was to determine the validity of the TPB inter-

construct relationships for Pacific peoples; while also obtaining an understanding of their 

health behaviour. This involved analysis of the same questionnaire data. A New Zealand 

European comparison group was included, and the data analyses repeated for the four 

ethnic-specific groups to determine any differences by ethnicity. 

This chapter discusses the findings in light of the existing literature. The first section 

discusses the efficacy of the Pacific social marketing approach for Pacific peoples and the 

ethnic-specific groups. The second section discusses the validity of the TPB for these 

groups while explaining their health behaviour. Throughout both sections, the findings from 

the talanoa are used to help explain the findings wherever relevant. In the third and final 

section, the limitations of the study are discussed. Recommendations for future research 

are also made. 

11.2 Efficacy of the Pacific social marketing approach 

11.2.1 Efficacy of the approach for Pacific peoples 

Social marketing approach is not significant 

This study investigated the efficacy of a Pacific social marketing approach in achieving 

greater positive behaviour change for Pacific peoples, compared to three alternate 

approaches. The results show there were no significant differences in Pacific peoples’ 

responses to the four approaches; nor in those for New Zealand Europeans. This finding 
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was consistent, regardless of pan-ethnic and ethnic-specific acculturation, and whether 

current beliefs (behavioural, normative and control beliefs) and determinants of behaviour 

(attitude, subjective norm, perceived behavioural control and intention) were controlled for 

or not. This indicates that the Pacific social marketing approach was not efficacious for 

either group. It also indicates that there is no optimal approach for achieving behaviour 

change for Pacific peoples or New Zealand Europeans. Rather, approaches must be 

developed specifically to meet the needs of these groups. This is consistent with the 

philosophy of social marketing (Andreasen, 2002; Donovan & Henley, 2010).  

This finding of non-significance was surprising given the Pacific social marketing approach 

comprised strong levels of the CSFs. The CSFs were those factors the existing literature 

and key stakeholders including Pacific informants and four ethnic-specific groups 

considered crucial for Pacific social marketing effectiveness (see chapter 7). Previous CSF 

research in health has shown strong levels of CSFs can support improved outcomes (e.g., 

Stock et al., 2007). The study design and data collection procedures were also designed to 

address any potential social and organisational-cultural factors that could affect success, 

as noted by Azarmina and colleagues (2008) and Stock and colleagues (2007). This 

included the use of the Pacific mixed methods mental models approach to guide the 

research process; the balanced incomplete block design to minimise any non-specific 

effects (Cochran & Cox, 1957 as cited in Eccles et al., 2003); and the administering of the 

study protocols with ethnic-specific coordinators in community-based settings, in the 

ethnic-specific languages. However, given most CSF health research has been in relation 

to health management, information systems, workforce development and programme 

transferral (e.g., Azarmina et al., 2008; and Stock et al., 2007), it is highly plausible that 

there are other factors that could have mediated the success of the Pacific social 

marketing approach in this study. Alternatively, it is possible a smaller set of ‘meta-CSFs’ 

is more appropriate, as found by Poon and Wagner (2001) in their investigation of 

information systems support. The results from this study support the former, as will be 

discussed; but the latter cannot be discounted, given this is the first-ever study to 

document and test social marketing CSFs for Pacific peoples and New Zealand 

Europeans. Further research into the notion of CSFs for Pacific social marketing 

effectiveness is required. 

‘Ethnicity’ is associated with effectiveness 

The results from this study suggest ‘ethnicity’ is associated with the effectiveness of CSF-

based social marketing for Pacific peoples and New Zealand Europeans. Significant 

differences in these groups’ responses were found, regardless of the approach; with 

Pacific peoples’ responses more positive than for New Zealand Europeans. This finding 

was consistent, irrespective of pan-ethnic and ethnic-specific acculturation, and whether 
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current beliefs and determinants of behaviour were controlled for or not. For example, 

Pacific peoples’ levels of change for all TPB underlying beliefs and determinants of 

behaviour constructs except normative beliefs were more positive than for New Zealand 

Europeans when ethnic-specific acculturation was considered, regardless of whether 

current beliefs and determinants of behaviour were controlled for or not; although the latter 

analyses also excluded perceived behavioural control. While the notion of differences in 

these groups’ beliefs is not new (see Foliaki, 2005; HRC, 2005) - and in fact it provides 

that rationale for the targeting of Pacific peoples as discussed in 3.3.2 - this is the first 

empirical evidence that articulates what these differences are from a cognitive, behaviour 

change perspective; and in a social marketing context. This information is crucial for 

understanding where Pacific peoples are at cognitively. It is also vital for informing the 

development of interventions that seek to change Pacific peoples’ behaviour. 

The finding of significantly more positive levels of change for Pacific peoples was, 

however, surprising for two main reasons. First, it suggests a greater resonance of the 

social marketing approaches for this group than for New Zealand Europeans. This 

contrasts with calls for Pacific social marketing approaches to be ethnic-specific (ALAC, 

2005; Akroyd & Wyllie, 2003; Clinical Research & Resource Centre Waitemata District 

Health Board, 2007; Wyllie, 2007). Second, it suggests a greater receptivity of social 

marketing approaches by Pacific peoples. The health evidence on their comparatively 

poorer health outcomes would, however, suggest otherwise (MOH, 2012; Stats NZ & 

MPIA, 2011). Whether these findings are valid and Pacific peoples’ poor health outcomes 

evidence of the intention-behaviour gap is not known (Armitage & Connor, 2001; Sheeran, 

2002). Nor is it known whether these findings are the result of participants modifying their 

responses as a result of taking part in the study (‘hawthorne effect’; Neuman, 2003). There 

is the first known evidence on the influence of ‘ethnicity’ on behaviour change. Further 

research is required to investigate this. 

The ‘ethnicity’ results are also significant because they show the dynamic relationship 

between ‘ethnicity’ and ‘culture’, and how these constructs combined influence behaviour 

change for Pacific peoples and New Zealand Europeans. The finding of considerably more 

significant differences when ethnic-specific acculturation was considered indicates Pacific 

peoples’ strong maintenance of their ethnic cultural worldviews and beliefs; which 

supersedes any construction of a pan-ethnic cultural worldview. This supports the Pacific 

literature which describes the resilience of traditional values and beliefs (see Fairbairn-

Dunlop & Makisi, 2003; and Macpherson & Macpherson, 2009); as expressed by Samoan 

scholar Tuimaleali’ifano (1990): 

Even if some community can exist in very general terms at a high level 
[Pacific] for political purposes, the daily reality for most is a sense of 
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identity which links people to family, village and national before the 
‘Pacific’ region in any way. Even in relocated and resettled communities, 
there is an attempt to construct and/or maintain a distinct ethnic identity 
(Tuimaleali’ifano, 1990:157). 

However, the results also indicate that some beliefs are consistently significant or 

insignificant irrespective of the acculturation construct (e.g., intention and normative beliefs 

respectively). This suggests that there are strongly-held beliefs that are constant, 

regardless of time, space, context and the demands of the group and the environment 

(Ballard, 2002; Crocombe, 1993, 2008; Kabini, 2004; Lopez & Guarnaccia, 2000). These 

findings then raise questions relating to the effectiveness of prevailing pan-ethnic, 

culturally tailored approaches for Pacific social marketing; given only some beliefs are 

constant. Understanding when and how ‘ethnicity’ and ‘culture’ interact, which construct 

supersedes the other and under what conditions, is crucial to support enhanced outcomes. 

This study provides the first known empirical evidence that articulates the inter-play 

between these two influential constructs. 

‘Pan-ethnic acculturation’ is associated with effectiveness 

The results from this study suggest ‘culture’ as measured by pan-ethnic acculturation is 

associated with the effectiveness of social marketing for Pacific peoples and New Zealand 

Europeans. Significant differences in participants’ responses for normative beliefs and 

attitude were found based on their acculturation orientation at a population level. Those 

with strong associations to their pan-ethnic culture (the separators) had more positive 

levels of change for these constructs than for those with weak associations (the 

marginalisors and assimilators). These findings are important for two main reasons. First, 

they are the first known evidence showing the influence of ‘culture’ on behaviour change 

independent to ‘ethnicity’. As noted, there is little existing evidence in relation to this in 

social marketing. These findings support calls from Wallace and colleagues (2010) and 

Noble and Camit (2005) for acculturation to be a core social marketing variable to provide 

enhanced understandings of the “culturally determined attitudes, values and behaviours” 

that underlie peoples’ behaviour (Noble & Camit, 2005:5). Second, the findings not only 

show that there are significant differences in how Pacific peoples and New Zealand 

Europeans respond to social marketing according to pan-ethnic acculturation; but identify 

the specific beliefs these differences relate to support enhanced targeting. As noted there 

is no existing literature in relation to this for these groups generally or in social marketing. 

It is interesting to note that the finding of significant effects for the separators is consistent 

with previous Pacific health research by Burrows and colleagues (2010) and Tautolo and 

colleagues (2011). Yet their studies were limited to single ethnic (Pacific) and sex groups 

(mothers and fathers respectively); and did not use behaviour change theory to measure 

and define participants’ beliefs, attitudes and behaviours. Nonetheless, the comparable 
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findings suggest that culture is significant, irrespective of ethnicity and gender; further 

supporting calls for acculturation to be a core variable for social marketing. 

‘Ethnic-specific acculturation’ is associated with effectiveness 

The results also suggest that ‘ethnic-specific acculturation’ is associated with the 

effectiveness of social marketing. Participants with weak associations to their ethnic-

specific culture (the marginalisors) had significantly more positive levels of change for 

normative beliefs than those with strong associations (the assimilators). This finding is 

significant for the same reasons as those cited for pan-ethnic acculturation: it is the first 

known empirical evidence on the influence of ‘ethnic-specific acculturation’ on these 

groups’ behaviour change. The construct, measures and items were developed specifically 

for this study to investigate this. Second, it identifies the specific belief for which these 

groups differ; providing greater insights for more effective targeting. While this specific 

belief (normative beliefs) was the same as that for the pan-acculturation analysis, it was in 

relation to a different acculturation group. This finding suggests that pan-ethnic social 

marketing approaches such as the Pacific social marketing approach are more likely to 

resonate with, and be effective for people who have a stronger affinity to the mainstream 

culture rather than their own ethnic one. This was supported by the talanoa findings. This 

then raises questions about the usefulness of pan-ethnic approaches, which generally 

seek to reach those with strong ethnic and cultural characteristics. 

Current beliefs and determinants of intention is not significant 

The results from this study reveal there was little difference in the results for when current 

beliefs and determinants of behaviour were controlled for or not. This suggests that current 

beliefs and determinants of intention have little effect on behaviour change. Whilst not 

investigated specifically, this finding supports the views expressed by Ajzen and Fishbein 

(1980a, 1980b) and Ajzen (1991) regarding the mediation of past and current behaviour by 

the actual perceived control construct. However, it contrasts with previous work by Sutton 

(1994). Further research in this area is required to understand the influence of this 

construct on social marketing effectiveness for Pacific peoples and New Zealand 

Europeans to inform future efforts.  

11.2.2 Efficacy of the approach for ethnic-specific groups 

The individual data sets for the four ethnic-specific groups involved in this study were 

analysed separately to further determine the influence of ‘ethnicity’ and ‘culture’ on Pacific 

peoples’ behaviour change.  

Social marketing approach is not significant 

The results reveal there were no significant differences in how Samoans, Cook Islanders, 

Tongans and New Zealand Europeans responded to the four approaches. This finding was 
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consistent, regardless of pan-ethnic and ethnic-specific acculturation and whether current 

beliefs and determinants of behaviour were controlled for or not. The implications of this 

finding are the same as those for the relevant Pacific analysis: there is no one optimal 

Pacific social marketing approach for achieving behaviour change for these groups; and 

approaches must be developed specifically to meet their needs and aspirations, as per the 

philosophy of social marketing (Andreasen, 2002; Donovan & Henley, 2010).  

This finding of non-significance was not surprising, given the Pacific and alternate 

approaches were pan-Pacific. There is a plethora of health and general Pacific literature 

emphasising the importance of ethnic-specific approaches to support improved outcomes. 

This was echoed by the participants in the talanoa. As will be discussed in this section, this 

and other findings from this study raise questions about the use of, and rationale for pan-

Pacific or pan-ethnic approaches generally. 

‘Ethnicity’ is associated with effectiveness 

Like the relevant Pacific analysis, the results from this study suggest ‘ethnicity’ is 

associated with the effectiveness of CSF-based social marketing approaches for 

Samoans, Cook Islanders, Tongans and New Zealand Europeans. Significant differences 

in these groups’ responses were found, with Cook Islanders’ and Tongans’ responses 

consistently different to those for the other groups. For example, Cook Islanders’ levels of 

change for their behavioural beliefs and attitude were more positive than for Samoans and 

New Zealand Europeans, irrespective of pan-ethnic and ethnic-specific acculturation and 

whether current beliefs and determinants of behaviour were controlled for or not. In 

addition, Tongans’ levels of change for normative beliefs were more positive than for New 

Zealand Europeans and Samoans when ethnic-specific acculturation was considered, 

irrespective of whether current beliefs and determinants of behaviour were controlled for or 

not. As with the relevant Pacific analysis, these findings provide the first known empirical 

evidence to support the Pacific literature describing differences between the different 

Pacific ethnic groups and New Zealand Europeans (e.g., Foliaki, 2005; and HRC, 2005); 

and from a cognitive behaviour change perspective within a social marketing context. 

These findings prove beyond a doubt that these groups have different beliefs, which 

influence how they respond to health messages generally and social marketing messages 

specifically. Thus, supporting calls for ethnic-specific social marketing approaches to 

support greater behaviour change. 

The finding of significantly more positive levels of change for Cook Islanders was 

surprising because it suggests their greater receptivity of social marketing messages. The 

health evidence highlighting their higher prevalence of risk factors such as smoking and 

drinking (e.g., Grey et al., 2010; and Novak, 2007) would, however, suggest otherwise. 

Whether these findings are evidence of the intention-behaviour gap (Armitage & Connor, 
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2001; Sheeran, 2002) or the Cook Island participants modifying their responses as a result 

of taking part in the study (hawthorne effect; Neuman, 2003) is not known. Further 

research is required to determine the validity of these findings. However, it is the pattern of 

the Cook Islanders’ responses that is most interesting. The results reveal that of all Pacific 

ethnic groups, the Cook Islanders are the most cognitively dissimilar group to New 

Zealand Europeans. This contradicts the existing Pacific literature which suggests 

otherwise (e.g., Novak, 2007; and Wright & Hornblow, 2008). The reason for this anomaly 

is not known. The hawthorne effect is a possibility; however, the balanced incomplete 

block design was selected to counter this; as was the analyses controlling for current 

beliefs and determinants of behaviour. Selection and testing bias is another possibility; 

however the sampling frames, methods and testing methods used across all ethnic groups 

were the same. It may be that most of the previous literature describing the closer affinity 

between Cook Islanders and New Zealand Europeans is based on secondary data with 

authors making inferences (e.g., Novak, 2007; and Wright & Hornblow, 2008); rather than 

from experiments conducted specifically to explore this notion. Which is the case is not 

known and warrants further exploration. This research provides both the rationale and 

starting point for this. 

The ‘ethnicity’ results are also significant because they show the acculturation construct 

has little bearing on the nature of behaviour change for ethnic-specific groups. The results 

were similar, regardless of whether a pan-ethnic or ethnic-specific acculturation. This 

suggests that the influence of the ‘culture’ constructs are associated when ethnic-specific 

approaches are adopted, presumably because their ethnic-specific foci help to ensure the 

appropriateness of the approaches. This notion is supported by the talanoa in this and the 

first study, where participants spoke of a lack of ‘resonance’ with the pan-Pacific 

approaches and the need for ethnic-specific approaches “because they’re based on our 

cultures... our ways of doing things” (Tongan participant). It also suggests the existence of 

strongly-held beliefs that are constant regardless of the acculturation construct.  

However, arguably the most significant finding for this analysis was the finding of 

considerably more significant differences by ethnicity than for the relevant Pacific analysis. 

In some instances, the nature of these differences were also different. For example, 

according to the Pacific analysis, Pacific peoples’ levels of change for behavioural beliefs 

and attitude were more positive than for New Zealand Europeans when ethnic-specific 

acculturation was considered, and current beliefs and determinants of behaviour controlled 

for. The ethnic-specific results, however, show it was Cook Islanders’ whose levels of 

change for these constructs were more positive than for Samoans and New Zealand 

Europeans. In addition, while there were no differences in Pacific peoples’ level of change 

for the normative beliefs, the ethnic-specific analysis shows that Tongans’ level of change 
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for this construct was more positive than for New Zealand Europeans and Samoans. 

These findings are significant because they not only show the invaluable information that is 

lost when pan-ethnic social marketing approaches are adopted; but they suggest that such 

approaches will be ineffective because of this. While there is no doubt pan-ethnic targeting 

is fiscally more efficient and effective, particularly when some groups are very small 

(Donovan & Henley, 2003, 2010; Hornik & Ramirez, 2006); these results show that such 

approaches may not be effective in achieving behaviour change – which is the end goal of 

social marketing. These findings support calls for ethnic-specific approaches for Pacific 

peoples (ALAC, 2005; Akroyd & Wyllie, 2003; Clinical Research & Resource Centre 

Waitemata District Health Board, 2007; Wyllie, 2007). 

Social marketing approach is associated with effectiveness for different ethnic 
groups 

Arguably the most significant finding of this study was the finding of differences in the four 

ethnic-specific groups’ responses to the four approaches. This suggests that Samoans, 

Cook Islanders, Tongans and New Zealand Europeans receive, interpret and respond 

differently to social marketing; supporting calls for ethnic-specific approaches for Pacific 

peoples (ALAC, 2005; Akroyd & Wyllie, 2003; Clinical Research & Resource Centre 

Waitemata District Health Board, 2007; Wyllie, 2007). For example, Cook Islanders’ and 

Tongans’ levels of change for behavioural beliefs for condition 3 were positive than for 

Samoans when pan-ethnic acculturation was considered, regardless of whether current 

beliefs and determinants of behaviours were controlled for or not; while it was the reverse 

scenario for control beliefs. In addition, there were significant differences in how an 

individual ethnic group responded to the approaches. For example, Samoans’ levels of 

change for behavioural and control beliefs in response to condition 3 more positive than 

that for condition 4, regardless of the acculturation construct and whether current beliefs 

and determinants of behaviours controlled for or not. It was the reverse scenario for Cook 

Islanders.  

These findings are significant for three main reasons. First, as noted, they indicate that 

these groups’ receive, interpret and act on social marketing approaches differently. This is 

the first known empirical evidence on this; and raises questions relating to the rationale for, 

and effectiveness of pan-Pacific social marketing approaches for these groups. Second, 

the finding of differences in how an ethnic group (‘within ethnicity’) responded to the 

different approaches suggests the existence of strongly-held views on certain health 

issues and health behaviour by some groups. This indicates that some health behaviours 

may be more difficult to change than others, regardless of the approach; as contended by 

Snyder (2002, 2007) and Snyder and colleagues (2002, 2004). For example, Samoans’ 

responses in relation to healthy eating were consistently more positive than their 
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responses in relation to physical activity; while it was the reverse for Cook Islanders. 

According to participants in the talanoa, the social marketing stimuli (messages, marketing 

mix) for the approaches also influences behaviour change. These findings only further 

questions the use of, and rationale of pan-ethnic approaches to achieve behaviour change 

for these groups; and for the same reasons as those outlined in the preceding section. 

‘Pan-ethnic acculturation’ is associated with effectiveness 

Like the relevant Pacific analysis, these results suggest that pan-ethnic acculturation is 

associated with the effectiveness of social marketing for Samoans, Cook Islanders, 

Tongans and New Zealand Europeans. Individuals with strong associations to their pan-

ethnic culture (the separators) had significantly greater levels of change for normative 

beliefs and attitude than those with weak associations (the assimilators). This finding is 

significant for the same reasons as outlined for the relevant Pacific analysis: it shows 

‘culture’ influences behaviour change independent to ‘ethnicity’; it confirms that ‘pan-ethnic 

acculturation’ is a significant segmentation variable; and it identifies the specific beliefs of 

difference to enable more effective targeting. This finding is also significant as the results 

are exactly the same as those for the relevant Pacific analysis; which indicates there are 

strong, culturally determined  beliefs which remain constant, irrespective of the population 

(ethnic-specific or pan-ethnic) construct. Understanding what these beliefs are, and when 

they come into play is crucial for effective social marketing for these groups. 

 ‘Ethnic-specific acculturation’ is associated with effectiveness 

The results also show that ‘ethnic-specific acculturation’ is associated with the 

effectiveness of social marketing for Samoans, Cook Islanders, Tongans and New Zealand 

Europeans. Like the relevant Pacific analysis, individuals with weak associations to their 

ethnic-specific cultural identities (the marginalisors) had greater levels of change for 

normative beliefs than those with strong associations (the assimilators). As with the 

relevant Pacific analysis, these findings suggest pan-ethnic approaches such as the 

Pacific social marketing approach will be more effective in achieving behaviour change for 

those who are stronger aligned to the mainstream culture than their own ethnic one. This 

further raises questions relating to the usefulness of pan-ethnic approaches, which as 

noted in the Pacific analyses are generally targeted at meeting the needs of those with 

strong ethnic-cultural beliefs and values. 

Current beliefs and determinants of intention significant 

The results show current beliefs and determinants of behaviour had an impact on 

behaviour change. There were considerably more significant differences when current 

beliefs and determinant of intention were not controlled for than when they were; which 

contrasts with the Pacific analyses. While the cause for this is not known, it is consistent 

with views expressed by Sutton (1994) regarding the influential effect past and current 
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behaviour effect on behaviour change; but in doing so contrasts with the views expressed 

by Ajzen and Fishbein (1980a, 1980b) and Ajzen (1991) regarding its mediation via actual 

perceived control. Further research in this area is required, particularly given there was 

little difference in the Pacific analysis. 

11.3 Validity of the TPB 

11.3.1 Validity of the TPB for Pacific peoples 

This study investigated the validity of the TPB inter-construct relationships for explaining 

Pacific peoples’ health behaviour. The four behaviours examined were those featured in 

the TPB questionnaire: supporting mental illness, seeking help for depression, healthy 

eating and physical activity. The data was also combined to create an overall health 

behaviour construct. The TPB posits that behavioural, normative and control beliefs 

(underlying beliefs) should correlate with and determine attitude, subjective norm and 

perceived behavioural control respectively (the determinant constructs of intention; Ajzen, 

1985, 1991). The validity of these relationships for New Zealand Europeans for two 

behaviours was also examined. 

Overall health behaviour 

Validity of the inter-construct relationships 

The results support the validity of the TPB inter-construct relationships for explaining 

Pacific peoples’ and New Zealand Europeans’ overall health behaviour. All underlying 

beliefs-determinants of intention relationships were supported for both groups. Similarly, all 

determinants of intention-intention relationships were supported. This indicates that Pacific 

peoples and New Zealand Europeans with more positive behavioural beliefs and attitudes 

towards health behaviour tend to have greater intentions to perform the behaviour; as do 

those with more positive normative beliefs and greater subjective norm. Pacific peoples 

and New Zealand Europeans with stronger control beliefs and greater perceived 

behavioural control over their behaviour performance also tend to have greater intentions 

to perform the behaviour. The conceptualisations of these relationships are consistent with 

the TPB (Ajzen, 1985, 1991); and these findings consistent with the international literature 

on the validity of the TPB (e.g., for meta-analyses: Armitage & Conner, 2001; Godin & Kok, 

1996; McEachan et al., 2011). However, this is the first known evidence in relation to 

Pacific peoples or New Zealand Europeans. As noted in 8.4.3, most TPB studies in New 

Zealand and internationally with Pacific samples have not reported desegregated data for 

this group (e.g., Foley et al., 2008; Maddison et al., 2009; Kataoka-Yahiro et al., 2011). In 

addition, most TPB studies involving New Zealand Europeans have been on physical 

activity for children (e.g., Foley et al., 2008; Hewitt & Stephens, 2007). 
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Relative contributions of constructs 

The finding of differing relative contributions for the underlying beliefs for Pacific peoples 

and New Zealand Europeans in relation overall health behaviour indicates differences in 

the weightings of these beliefs for explaining their behaviour. Normative beliefs was the 

strongest underlying belief for Pacific peoples; followed by behavioural and control beliefs 

respectively. For New Zealand Europeans, behavioural beliefs was the strongest; followed 

by normative and control beliefs respectively. While there is no existing TPB evidence on 

this for these groups, this finding is consistent with the international evidence which 

suggests ethnicity may result in different weightings of the TPB constructs (Ajzen, 1991; 

Ajzen & Fishbein, 1980a, 1980b; Blanchard et al., 2007; Hagger et al., 2002; Nigg et al., 

2009b). It is for this reason why the finding of the same relative contributions for the 

determinants of intention for these two groups was a surprise. Further research is required 

to determine the validity of these results. 

It is also interesting to note that the finding of subjective norm as the strongest predictor of 

intention for these groups contrasts with meta-analytic reviews on the TPB’s effectiveness 

in explaining multiple health behaviours. The meta-analysis conducted by Godin and Kok 

(1996) of 56 studies focusing on a range of health behaviours such as screening, eating 

and physical activity found attitude to be strongest predictor of intention, with subjective 

norm the weakest predictor. Their findings were supported by a meta-analysis conducted 

by McEachan and colleagues (2011). As noted in the preceding paragraph, further 

research is required to determine whether these results are valid. 

Individual health behaviours 

Validity of the inter-construct relationships 

The validity of the TPB inter-construct relationships in explaining the individual health 

behaviours for Pacific peoples is, however, only partially supported.  Normative beliefs was 

the only significant underlying belief for Pacific peoples for all four behaviours; while 

behavioural beliefs was significant for two behaviours (seeking help for depression and 

healthy eating) and control beliefs one behaviour (physical activity). This indicates that 

Pacific peoples with more positive normative beliefs in relation to supporting mental illness, 

seeking help for depression, healthy eating and physical activity tend to have greater 

subjective norm in relation to these behaviours. Pacific peoples with more positive 

behavioural beliefs about seeking help for depression and healthy eating also tend to have 

more positive attitudes towards these behaviours. In addition, those with greater control 

beliefs into relation physical activity tend to have greater perceived behavioural control in 

relation to this behaviour. The conceptualisations of these relationships are consistent with 

the TPB; whereas the non-significant findings are not (Ajzen, 1985, 1991). 
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The validity of all determinants of intention-intention relationships for Pacific peoples for all 

behaviours was, however, supported. Subjective norm was the strongest predictor of 

intention for all four behaviours; followed by attitude and perceived behavioural control, 

except for physical activity for which it was the reverse. These finding indicate that Pacific 

peoples with greater subjective norm, more positive attitude and greater behavioural 

control in relation to health behaviour tend to have greater intentions to perform the 

behaviours. The conceptualisations of relationship are consistent with the TPB (Ajzen, 

1985, 1991).  

These combined results show that some significant predictors of intention for Pacific 

peoples are independent to their respective underlying beliefs; which is not consistent with 

the TPB (Ajzen, 1985, 1991). Specifically, perceived behavioural control was a significant 

predictor of intention for Pacific peoples for all four behaviours independent to control 

beliefs; and attitude for supporting mental illness and physical activity independent to 

behavioural beliefs. These findings suggest that there are other factors other than control 

and behavioural beliefs that influence Pacific peoples’ intentions in relation to these 

specific behaviours. What these factors are is, however, not known because exploration of 

these was outside the scope of this study. Previous TPB validation studies with ethnic 

groups have contended they are cultural factors (e.g., Fila & Smith, 2006). Further 

research is required to understand what these factors are, and how they influence Pacific 

peoples’ intention. 

The validity of the TPB inter-construct relationships in explaining the two applicable 

individual health behaviours for New Zealand Europeans (seeking help for depression and 

physical activity) was supported. This indicates that individuals with more positive 

behavioural beliefs and attitudes towards these behaviours tend to have greater intentions 

to perform them; as do those with more positive normative beliefs and greater subjective 

norm. Individuals with strong control beliefs in relation to these behaviours and greater 

perceived behavioural control over their performance of them also tend to have greater 

intentions to perform them. The conceptualisations of these relationships are consistent 

with the TPB (Ajzen, 1985, 1991). While there is some evidence supporting the validity of 

the determinant of intention-intention relationships for this group in relation to physical 

activity, it is for adolescents (e.g., Foley et al., 2008; and Maddison et al., 2009). However, 

there is a plethora of international evidence supporting the validity of the TPB in this area 

(Nigg et al., 2009b; and Plotnikoff et al., 2012). 

Causal pathways 

Not surprisingly, the validity of the causal pathways for explaining Pacific peoples’ 

individual health behaviours is only partially supported; but supported for New Zealand 
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Europeans. Only one pathway was supported for all four health behaviours for Pacific 

peoples: the normative beliefs-subjective norm-intention. The behavioural beliefs-attitude-

intention pathway was, however, also supported for two behaviours (seeking help with 

depression and health eating); and the control beliefs-perceived behavioural control-

intention for one behaviour (physical activity). These findings suggest that Pacific peoples 

who have more positive normative beliefs and greater subjective norm in relation to 

supporting mental illness and healthy eating, tend to have greater intentions to perform 

these behaviours. Pacific peoples and New Zealand Europeans with more positive 

normative beliefs and greater subjective norm towards seeking help with depression and 

physical activity also tend to have greater intentions to perform these behaviours. In 

addition, individuals from both groups with more positive behavioural beliefs and attitude 

towards seeking help with depression tend to have greater intentions to perform this 

behaviour; as do those in relation to healthy eating. In addition, Pacific peoples and New 

Zealand Europeans with greater control beliefs and perceived behavioural control in 

relation to physical activity tend to have greater intentions to perform this behaviour. New 

Zealand Europeans with greater control beliefs and perceived behavioural control in 

relation to seeking help with depression also tend to have greater intentions to perform this 

behaviour; as do those with more positive behavioural beliefs and attitude in relation to 

physical activity. The conceptualisations of these causal pathways is consistent with the 

TPB (Ajzen, 1985, 1991).  

Relative contributions of constructs 

The finding of the same relative contributions for the significant underlying beliefs for 

Pacific peoples and New Zealand Europeans in relation to seeking help with depression 

and physical activity was surprising. Differences were expected, given previous studies 

indicating the influence of ethnicity on the weightings of the constructs (Ajzen, 1991; Ajzen 

& Fishbein, 1980a, 1980b; Hagger et al., 2002; Nigg et al., 2009b); and the differing 

relative contributions for the same analysis in relation to overall health behaviour. Differing 

relative contributions were, however, found for the determinants of intention; which 

supports the existing literature (Ajzen, 1991; Ajzen & Fishbein, 1980a, 1980b; Hagger et 

al., 2002; Nigg et al., 2009b). 

The finding of the same relative contributions for the determinants of intention for Pacific 

peoples across the four behaviours is significant, because it shows the existence of 

strongly-held beliefs and values that remain constant, regardless of the behaviour. 

Subjective norm was the strongest predictor of intention for all behaviours; followed by 

attitude and perceived behavioural control respectively. The results for the New Zealand 

Europeans, on the other hand, differ according to the behaviour of interest. Attitude was 

the strongest predictor of intention for them in relation to seeking help for depression; 
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followed by subjective norm and perceived behavioural control. Subjective norm was 

strongest predictor of intention for New Zealand Europeans in relation to physical activity; 

followed by attitude and perceived behavioural control. 

11.3.2 Validity of the TPB for ethnic-specific groups 

This study also investigated the validity of the TPB inter-construct relationships for 

explaining Samoans’, Cook Islanders’ and Tongans’ health behaviour. The behaviour 

examined were the same as those for Pacific peoples. The New Zealand European 

comparison group was also included in this analysis. 

Overall health behaviour 

Validity of the inter-construct relationships 

The results partially support the validity of the TPB inter-construct relationships in 

explaining Samoans’, Cooks Islanders’ and Tongans’ overall health behaviour. These 

relationships are, however, supported for New Zealand Europeans as discussed in 11.3.1 

Normative beliefs was the only significant underlying beliefs for all four ethnic groups; while 

behavioural beliefs was significant for all groups except Samoans; and control beliefs for 

Samoans and New Zealand Europeans only. These findings suggest that individuals from 

all four groups with more positive normative beliefs about overall health behaviour tend to 

have greater subjective norm in relation it. Individuals from all four groups except Samoans 

with more positive behavioural beliefs towards health behaviour also tend to have more 

positive attitudes towards it. In addition, Samoans and New Zealand Europeans with 

stronger control beliefs in relation to health behaviour tend to have greater perceived 

behavioural control over it. The conceptualisations of these relationships is consistent with 

TPB theory; whereas the non-significant findings are not (Ajzen, 1985, 1991). These 

findings are the first known evidence on the validity of the TPB for these groups. 

All determinant of intention-intention relationships for the four groups in relation to overall 

health behaviours were, however, supported. This indicates that Samoans, Cook 

Islanders, Tongans and New Zealand Europeans who have more positive attitudes, 

greater subjective norm and greater perceived behavioural control over health behaviour 

tend to have greater intentions to perform them. These inter-construct relationships are 

consistent with the TPB (Ajzen, 1985, 1991). 

Like the relevant Pacific analysis, these combined results reveal that some significant 

predictors of intention for some ethnic groups are independent to their respective 

underlying beliefs; which is not consistent with the TPB (Ajzen, 1985, 1991). Specifically, 

attitude was a significant predictor of intention for Samoans independent to behavioural 

beliefs; while perceived behavioural control was for Cook Islanders and Tongans 
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independent to control beliefs. The reasons for this are not known and require further 

research. However, as noted, previous studies (e.g., Fila & Smith, 2006) have contended 

they may be cultural factors. 

Causal pathways 

The validity of the causal pathways for explaining Samoans’, Cook Islanders’ and 

Tongans’ overall health behaviour was only partially supported; but supported for New 

Zealand Europeans. As with the relevant Pacific analysis, normative beliefs-subjective 

norm-intention was the only causal pathway supported for all groups. Behavioural beliefs-

attitude-intention pathway was also supported for all groups except Samoans; while control 

beliefs-perceived behavioural control pathway was supported for Samoans and New 

Zealand Europeans only. These findings indicate that individuals from all four ethnic 

groups who have more positive normative beliefs and greater subjective norm in relation to 

health behaviour tend to have greater intention to perform this behaviour. Individuals from 

all four ethnic groups except the Samoan with more positive behavioural beliefs about 

health behaviour tend to have more positive attitudes and greater intention to perform the 

behaviour. In addition, Samoans and New Zealand Europeans with greater control beliefs 

and greater perceived behavioural control tend to have greater intentions to perform health 

behaviour. The conceptualisations of the significant causal pathway relationships are 

consistent with TPB, while the insignificant pathways are not (Ajzen, 1985, 1991).  

Relative contributions of constructs 

The results show that the relative contributions for the significant underlying beliefs for 

Cook Islanders and Tongans in relation to overall health behaviour are the same. 

Normative beliefs was the strongest underlying belief for these groups; followed by 

behavioural beliefs. Normative beliefs was also the strongest for Samoans, however 

control beliefs was the other significant underlying belief. The relative contributions for New 

Zealand Europeans were, on the other hand, significantly different to those for these 

groups. While there is no existing TPB evidence on this in relation to these groups, these 

findings of differences is consistent with the international evidence (Ajzen, 1991; Ajzen & 

Fishbein, 1980a, 1980b; Hagger et al., 2002; Nigg et al., 2009b). 

Conversely, the relative contributions for the significant determinants of intention-intention 

relationships in relation to overall health behaviour were the same for all groups except 

Cook Islanders. Subjective norm was the strongest predictor of intention for all groups 

except the Cook Islanders; followed by attitude and perceived behavioural control. For 

Cook Islanders, attitude was the strongest predictor, followed by subjective norm and 

perceived behavioural control. While the Cook Islanders’ differentiation can be explained 

by previous TPB ethnic validation studies (Ajzen, 1991; Ajzen & Fishbein, 1980a, 1980b; 
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Hagger et al., 2002; Nigg et al., 2009b), it does not explain the same results for the 

remaining groups. Further research is required to explore and validate the findings. 

Individual health behaviour 

Validity of the inter-construct relationships 

Not surprisingly, the validity of the TPB inter-construct relationships in explaining 

Samoans’, Cook Islanders’ and Tongans’ individual health behaviours is partially 

supported; but supported for New Zealand Europeans as discussed in 11.3.1.The results 

show normative beliefs was a significant underlying belief for all four ethnic groups for all 

behaviours, except for Samoans and Cook Islanders in relation to supporting mental 

illness. Behavioural beliefs was a significant underlying belief for New Zealand Europeans 

for the applicable behaviours; for Samoans in relation to all behaviours except for healthy 

eating; and for Cook Islanders and Tongans for seeking help for depression only. In 

addition, control beliefs was a significant underlying belief for New Zealand Europeans for 

the applicable behaviours; for Samoans in relation to seeking help for depression; and for 

all groups except Tongans for physical activity. These findings indicate that individuals 

from all four ethnic groups with more positive normative beliefs about seeking help for 

depression and physical activity tend to have greater subjective norm about these 

behaviours; as do Samoans, Cook Islanders and Tongans in relation to healthy eating. 

Only Tongans with more positive normative beliefs about supporting mental illness have 

greater subjective norm in relation the behaviour. In addition, Samoans, Cook Islanders 

and New Zealand Europeans with more positive behavioural beliefs about seeking help for 

depression tend to have more positive attitudes about this behaviour; as do Samoans and 

New Zealand Europeans in relation to physical activity, and Samoans in relation to 

supporting mental illness. Furthermore, Samoans and Cook Islanders with strong control 

beliefs in relation to supporting mental illness have greater perceived behavioural control; 

as do Samoans and New Zealand Europeans in relation to seeking help for depression, 

and Cook Islanders and New Zealand Europeans in relation to physical activity. The 

finding of significant relationships is consistent with TPB theory; whereas the non-

significant findings are not (Ajzen, 1985, 1991). 

The finding of the subject norm as the strongest predictor of intention for all groups across 

all behaviours, except for Samoans and Cook Islanders in relation to physical activity is 

consistent with the relevant Pacific analysis. Attitude was the next strongest predictor for 

all groups across all behaviours except for Tongans in relation to supporting mental illness 

and Samoans for physical activity. Perceived behavioural control was the weakest 

significant predictor of intention. It was significant for all groups across the behaviours 

except for Cook Islanders and Tongans in relation to supporting mental illness; for 

Samoans and Cook Islanders for seeking help for depression; and for Samoans and 
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Tongans for healthy eating, and Tongans for physical activity. These findings indicate that 

Samoans, Cook Islanders and Tongans with greater subjective norm in relation to 

supporting mental illness and healthy eating tend to have greater intentions to perform 

these behaviours; as do individuals from all four ethnic groups in relation to seeking help 

for depression and physical activity, except for Samoans and Cook Islanders for the latter. 

Individuals from all groups with more positive attitudes towards seeking help for 

depression also tend to have greater intentions to perform this behaviour; as do Samoans, 

Tongans and New Zealand Europeans in relation to physical activity. In addition, 

Samoans, Cook Islanders and Tongans with more positive behavioural beliefs in relation to 

healthy eating tend to have greater intentions to perform this behaviour; as do Samoans 

and Cook Islanders in relation to supporting mental illness. Furthermore, the findings 

suggests that Samoans, Cook Islanders and Tongans with greater perceived behavioural 

control in relation to physical activity tend to have greater intentions to perform this 

behaviour; as do Tongans and New Zealand Europeans in relation to supporting people 

with a mental illness. Samoans with greater perceived behavioural control in relation to 

supporting mental illness also tend to have greater intentions to perform this behaviour; as 

do Cook Islanders in relation to healthy eating. The finding of significant relationships is 

consistent with TPB theory; whereas the non-significant findings are not (Ajzen, 1985, 

1991). In addition, the finding of differences in the relative contributions of the determinants 

is consistent with the international evidence (Ajzen, 1991; Ajzen & Fishbein, 1980a, 1980b; 

Hagger et al., 2002; Nigg et al., 2009b). 

As with the Pacific analysis, the combined results revealed some significant predictors of 

intention for some groups are independent to their respective underlying beliefs. 

Specifically, subjective norm was a significant predictor of intention for Samoans and Cook 

Islanders in relation to physical activity independent to normative beliefs. Perceived 

behavioural control was a significant predictor of intention for Samoans in relation to 

supporting mental illness; for Tongans for seeking help for depression; and for Cook 

Islanders for healthy eating, irrespective of control beliefs. Further research is required to 

understand the cultural factors external to the TPB that influence their intentions (Fila & 

Smith, 2006). 

Causal pathways 

Not surprisingly, the validity of the causal pathways for explaining the four individual health 

behaviours for Samoans, Cook Islanders and Tongans was partially supported; but 

supported for New Zealand Europeans. Similar to the relevant Pacific analysis, the most 

significant casual pathway was the normative beliefs-subjective norm-intention. It was 

significant for all four ethnic groups in relation to seeking help for depression; for Samoans, 

Cook Islanders and Tongans for healthy eating; for Tongans for supporting mental illness 
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and physical activity; and for New Zealand Europeans for physical activity. Behavioural 

beliefs-attitude-intention pathway was also supported for all four groups in relation to 

seeking help for depression; while only for Samoans for supporting mental illness; 

Tongans for healthy eating; and for New Zealand Europeans for physical activity. In 

addition, the control beliefs-perceived behavioural-intention pathway was only significant 

for Samoans, Cook Islanders and New Zealand Europeans in relation to physical activity; 

and for New Zealand Europeans for seeking help for depression. These findings indicate 

that individuals from all four ethnic groups who have more positive normative beliefs and 

greater subjective norm in relation to seeking help for depression Samoans, Cook 

Islanders and Tongans with more positive normative beliefs and greater subjective norm in 

relation to healthy eating also tend to have greater intention to perform this behaviours; as 

do Tongans for supporting mental illness and physical activity. It is the same for New 

Zealand Europeans in relation to physical activity. In addition, individuals from all four 

groups with more positive behavioural beliefs and attitudes towards seeking help for 

depression tend to have greater intention to perform this behaviour. Similarly, Tongans in 

relation to healthy eating, and New Zealand Europeans for physical activity. Furthermore, 

Samoans, Cook Islanders and New Zealand Europeans with stronger control beliefs and 

greater perceived behavioural control in relation to physical activity, tend to have greater 

intention to perform this behaviour. The conceptualisations of the significant causal 

pathway relationships are consistent with TPB, while the insignificant pathways are not 

(Ajzen, 1985, 1991).  

Relative contributions of constructs 

There were no discernible patterns in the relative contributions of the underlying beliefs for 

all ethnic groups across all four behaviours; indicating different beliefs are more significant 

than others for different groups, and according to the behaviour. This finding is consistent 

with the literature on the different weighting of the constructs according to behaviour, 

population and setting (Ajzen, 1991). There are, however, some patterns  in relation to the 

determinants of intention contributions. On the whole, the relative contributions of the 

determinants of intention constructs for Samoans, Cook Islanders and New Zealand 

Europeans are the same. Attitude was the strongest predictor of intention for the first two 

groups in relation to supporting mental illness; followed by subjective norm. It was the 

same pattern in relation to seeking help for depression, but with New Zealand Europeans 

included and perceived behavioural control as the weakest predictor. For healthy eating, 

the relative contributions of the constructs were the same for Tongans and Cook Islanders. 

Subjective norm was the strongest predictor of intention for these groups, followed by 

attitude; with perceived behavioural control for Cook Islanders only. For Samoans, attitude 

was the strongest predictor of intention, followed by subjective norm. There were no 
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discernible patterns for physical activity. While the Cook Islanders’ differentiation can be 

explained by previous TPB ethnic validation studies (Ajzen, 1991; Ajzen & Fishbein, 

1980a, 1980b; Hagger et al., 2002; Nigg et al., 2009b), it does not explain the same results 

for the remaining groups. Further research is required to explore this and to validate the 

findings. 

11.4 Next steps 

Recommendations are made for several areas of further research to support the 

development of the Pacific social marketing evidence base. 

11.4.1 Exploration of the Pacific social marketing approach 

Investigation of age and gender effects 

The influence of ‘age’ and ‘gender’ on behaviour change for Pacific peoples and the four 

ethnic-specific groups involved in this study was not investigated, despite this data being 

collected. This was because of time constraints. Given the Pacific population’s youthful 

and multi-ethnic composition and defined cultural gender roles (Fairbairn-Dunlop, 1991; 

Fairbairn-Dunlop & Makisi, 2003), it is prudent the influence of these constructs is 

examined. The findings will provide deeper and richer insights into when social marketing 

works, and for whom, and under what conditions. 

Replication of the study 

As noted throughout, this study was the first to investigate the efficacy of social marketing 

for this research population. While a number of significant findings were obtained, the 

reliability and validity of these findings is not known. It is, therefore, important that the 

study is replicated to establish this. 

Exploration of Pacific ethnic-specific worldviews 

While the existence of Pacific and ethnic-specific worldviews are noted in the literature, the 

key elements of these worldviews are not well articulated. Nor is the influence these 

worldviews have on their health behaviours. Significant differences in beliefs and 

determinants of intention were found for the different ethnic-specific groups, using the 

TPB. A number of unexplained significant predictors of intention independent to the 

respective underlying beliefs were also found. A qualitative exploration of Samoans’, Cook 

Islanders’ and Tongans’ worldviews and the influences of these worldviews on their health 

behaviour will help explain some of these differences found in this study. It will also help to 

explain some of the similarities.  
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11.4.2 Validation of the TPB 

Replication of the study 

This study was the first to investigate the validity of the TPB inter-construct relationships 

for explaining Pacific peoples’, Samoans’, Cook Islanders’ and Tongans’ health behaviour, 

as noted throughout this study. It was also the first to investigate their validity for explaining 

New Zealand Europeans’ behaviour in relation to overall health and seeking help for 

depression; and for physical activity for adult New Zealand Europeans. While the findings 

in this study are significant, their reliability and validity is not known. It is, therefore, crucial 

that the study is replicated to determine this. 

Extension of the study 

The standard TPB model was used in this study to investigate its validity for explaining the 

health behaviours of the research population. As discussed in this chapter, the finding of 

significant predictors of intention for some ethnic groups independent to their underlying 

beliefs suggests there are other factors external to the TPB that influence their intentions; 

with these factors likely to be cultural (Fila & Smith, 2006). Extending the TPB model to 

include cultural factors and administering it with the same population will not only 

determine the validity of this assumption; but provide greater insights into the influences of 

‘ethnicity’ and ‘culture’ on their health behaviour. 

In addition, this study was limited to investigating the behavioural intentions of the research 

population because of time and budgetary constraints. Extending the study to investigate 

behaviour change for this research population is crucial for determining the predictive 

validity (whether intention leads to behaviour) of the TPB for these groups. This will 

simultaneously help establish whether the intention-behaviour gap (Armitage & Connor, 

2001; Sheeran, 2002) exists for these groups, or the findings in this study the result of the 

hawthorne effect or receptivity bias. 

11.5 Strengths and limitations of this research 

There are a number of strengths and limitations of this study which must be considered 

when interpreting the results. 

11.5.1 Efficacy study 

Strengths 

There were a number of strengths associated with this research. First, is the efficacy study 

design that was used. This design enabled causality between the different social marketing 

approaches and their effects to be established. It also enabled the exploration of the 
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interaction between the approaches and the ethnic groups to determine whether there any 

differences. 

Second is the adapted BIB design underpinned by the Pacific mixed methods mental 

models approach. As will be discussed in the implications section (11.6), these enabled 

richer and deeper understandings and insights to be obtained. 

Third, is the use of real-world social marketing interventions for the approaches 

(conditions). Whilst not an objective of this study, the use of existing interventions gave an 

indication of their effectiveness and efficacy in achieving behaviour change for Pacific 

peoples and the four ethnic-specific groups. It is the first evidence of its kind. 

The size and nature of the sample are other strengths. The sample size was sufficient to 

explore the interaction effect in this design; and to produce statistically valid results. The 

use of multiple-ethnic groups enabled between-ethnic comparisons to be made, with the 

within-ethnic comparisons. The inclusion of a New Zealand European comparison to 

further explore cultural and ethnicity effects further strengthened the validity of the results. 

Weaknesses 

There are a number of weaknesses associated with this research. First is the non-random 

selection of participants. A cluster approach was adopted to select participants because it 

was considered culturally appropriate for Pacific peoples, given their collective and socially 

constructed cultures. It was also thought the familiarity between participants would help to 

ensure mo’oni (true information) was achieved. Furthermore, it was considered the best 

way to obtain a statistically valid sample. However, it is likely this approach affected the 

generalisability of the results and increased the potential for bias; given participants were 

from pre-existing groups with similar interests. 

Second, is the non-random allocation of participants to form the ‘blocks’. This approach 

was adopted to enhance the cultural appropriateness of the design for Pacific peoples; and 

to ensure the pre-set numbers for the blocks were achieved. However, as per the 

preceding point, it is likely this approach affected the generalisability of the results and 

increased the potential for bias. 

Third, is the use of different behaviours for the conditions. It is possible the featured 

behaviours, participants’ prior knowledge and pre-conceived views about the featured 

behaviours or the campaigns may have influenced their post-test responses rather than 

the condition itself. The optimal design for establishing efficacy would have been for the 

conditions to feature the same single behaviour. However, this was not possible because 

development of such conditions was beyond the resources of this study. 
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Finally, is testing and participant bias. It is possible that despite a refreshment break 

between the two conditions in a study session to minimise any carry-over or residual 

effect, the effect bias may have prevailed. However, this approach was necessitated to 

ensure the sample was large enough to produce statistically valid findings. It was hoped 

the presentation of the same combinations of conditions to the same ethnic groups in 

reverse would counter any bias. In addition, the testing bias caused by the study session 

being co-facilitated by the researcher and different ethnic-specific coordinators was a 

limitation. While the ethnic-specific coordinators were used to ensure the research was 

culturally safe, it is possible they could have influenced participants’ responses. Participant 

response bias was a final limitation. It is possible participants may have modified their 

behaviour (responses) as a result of taking part in the study (hawthorne effect) or to meet 

what they perceived the research goals to be (demand characteristics). This is despite 

them being advised their responses were anonymous and the wording of all 

correspondence being clear and concise. 

11.5.2 Development of the study protocols 

As noted, the study protocols were developed following a two-part development process. 

This involved selecting the targeted social marketing examples for inclusion in the study 

protocols (Part 1); and constructing and piloting the study protocols (Part 2). There were, 

however, a number of limitations associated with these procedures which must also be 

considered when interpreting the findings. First, the analysing of documents from social 

marketing interventions that met the inclusion criteria was crucial for selecting the 12 

potential targeted social marketing examples for inclusion in the study protocols (Part 1a. 

Document analysis). However, this document analysis design was not without its 

limitations. The limitations are the same as those discussed in relation to the first study 

(see 7.4).  

Second, while the sample size for the attribute rating exercise (Part 1b) to inform the 

selection of the final four targeted examples for the study protocols was adequate for the 

univariate tests, a larger sample size would have strengthened the statistical analysis. It 

was the same for the pilot study (Part 2a) which was conducted to test the TPB 

determinants of behaviour questionnaire items with a sample for comprehension and 

clarity; and to obtain their views on the study protocols. The sample size for the elicitation 

study (Part 2b) was, however, below the recommended sample size (Francis et al., 

2004a). However, it was adequate to obtain the research population’s salient beliefs for the 

TPB underlying beliefs questionnaire items. 

Third, representativeness of the samples was a limitation. The sample for the attribute 

rating exercise (Part 1b) comprised social marketers and Pacific informants recruited via 
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expert, stakeholder sampling; and the pilot and elicitation studies (Parts 2a and 2b 

respectively) a sample from the research population obtained via convenience sampling.  

The representativeness of these samples is, however, not known because their respective 

populations have not been defined. The findings from these data collection procedures 

are, therefore, not generalisable but indicative. In addition, no Cook Islanders took part in 

the pilot study (Part 2a). A separate focus group was required to obtain this group’s views 

on the TPB questionnaire items and study protocols. 

Like the efficacy study, the hawthorne effect and demand characteristics were potential 

limitations associated with three of the four data collection procedures in the development 

phase (Parts 1b to 2b). The carry-over or residual effect bias caused by the administering 

of two conditions in the pilot study was another limitation; as was the talanoa to obtain 

participants’ views and perspectives the TPB questionnaire items and study protocols. 

However, they were necessitated because they were the approach and data collection 

procedure selected for the efficacy study (see 11.5.1). 

11.6 Implications of this research 

This study has provided information on the efficacy of a Pacific social marketing approach 

in achieving greater positive behaviour change for Pacific peoples and four ethnic-specific 

groups in New Zealand. It has also provided insights on the validity of the TPB inter-

construct relationships in explaining these groups’ health behaviour. The findings from this 

study have important implications for social marketing research and practice. They are 

discussed separately in this section. 

11.6.1 Implications for research 

This study has important implications for social marketing research. First, it shows the 

detailed insights that can be obtained via efficacy studies to support improved practice and 

outcomes. These include information on when social marketing works best, for which 

ethnic-specific groups, and under what conditions. It also includes information on which 

components or factors influence social marketing success. As noted, efficacy studies in 

social marketing are limited (Donovan & Henley, 2003, 2010); with effectiveness studies, 

the main research methodology used to evaluate intervention success (Dougherty et al., 

2009). However, these studies cannot obtain the same level of detail as efficacy studies. 

The findings in this study validate calls for efficacy studies to be precursors to 

effectiveness studies (Crano & Brewer, 2001; Evans et al, 2009; Flay, 1985; Noar & Head, 

2011). They also support calls for a greater emphasis on efficacy research to support 

social marketing research and practice (Andreasen, 2010; Evans et al., 2009). 
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Similarly, this study shows the invaluable insights behaviour change theories (BCTs) such 

as the TPB can bring to social marketing research and practice. The TPB specifically 

provides detailed information on participants’ current beliefs, behaviours and intentions. It 

also provides the conceptual framework for understanding the drivers of, and causal 

pathways to behaviour change. The use of the TPB and BCTs in social marketing 

generally is, however, limited (Lefebvre, 2000; Luca & Suggs, 2012). It is, therefore, 

difficult to see how behaviour change can be achieved without such insights. This study 

supports calls for social marketing to be “behavioural theory-based and informed” (French 

& Blair-Stevens, 2005; NSMC, 2005, 2006a, 2006b). 

That said, this study also shows the complexity of human beings and that not all aspects of 

behaviour can be explained. The TPB can only partially explain health behaviours for 

ethnic groups with strongly-held cultural worldviews. Other factors influence Pacific 

peoples’, Samoans’, Cook Islanders’ and Tongans’ behavioural intentions independent to 

their underlying beliefs; a finding which is consistent with TPB validation studies with other 

ethnic groups (e.g., Fila & Smith, 2006). Further research is required to explore the unique 

factors that influence these groups’ intentions. This is not only crucial for understanding 

their health behaviours; but also to predicting and supporting their behaviour change. This 

study ascribes to the notion that theory-based interventions will be more effective than 

those that are not (Glanz & Bishop, 2010; Noar et al., 2007). 

Finally, this study shows that a mixed methods methodology grounded within a Pacific 

cultural worldview is crucial for understanding the complexities of Pacific peoples and their 

health behaviour. The mixing of different theoretical perspectives, methodologies and 

methods within the Pacific Va enables richer and deeper understandings of the 

phenomena to be obtained. These understandings not only convey magnitude (precise 

measurements) but also meanings (contextual stories; Brannen, 2005). It is contended 

single research paradigms cannot explain complex phenomena such as behaviour change 

for ethnic and cultural groups. A mixed methods research agenda is required to fully 

understand Pacific peoples, their behaviour and behaviour change. 

11.6.2 Implications for practice 

The study also has a number of important implications for the way in which social 

marketing is practised. First, it demonstrates that there is no optimal social marketing for 

achieving positive behaviour change for Pacific peoples. Different approaches will work for 

different groups. This then raises questions relating to the effectiveness of pan-ethnic and 

‘culturally tailored’ approaches. As demonstrated in this study, the very idiosyncrasies that 

make and influence the different ethnic-specific groups’ behaviours are ‘lost’ when a pan-

ethnic approach is adopted. While it is acknowledged pan-ethnic approaches may be more 
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fiscally efficient and effective, particularly when groups are small (Donovan & Henley, 

2003, 2010; Hornik & Ramirez, 2006), it is argued that such imperatives should not over-

ride the fundamental purpose of social marketing – which is to achieve behaviour change 

via interventions that meet the specific needs of the target audience (Andreasen, 2002; 

Donovan & Henley, 2003, 2010; Egger et al., 2005; Hastings, 2007). 

Second, that social marketing effectiveness is associated with a number of factors, 

namely: ‘ethnicity’, ‘pan-ethnic acculturation’, ethnic-specific acculturation’, the target 

behaviour and the social marketing approach (messages and stimuli). Understanding the 

influence of these factors on behaviour change, and when and how they come into play, is 

crucial for obtaining optimal behaviour change.  

Finally, this study shows the dynamic relationship between ‘culture’ and ‘ethnicity’; and 

how they influence behaviour change individually and combined. As noted, these 

constructs have received little attention in social marketing. There appears to be an 

assumption that ethnic-specific approaches will inherently be culturally appropriate; yet 

there little articulation of how. It also appears to be sufficient to implement such 

approaches based on health statistics without actually exploring and understanding the 

influence these or any other constructs have on a group’s behaviour and behaviour 

change. This study has shown ‘culture’ and ‘ethnicity’ influence behaviour change 

differently, for different groups, and under different conditions. It is the same for when the 

two constructs are combined. Understanding the influences of these constructs on 

behaviour change, and when and how they come into play individually and combined, is 

crucial for supporting greater behaviour change. 
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SECTION IV: OVERALL DISCUSSION AND CONCLUSIONS 

Chapter 12. Overall discussion and conclusions 

This research explored the effectiveness and efficacy of social marketing for Pacific 

peoples. The validity of the Theory of Planned Behaviour (TPB) in explaining Pacific 

peoples’ health behaviour was also investigated. The first study focused on documenting 

the evidence-based and culturally relevant critical success factors (CSFs) for effective 

social marketing for Pacific peoples, using a qualitative approach. The CSFs were those 

as stipulated in the existing literature, and perceived by the three key stakeholder groups 

in the study as crucial for Pacific social marketing effectiveness. The second study focused 

on ascertaining the efficacy of a Pacific social marketing approach based on these CSFs in 

achieving greater positive behaviour change for Pacific peoples, using a quasi-

experimental, mixed methods approach. Determining the validity of the TPB in explaining 

this group’s health behaviour was also focus of the second study. 

The results of the first study suggest there are 21 evidence-based and culturally relevant 

CSFs for social marketing effectiveness for Pacific peoples. They are contextual and 

implementation CSFs; with the latter organised into three domains based on their origins: 

social marketing, Pacific and behaviour change theory. 

The results of the second study suggest that a Pacific social marketing approach 

comprising strong levels of the CSFs is not efficacious in achieving greater positive 

behaviour change for Pacific peoples. Nor is it efficacious for the four ethnic-specific 

groups in this study. However, there are significant differences in these groups’ responses 

to the Pacific and the three alternate social marketing approaches. These findings indicate 

that social marketing effectiveness for these groups is associated with: ‘ethnicity’, ‘pan-

acculturation’, ‘ethnic-specific acculturation’, the target audiences’ pre-conceived views of 

the target behaviour and the social marketing approach (messages and stimuli); as shown 

in Figure in 33. In addition, the validity of the TPB in explaining Pacific peoples’ health 

behaviour and those for the three Pacific ethnic groups is only partially supported; but 

supported for New Zealand Europeans.  

The following conclusions can be drawn from these findings. First, that the notion that 

there is no optimal social marketing approach for achieving positive behaviour change is 

well-founded. There is no optimal Pacific social marketing approach for achieving positive 

behaviour change. Different approaches will be effective for the different ethnic-specific 

groups and target behaviours. 
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Figure 33. Revised evidence-based and culturally relevant critical success factors for Pacific peoples 
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Second, that the limited literature on the partial validity of the TPB in explaining health 

behaviour for ethnic groups is well-founded. Other factors influence Pacific peoples’ 

behavioural intention independent to their underlying beliefs. What these factors are, 

however, is not known; although the findings and existing evidence in relation to other 

ethnic groups suggest they may be cultural factors. Further research is required in this 

area. 

Third, that CSFs have the potential to support improved social marketing practice and 

outcomes. However, further research is required to determine whether there are other 

factors or a smaller set of ‘meta-CSFs’ (Poon & Wagner, 2001) that can achieve greater 

positive behaviour change. 

Finally, that while this research has made important contributions to the Pacific social 

marketing evidence base, further research is required to explore the questions that have 

emerged. These are particularly in relation to the reliability and validity of the findings. 

Nonetheless, this research has established the platform for further research in the area of 

social marketing effectiveness and efficacy for Pacific peoples; and the validity of 

behaviour change theories in explaining their health behaviour. 
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Appendix 1: Part 1b. Talanoa guide: social marketers and Pacific 

informants  

 
 

Talanoa guide 

Part 1b: Talanoa 

 

Experience in Social Marketing 

1. Have you been involved in social marketing programmes? And if so, what were they? 

2. Define your role(s) in these social marketing programmes. 
 

Awareness & Understanding of Social Marketing 

3. How do you define ‘Social Marketing?’ 
 

Existing Approaches for Pacific Peoples (refer to responses for 1. & 2.) 

4. In these programmes, were Pacific peoples a key target group? And if so, what approaches/steps 

were taken to develop, implement and evaluate programmes specifically for them? 

5. How effective were these programmes for Pacific peoples? 
 

Making Social Marketing Approaches for Pacific Peoples More Effective 

6. In your view, how can approaches/efforts for Pacific peoples be made more effective? 

7. In your view, what are the critical success factors for social marketing approaches/efforts for 

Pacific peoples? 

8. In your view, what are the barriers to effective social marketing approaches/efforts for Pacific 

peoples? 
 

Importance of Key Concepts 

9. In your view, how important are ‘Active Partnerships’ between social marketing provider(s) and 

the target audiences throughout the whole social marketing process for effective social marketing 

for Pacific  peoples? Why/why not? 

10. In your view, how important is ‘Active Engagement with and Participation by’ the target audiences 

throughout the whole social marketing process for effective social marketing for Pacific peoples? 

Why/why not? 

11. In your view, how important is the consideration of ‘Culture and Cultural values’ throughout the 

whole social marketing process for effective social marketing for Pacific peoples? Why/why not? 

12.  In your view, how important are ‘community-based, led and driven’ social marketing 

programmes/interventions for effective social marketing for Pacific peoples? Why/why not? 
 

Definition of Emerging Key Concepts (refer to Key Concepts in 9. to 12) 

13.- 16. How would you define the Key Concepts in 9. to 12 
 

Any other comments 

 

 

 

Thank you for your time. 
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Appendix 2: Part 1b. Talanoa guide: ethnic-specific groups  

Talanoa guide 
Part 1b: Talanoa 

 

Awareness & Understanding of Social Marketing 

1. Are you aware of any programmes or campaigns that try to get you to change or stop unhealthy 

behaviours? And if so, what are they? 

 

Personal Experience (Existing Approaches for Pacific peoples) 

2. Have you or any of your family changed your behaviour after seeing any of these programmes or 

campaigns? And if so, please give examples. 

3. What made you or your family change your behaviour? (= critical success factors) 

4. If you or your family didn’t change your behaviour after seeing any of these programmes or 

campaigns, why not? Please give examples (= barriers) 

Making Social Marketing Approaches for Pacific Peoples More Effective 

5. In your view, what do these programmes and campaigns need to think about and do so our [insert 

ethnic-specific group] and Pacific peoples will change or stop unhealthy behaviour? 

6. In your view, what things (critical success factors/influencers) influence our [insert ethnic-specific 

group] and Pacific peoples’ decisions to change or stop unhealthy behaviour? 

7. In your view, what things (barriers) prevent our [insert ethnic-specific group] and Pacific peoples’ 

decisions to change or stop unhealthy behaviour? 

Importance of Key Concepts 

8. In your view, how important are ‘Active Partnerships’ between social marketing provider(s) and 

the target audiences throughout the whole social marketing process for effective social marketing 

for Pacific  peoples? Why/why not? 

9. In your view, how important is ‘Active Engagement with and Participation by’ the target audiences 

throughout the whole social marketing process for effective social marketing for Pacific peoples? 

Why/why not? 

10. In your view, how important is the consideration of ‘Culture and Cultural values’ throughout the 

whole social marketing process for effective social marketing for Pacific peoples? Why/why not? 

11.  In your view, how important are ‘community-based, led and driven’ social marketing 

programmes/interventions for effective social marketing for Pacific peoples? Why/why not? 

 

Definition of Emerging Key Concepts (refer to Key Concepts in 8. to 11) 

12.- 15. How would you define the Key Concepts in 8. to 11 
 

Any other comments 

 

 

Thank you for your time. 
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Appendix 3: Part 1b. Invitation for talanoa: social marketers and Pacific 

informants 

 

 

Dear Gerard 

 

Consultation (individual) re: Social marketing and Pacific peoples 

 

My name is Amanda Dunlop, and I’m currently doing my PhD at the University of Auckland, 

examining the effectiveness of social marketing approaches for Pacific peoples in New Zealand. 

Because of the limited theory, evidence and best-practice on social marketing efforts for Pacific 

peoples, I’m meeting with key social marketing practitioners, Pacific peoples in social marketing-

related fields and Pacific community peoples to obtain their views on how social marketing could 

be more effective for Pacific peoples from a practical and/or community perspective(s). This 

feedback will help inform the development of a social marketing approach for Pacific peoples, 

which will then be tested via the implementation of an intervention in Counties Manukau 

(supported by Counties Manukau District Health Board). 

You are considered one of New Zealand’s leading social marketing practitioners. I would, 

therefore, greatly appreciate the opportunity to meet with you to discuss social marketing in New 

Zealand generally, and for Pacific peoples specifically (1 hr maximum).  

It would be greatly appreciated if you could please let me know when you’re available to meet. I 

am hoping to have this consultation phase completed by end May/early June. 

 

I look forward to your response. 

  

Ia manuia. Kind regards. 

  

Amanda 
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Appendix 4: Part 1b. Participant information sheet: social marketers 
and Pacific informants 

 
PARTICIPANT INFORMATION SHEET 

 

Title:  Pacific Peoples, Social Marketing in New Zealand 
 

Researcher: Ms Amanda Dunlop 
 Ph: (09) 373 7599 ext 82375 
 Email: aj.dunlop@auckland.ac.nz 

 

 

Talofa lava and warm Pacific greetings.   

 

Purpose of the study 
This study is investigating the effectiveness of social marketing approaches for Pacific 
peoples in New Zealand. Of particular interest are the critical success factors for effective 
social marketing for this group; and the barriers that hinder the effectiveness of these 
efforts. 
 
Purpose of the talanoa 
The purpose of the talanoa is to obtain social social marketers’ and Pacific informants’ 
views on: 

 the critical success factors for effective social marketing for Pacific peoples 

 the barriers that hinder the effectiveness of social marketing for Pacific peoples 

 how social marketing for Pacific peoples could be enhanced. 
 
The feedback will be transcribed and analysed, together with the feedback from the 
talanoa with four Pacific ethnic-specific community groups. A programme approach will 
then be developed and piloted in Counties Manukau. 
 
The study ends 31 March 2010. 
 
The talanoa 
The talanoa will take between 45 to 60 minutes. Participation is voluntary. You don’t have 
to answer all of the questions, and may stop taking part at any time. If you later decide to 
withdraw from the study, you may do so up to 1 July 2008. Please contact me directly. My 
contact details are provided on the back of this sheet. 
 
Confidentiality 
Nothing that could identify you or anyone you mention will be used in any reports on this 
study unless you specify otherwise. 
 
When the study is finished, the talanoa records will be stored for six years in a secure 
place at the University of Auckland and then destroyed. All computer records will be 
password protected. All future use of the information collected will be strictly controlled 
under the Privacy Act. 
 
Contact Details 
If you would like more information about the study, please contact one of the following: 
 
APPROVED BY NORTHERN X REGIONAL ETHICS COMMITTEE ON 15 MAY 2006 FOR THREE 
(3) YEARS. REFERENCE NUMBER 2009/442. 
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Researcher:      Supervisor: 
Amanda Dunlop (PhD Candidate)  Dr Janet Clinton 
Health Systems/Pacific Health  Health Systems 
School of Population Health   School of Population Health 
University of Auckland   University of Auckland 
Private Bag 92019, Auckland   Private Bag 92019, Auckland 
Tel: (09) 373 7599 ext 82375   Tel: (09) 373 7599 ext. 89143 
email: aj.dunlop@auckland.ac.nz  email: j.clinton@auckland.ac.nz 
 
 

Thank you for your time and support. 
 

Fa’afetai tele lava 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
APPROVED BY NORTHERN X REGIONAL ETHICS COMMITTEE ON 15 MAY 2006 FOR THREE 
(3) YEARS. REFERENCE NUMBER 2009/442. 

 

  

mailto:j.clinton@auckland.ac.nz
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Appendix 5: Part 1b. Participant information sheet: ethnic-specific 
groups 

 
PARTICIPANT INFORMATION SHEET 

 

Title:  Pacific Peoples, Social Marketing in New Zealand 
 

Researcher: Ms Amanda Dunlop 
 Ph: (09) 373 7599 ext 82375 
 Email: aj.dunlop@auckland.ac.nz 

 

 

Talofa lava and warm Pacific greetings.   

 

You are invited to take part in a study I am doing for my PhD at the University of Auckland.   

 
Purpose of the study 
This study is looking at how programmes and campaigns aimed at getting our Pacific 
people to change or stop unhealthy behaviour can be made more effective.  Of interest 
are: 
 

 the things that prevent our Pacific peoples from changing or stopping unhealthy 
behaviour 

 the things that influence our Pacific peoples’ decisions to change or stop unhealthy 
behaviour, and 

 how programmes and campaigns aimed at getting our Pacific peoples to change or stop 
unhealthy behaviour can be made more effective. 

 
Purpose of the group discussion 
The group discussion is to obtain Samoan community views on how programmes and 
campaigns aimed at getting Pacific peoples to change or stop unhealthy behaviour can be 
made more effective. 
 
The feedback from this group discussion will be transcribed and analysed, together with 
the feedback from the Tongan, Cook Islands and Niuean community group discussions 
and the individual interviews. A programme approach will then be developed and piloted in 
Counties Manukau. 
 
The study ends 31 March 2010. 
 
The group discussion 
This group discussion will take between 60 - 90mins. 
 
I would like to record the discussion. You do not have to answer all the questions, and you 
may leave the group at any time. If you do decide to leave, however, I cannot withdraw any 
recorded comments you have made. 
 
Because this is a group discussion, your participation and what you say will be known to 
other members of the group. I ask that you agree to not to discuss with anyone else what 
is said by other people in the group. 
 
APPROVED BY NORTHERN X REGIONAL ETHICS COMMITTEE ON 15 MAY 2006 FOR THREE 
(3) YEARS. REFERENCE NUMBER 2009/442. 
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If you later decide to withdraw completely from the study you may do so up to 1 July 2008. 
Please contact me directly. My contact details are provided on the back of this sheet. 
 
Confidentiality 
Nothing that could identify you or anyone you mention will be used in any reports on this 
study unless you specify otherwise. 
 
When the study is finished, the group discussion records will be stored for six years in a 
secure place at the University of Auckland and then destroyed. All computer records will 
be password protected. All future use of the information collected will be strictly controlled 
under the Privacy Act. 
 
Contact Details 
If you would like more information about the study, please contact one of the following: 
 
Researcher:      Supervisor: 
Amanda Dunlop (PhD Candidate)  Dr Janet Clinton 
Health Systems/Pacific Health  Health Systems 
School of Population Health   School of Population Health 
University of Auckland   University of Auckland 
Private Bag 92019, Auckland   Private Bag 92019, Auckland 
Tel: (09) 373 7599 ext 82375   Tel: (09) 373 7599 ext. 89143 
email: aj.dunlop@auckland.ac.nz  email: j.clinton@auckland.ac.nz 
 
 
 

Thank you for your time and support. 
 

Fa’afetai tele lava 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
APPROVED BY NORTHERN X REGIONAL ETHICS COMMITTEE ON 15 MAY 2006 FOR THREE 
(3) YEARS. REFERENCE NUMBER 2009/442. 

mailto:j.clinton@auckland.ac.nz
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Appendix 6: Part 1b. Consent form: social marketers and Pacific 

informants  

 

 

 

 

 

 

 

 

 

 

 

 
 
 

 
CONSENT FORM 

Part 1b Talanoa: Social Marketers & Pacific Informants 
 

Social Marketing, Pacific peoples in New Zealand 
 
 I have read and understand the Participant Information Sheet for the talanoa 

 I have had the opportunity to discuss this study.  I am satisfied with the answers I have been 

given, and understand that I may ask further questions at any time. 

 I understand that I have the right to decline to answer any particular question(s). 

 I know that my participation in this study is voluntary (my choice) and that I can withdraw from 

the study at any time. 

 I know that up until 1 July 2008 I can ask to have my responses withdrawn from the study. 

 I understand that my participation in this study is confidential and that no information that could 

identify me will be used in any reports on this study. 

 I have had time to consider whether to participate in this study. 

 I know who to contact if I have any questions about the study. 

 I wish to receive a brief summary of the results from this study.    YES/NO 

 

There may be a significant delay between data collection and publication of the results.   

 

I (Full name) ______________________________ hereby consent to take part in this study.   
 

(Signature) ____________________________ 

 

(Date)       ________________________________ 

 

APPROVED BY NORTHERN X REGIONAL ETHICS COMMITTEE ON 15 MAY 2006 FOR THREE 
(3) YEARS. REFERENCE NUMBER 2009/442. 

 

  

 
 
Amanda Dunlop-Hill 

Health Systems 
School of Population Health 
Faculty of Medical and Health Sciences 
The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand  
 

Ph:  09 373 7599 ext. 86288 
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Appendix 7: Part 1b. Consent form: ethnic-specific groups  

 

 

 

 

 

 

 

 

 

 

 

 
 
 

 
CONSENT FORM 

Part 1b Talanoa: Ethnic-Specific Groups 
 

Social Marketing, Pacific peoples in New Zealand 
 
 I have read and understand the Participant Information Sheet for the talanoa 

 I have had the opportunity to discuss this study.  I am satisfied with the answers I have been 

given, and understand that I may ask further questions at any time. 

 I understand that I have the right to decline to answer any particular question(s). 

 I know that my participation in this study is voluntary (my choice) and that I can withdraw from 

the study at any time. 

 I know that up until 1 July 2008 I can ask to have my responses withdrawn from the study. 

 I understand that my participation in this study is confidential and that no information that could 

identify me will be used in any reports on this study. 

 I have had time to consider whether to participate in this study. 

 I know who to contact if I have any questions about the study. 

 I wish to receive a brief summary of the results from this study.    YES/NO 

 

There may be a significant delay between data collection and publication of the results.   

 

I (Full name) ______________________________ hereby consent to take part in this study.   
 

(Signature) ____________________________ 

 

(Date)       ________________________________ 

 

APPROVED BY NORTHERN X REGIONAL ETHICS COMMITTEE ON 15 MAY 2006 FOR THREE 
(3) YEARS. REFERENCE NUMBER 2009/442. 
 

  

 
 
Amanda Dunlop-Hill 
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Appendix 9: Part 1a. Document analysis references  

 

Critical Success Factors 
 

Construct References 

Ethnic-specific approaches 

 

 

Health activities delivered by ethnic-

specific health promoters 
 

Use of appropriate and acceptable 

communications strategies, tools, 

materials 

 

ALAC, 2005, 2006; Clinical Research & Resource Centre Waitemata 

District Health Board, 2007; Javis Project Management Limited, 2006; 

MOH, 2003. 
 

Kāhui Tautoko Consulting Ltd, 2007; Javis Project Management 

Limited, 2006. 
 

ALAC, 2005, 2006; Clinical Research & Resource Centre Waitemata 

District Health Board, 2007; Devlin & Singsam, 1992 as cited in Javis 

Project Management Limited, 2006; Kāhui Tautoko Consulting Ltd, 

2007. 

Cultural-based approaches 

 

Holistic approaches 
 

Time invested at the outset to 

establish relationships 
 

Consumers, families and wider 

communities involved in the process 

Akroyd & Wyllie, 2003; Clinical Research & Resource Centre 

Waitemata District Health, 2007; MOH, 2001, 2003; Wyllie, 2007. 
 

Akroyd & Wyllie, 2003; Warren, Kirk, Lima & Siataga, 2006. 
 

Akroyd & Wyllie, 2003; Kāhui Tautoko Consulting Ltd, 2007; Clinical 

Research & Resource Centre Waitemata District Health Board, 2007. 
 

Akroyd & Wyllie, 2003; Clinical Research & Resource Centre 

Waitemata District Health Board, 2007. 

Partnership relationships 

 

 

Facilitate community engagement and 

participation 
 

Platform to develop and drive 

community interventions 

Clinical Research & Resource Centre Waitemata District Health 

Board, 2007; Kāhui Tautoko Consulting Ltd, 2007; MOH, 2003; 

Wyllie, 2007. 
 

Clinical Research & Resource Centre Waitemata District Health 

Board, 2007; Kāhui Tautoko Consulting Ltd, 2007. 
 

Clinical Research & Resource Centre Waitemata District Health 

Board, 2007. 

Pacific peoples engaged and 

participating 
 

Engagement and participation at all 

levels 
 

Narrative approaches 
 

Fono with Pacific stakeholders and 

communities 

Kāhui Tautoko Consulting Ltd, 2007; MOH, 2003; Warren et al., 2006; 

Wyllie, 2007. 
 

MOH, 2003; Wyllie, 2007. 
 

 

 

 

Warren et al., 2006. 
 

ALAC, 2005, 2006, 2007; Fisher, Pipi, Howearth, Sheehan, 

Hemaloto, Star et al., 2004; Javis Project Management Limited, 2006; 

Warren et al., 2006. 

 

Barriers 
 

Construct References 

Limited funding and resources for 

Pacific 

ALAC, 2008d; Milburn, 2002 as cited in MOH, 2003; Wyllie, 2007. 

Wyllie, 2007. 

Pacific peoples’ limited knowledge 

and awareness 

Fisher et al., 2004; Jarvis Project Management Limited, 2006; Kāhui 

Tautoko Consulting Ltd, 2004, 2007; MOH NSU, 2008. 

Pacific peoples’ cultures  and 

cultural beliefs 

Fisher et al., 2004; Jarvis Project Management Limited, 2006; MOH, 

2001, 2003.  
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Appendix 10: Part 1. Selecting the targeted examples: methods 

 

Part 1. Selecting the targeted examples: methods 

This study involved conducting two separate data collection procedures to select the targeted social 

marketing examples for inclusion in the protocols for the efficacy study. The first was analysing the 

existing literature to identify 12 potential examples for consideration, referred to as the document 

analysis. The second was a web-based survey assessing the potential examples against the study 

constructs to inform the selection of the final four examples, referred to as the attribute rating 

exercise. The design samples and procedures for these are discussed separately in this section. 

1.1 Part 1a: Document analysis 

1.1.1 Study design 

A document analysis of records from existing social marketing examples in New Zealand that met 

the inclusion criteria was conducted to identify 12 potential examples for inclusion in the protocols 

for the efficacy study. Three examples per condition were required. A cross-sectional document 

analysis design was used because it was considered the best way to identify the targeted 

examples. The potential limitations associated with these design and its implications were the same 

as those discussed in relation to the document analysis in the first study of this research (see 5.4) 

1.1.2 Sample 

The sample (documents) was obtained using the same two-step process used for the document 

analysis in the first study (see 5.4). A first websearch was conducted to identify the sample sources 

(social marketing interventions) that met the inclusion criteria; and the second to obtain the 

documents from the interventions for analysis. 

Step 1: Social marketing interventions 

The sample source population was social marketing interventions in New Zealand that met the 

following criteria: 

 Include a focus on Pacific peoples 

 Meet any of the study’s four  conditions 

 Implemented between 1998 and 2008 

 Intervention records accessible in the public domain. 

 Interventions includes results 

The sampling frame, combinations of keywords and sampling methods used were the same as 

those used for the document analysis in the first study (see 5.4). The websearch yielded 12 

interventions, which targeted a range of health behaviours including alcohol use, breast screening, 

cervical screening, mental illness de-stigmatisation, healthy eating, physical activity and depression. 
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Step 2: Documents 

A second websearch was conducted to obtain the documents from the selected interventions for 

analysis. The documents eligible for inclusion were: 

 Records that referenced Pacific peoples specifically 

 Running (strategic plans, annual plans, reports) and episodic (newsletters, publicity materials, 

research) records. 

 Intervention records accessible in the public domain. 

The sampling frame, combination of keywords and sampling methods used were also the same 

those used for the document analysis in the first study (see 5.4). Two hundred and forty documents 

were obtained as a result, of which the majority were episodic records. 

1.1.3 Measures and tool 

There were 31 constructs of interest. As shown in Table 1, 17 were the social marketing and Pacific 

CSFs for social marketing effectiveness for Pacific peoples in New Zealand documented in the first 

study of this research (CSFs are hereafter referred to as ‘constructs’). The remaining 14 were the 

key components of the theory of planned behaviour (TPB; Ajzen, 1985, 1991), transtheoretical 

model (TTM; Prochaska & DiClemente, 1983; Prochaska, DiClemente & Norcross, 1992; 

Prochaska & Velicer, 1997) and the social cognitive theory (SCT; Bandura, 1977, 1986). The TPB 

was the conceptual framework for the efficacy study. The TTM and SCT constructs were included in 

Part 1 of this study only as ascertaining the prevailing behaviour change theory in New Zealand was 

also of interest. 

Table 1 Pacific social marketing approach constructs 

Domain:  Social marketing (SM) 

Construct Source 

1 Behaviour change First study (Andreasen, 2002) 

2 Audience research  

3 Segmentation and targeting  

4 Exchange theory  

5 Marketing mix  

6 Competition analysis  

Domain:  Pacific (PAC) 

7 Pacific behaviour change First study 

8 Pacific audience research – ethnicity  

9 Pacific audience research – culture  

10 Pacific segmentation and targeting – ethnicity  

11 Pacific segmentation and targeting – culture  

12 Pacific marketing mix  

13 Pacific competition analysis  

14 Pacific partnerships throughout  

15 Pacific participation throughout  
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16 Pacific cultural values incorporated throughout  

17 Pacific community based, led and driven  

Domain:  Behaviour change theory (BCT) 

18 Behavioural beliefs – Attitude TPB (Ajzen, 1985, 1991). 

19 Normative beliefs - Subjective norm  

20 Control beliefs - Perceived behavioural control  

21 Personal - outcome expectation  

22 Personal - observational learning  

23 Behavioural - capability  

24 Pre-contemplation TTM (Prochaska & DiClemente, 

1983; Prochaska et al., 1992; 

Prochaska & Velicer, 1997) 

25 Contemplation  

26 Preparation  

27 Action  

28 Maintenance  

29 Behavioural - self-efficacy expectation SCT (Bandura, 1977, 1986). 

30 Environment  

31 Environment - reciprocal determinism  

 

There were two measures for these constructs. The first measure indicated the existence of the 

construct in the example; and the second the strength or degree of the construct’s existence in the 

example.  

The question items measuring the constructs measures were also the same. The item measuring 

the existence of the construct was administered using a two-point rating scale: ‘Y’ was equivalent to 

‘Yes’ and ‘N’ represented ‘No’. The item measuring the strength or degree of the construct was 

administered using a three-point likert scale. An answer of ‘3’ represented strong existence or 

presence; ‘2’ moderate existence or presence; and ‘1’ weak existence or presence. An ‘X’ 

represented no existence or presence. The tool is shown in Table 2. 

Table 2 Document analysis tool 

Name of example:  Like Minds Like Mine 

Construct Construct 
present  

(Yes = Y or No =N) 

Support for construct Strength or degree 
of construct 

(3 = strong 2 = 
Moderate, 1 = Weak0 

Domain:  Social marketing (SM)  
 

Segmentation and 
targeting 

Y General public (aged 15-44), 
Maori, Pacific, youth, people with 
a mental illness. 
 

3 

Marketing mix 

 

 

 

 

 

 

 

 

Y 

 

 

 

 

 

TV ads, PR campaign (website, 
quarterly newsletter, education 
and promotional materials, media 
booklet, fact sheets, posters). 
 

Radio campaign in 5 languages 
(SAM, TONG, TOK, COOK, 
NIUE); materials in different 
languages to support regional 

3 

 

 

 

3 
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work. 

  Total score:  9 

 

1.1.4 Data collection procedures 

The data was collected via a document analysis using the tool and procedures outlined in the 

preceding section. Evidence of each construct was also catalogued to inform the measurement of 

the strength or degree of the construct existence in the example. 

1.1.5 Data analysis 

Univariate statistical analysis was conducted to create composite (total) SM, PAC and BCT 

construct scores for each example to help identify the strongest examples for the four conditions. To 

determine the total SM construct score for each example, the scores for the 6 SM construct items 

were added and the mean (M) calculated. The same process was used to determine the total PAC 

and BCT construct scores for each example. To counter any potential research bias and provide 

confirmability, the enquiry and analysis was supported by an audit trail. This included colleague 

review and written summaries for data reduction, display, conclusions and verification. 

1.2 Part 1b: Attribute rating exercise 

1.2.1 Study design 

A web-based survey assessing the 12 potential targeted examples identified in the document 

analysis (see Part 1a) against the study constructs was conducted to inform the selection of the 

final four examples, referred to as the attribute rating exercise (ARE). One example per condition 

was required. This design and method was selected because it was considered the best way to 

identify the presence and strength of the constructs in the examples to inform the final selection. 

The researcher completed the survey. To improve the reliability of the results, twenty social 

marketers and Pacific informants also completed the survey. 

1.2.2 Sample 

The population eligible to participate in the ARE were all social marketers and Pacific informants in 

New Zealand who met the following criteria: 

 three years (minimum) experience in the design, development, implementation or 

evaluation of Pacific social marketing approaches or components in New Zealand 

 Involved in social marketing for at least 50% of their employment 

 Identified in published reports or information in the public domain. 

The sampling frame was published reports on, and websites for, social marketing interventions in 

New Zealand that included a focus on Pacific peoples. The purposive-expert sampling method was 

used because only people with social marketing expertise would have been able to complete the 

ARE. “Expert” was defined as those who met the inclusion criteria (Trochim & Donnelly, 2006). 

Thirty-two potential participants were identified as a result and invited to take part in the ARE. 

Twenty people (63%) completed the ARE, of which the majority were of non-Pacific ethnicity (55%). 



 

260 

1.2.3 Measures and tools 

There were thirty two constructs of interest. Thirty one of the constructs were the same as those 

used for the document analysis (see Part 1a). The remaining construct was ‘potential bias.’ 

The social marketing, Pacific and behaviour change constructs were measured using one measure. 

This indicated the strength of the construct in the example. This was administered using one 

questionnaire item using a 6-point ‘very strong to very weak’ likert scale. ‘Very strong’ was 

equivalent to a score of 5, and ‘very weak’ equivalent to a score of 1. ‘Unable to assess’ 

represented a score of 6. 

The remaining construct was ‘potential bias.’ Two measures were used for this construct. The first 

indicated participant involvement in the example; and the second the level of involvement. The 

questionnaire items measuring both were administered using open-ended format question items. 

The criterion developed to identify and measure participant bias was: participant involved in the 

example in an influential capacity within the past 3 years. The ARE tool is shown in Figure 1. 

Figure 1 Example: attribute rating exercise 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Part 1:  Description of example 
• Like Minds Like Mine (LMLM) is a national intervention aimed at reducing the stigma and 

discrimination associated with mental illness.  An inquiry into mental health services (1996) 
recommended the government fund a public education campaign to reduce discrimination 
associated with mental illness. 

• At a national level, various national contractors deliver the television advertising campaigns, 

communications and event management, provider education and training, the national information 
freephone service which operates while each series of TV advertisements are running, and the 
LMLM website.   
 

       
 
Television commercial        Radio ad             Print material 

Part 2:  Assessment  
Please assess the strength with which the example, as presented, applies, describes or 
addresses each of the following principles.  
 

 Very 
Strong 

Strong Moderate Weak Very 
Weak 

Unable to 
assess 

Behaviour change is 
the benchmark used 
to design and 
evaluate the 
intervention.  

 

 
 

 

 

 

 

 

 

 

 

 

 

Behaviour change 
goals, objectives 
and measures are 
ethnic-specific and 
culturally 
appropriate, 
determined by the 
target audience.  

 

 

 

 

 

 

 

 

 

 

 

 

 

      

      

http://www.likeminds.org.nz/page/35-National-Contractors


 

261 

 

 

1.2.4 Data collection procedures 

The data was collected via a web-based self-administered survey completed over a two week 

period. The researcher made the initial approaches to potential participants via a letter and email 

(see Appendix 22 for the letter of invitation). A web-based, survey-generated email reminder was 

sent to all potential participants one week prior to the survey start date, with a personalised weblink 

to the survey included. Further web-based, survey-generated emails were sent to potential 

participants as reminders prior to the survey start and end dates. 

The survey tool comprised three sequential parts as shown in Figure 1. A description of the 

example and three of its promotional materials were presented first (Part 1). The items to measure 

the presence and strength of the various constructs followed (Part 2). This was followed by the 

items to identify potential bias (Part 3). The examples were presented and assessed separately 

(see Appendix 23 for an example of the ARE tool). 

Participants could submit their responses anytime up until the survey end date. The survey did not 

have to be completed at one time. Participants could save their responses, and complete and 

submit it at another time. Submitting of responses was considered an indication of informed 

consent. Participants were sent a mea’alofa (gift) in appreciation of their time and support. They 

were also sent a brief summary of the results. 

The major threat to internal validity was attrition: participants withdrawing from the ARE or 

incomplete responses (Neuman, 2003). To minimise this threat, the same format and rating scheme 

were used for all targeted examples to increase familiarity. The descriptions provided were concise. 

The ability for participants to complete the survey over time was also used to counter this. The 

major threat to external validity was reactivity: participants modifying their behaviour (responses) in 

response to the perceived attention they might receive from taking part (Hawthorne effect) or to 

meet what they believed the research goals to be (Demand characteristics; Neuman, 2003). To 

minimise the former, the ARE was administered via the internet and participants advised their 

responses were anonymous. To minimise the latter, all correspondence and instructions to potential 

participants were concise and carefully worded (Neuman, 2003). 

1.2.5 Data analysis 

Univariate statistical analysis was employed to create composite (total) SM, PAC and BCT 

construct scores for each example to help inform the selection of the final four targeted examples 

for inclusion in the study protocols. The researcher’s and total participants’ data were analysed 

separately.  

To determine the total SM construct score for each example, the scores for the 6 SM construct 

items were added and the mean (M) calculated. Answers of ‘6’ (unable to assess) were treated as 

missing values and therefore omitted from the scoring. The same process was used to determine 

Part 3:  Disclosure 
Have you ever been involved in the design, development and/or implementation of the LMLM 
intervention?  And if so, in what capacity? 
Please write your answer here  
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the total PAC and BCT construct scores for each example. The standard deviation (SD) scores for 

each construct by example were also calculated. 

To identify any potential bias in individual participants’ scores, the ‘potential bias criteria’ was 

applied. This criteria was met for 7 examples: 1, 2, 3, 4, 5, 6, 7, 8 and 9. To measure any potential 

bias, the total mean (M) and standard deviation (SD) scores for those participants who met the 

criteria (‘bias participants’) were calculated and compared to the total mean (M) and standard 

deviation (SD) scores for those participants who did not met the criteria (‘non-bias participants’). 

The variance was not significant. All data was therefore included in the analysis. 

The final selection of the examples was made based on these results, and in consideration of the 

efficacy study design. 
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Appendix 11: Part 1. Selecting the targeted examples: results and 

discussion 

 

Part 1. Selecting the targeted examples: results and discussion 

Two separate data collection procedures were conducted to select the four targeted social 

marketing examples for inclusion in the efficacy study protocols. The first was the document 

analysis indentifying 12 potential examples from the 16 that met the inclusion criteria for 

consideration. Three examples per condition were required. The second was the web-based, 

attribute rating exercise (survey) assessing these potential examples against the study constructs to 

inform the selection of the final four examples. The researcher and 20 social marketers and Pacific 

informants completed the survey. The results for these two procedures are presented separately. 

1.1 Part 1a: Document analysis 

This section presents the results from the document analysis that was conducted to select 12 

potential targeted for consideration 

1.1.1 Results 

Examples 1, 2, 4 and 13 were assessed as potential examples for condition 1 because they had the 

strongest levels of social marketing, behaviour change theory and Pacific constructs, as shown in 

Table 1. These examples focused on breast screening, cervical screening, mental illness de-

stigmatisation and alcohol use. 

Examples 3, 6, 7 and 15 were assessed as potential examples for condition 4 because they had the 

weakest levels of all three constructs. These examples focused on nutrition, breast feeding, 

physical activity and cardiovascular care. 

Examples 5, 10, 11 and 14 were assessed as potential targeted examples for condition 2 because 

they had comparatively stronger levels of social marketing and behaviour change constructs than 

Pacific construct. These examples focused on depression, smoking cessation, family violence and 

physical activity. 

Examples 8, 9, 12 and 16 were assessed as potential targeted examples for condition 3 because 

they had comparatively weaker levels of social marketing and behaviour change constructs than 

Pacific construct. These examples focused on healthy eating, physical activity and problem 

gambling. 

Table 1 Document analysis results mean scores 

Social marketing 

(SM) 

Pacific 

(PAC) 

Behaviour change theory 

(BCT) 

EX4 (2.66) EX4 (2.00) EX1 (3.00) 

EX13 (2.66) EX13 (2.00) EX2 (3.00) 

EX1 (2.00) EX8 (1.73) EX4 (3.00) 

EX2 (2.00) EX9 (1.73) EX5 (3.00) 
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EX5 (2.00) EX1 (1.64) EX13 (3.00) 

EX10 (2.00) EX2 (1.64) EX11 (2.66) 

EX11 (1.83) EX16 (1.55) EX10 (2.33) 

EX14 (1.66) EX12 (1.45) EX12 (2.00) 

EX3 (1.50) EX10 (1.36) EX14 (2.00) 

EX6 (1.50) EX11 (1.36) EX3 (1.66) 

EX12 (1.50) EX14 (1.36) EX6 (1.66) 

EX8 (1.33) EX3 (1.18) EX9 (1.66) 

EX9 (1.33) EX15(1.18) EX7 (1.33) 

EX15 (1.33) EX6 (1.09) EX8 (1.44) 

EX16 (1.33) EX7 (1.09) EX15 (1.44) 

EX7 (1.16) EX5 (1.00) EX16 (1.44) 
 

Scoring: ≤1.00 weak  2 .00 moderate   3.00 strong 
 

 

1.1.2 Discussion 

The purpose of the document analysis was to select 12 potential targeted social marketing 

examples from the 16 that met the inclusion criteria for consideration for the study protocols. The 

final selection of the final 4 targeted examples would be made following the ARE (Part 1b). 

The final 12 potential targeted examples selected (3 per condition) are listed in Table 2. They were 

selected based on the results and the need to ensure the examples would be relevant for the 

research sample. The examples targeted a range of behaviours including screening, healthy eating, 

physical activity, mental illness and addictions. 

Table 2 Results: Potential Examples 

Conditions Examples 

  

1 EX1, EX2, EX4    
2 EX5, EX10, EX11 
3 EX8, EX9, EX12 
4 EX3, EX6, EX7 

 

1.2 Part 1b: Attribute rating exercise 

The purpose of the attribute rating exercise (ARE, survey) was to inform the selection of the final 

four targeted examples for inclusion in the study protocols. Specifically, one example per condition 

was required. The researcher and 20 social marketers and Pacific informants completed the survey. 

The researcher’s results are presented first, followed by those for the social marketers and Pacific 

informants (‘total participants’). The results are then discussed and the final selection made. 

1.2.1 Results 

Researcher 

Examples 4, 1 and 2 were assessed as potential targeted examples for condition 1 (strong social 

marketing [SM], strong Pacific [PAC], strong behavioural change theory [BCT]) as they had the 

strongest measures of all three total constructs, as shown in Figure 1 and Table 3. They focused on 
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cervical screening, breast screening and mental illness. Example 4 was considered the strongest 

contender because of its comparatively stronger measures of all total constructs. 

Figure 1 Attribute rating exercise results: researcher

 

Examples 6 and 7 were assessed as potential targeted examples for condition 4 (weak SM, weak 

PAC, weak BCT) because they had the weakest measures of all three total constructs, as shown in 

Figure 1 and Table 3. They focused on healthy eating and physical activity. Example 7 was 

considered the strongest contender for this example due to its comparatively weaker measures of 

all total constructs. 

All examples except example 9 were assessed as potential targeted examples for condition 2 

(strong SM, weak PAC, strong BCT) because they all had comparatively stronger measures of total 

SM and total BCT constructs than total PAC construct, as shown in Table 3. Example 5 was 

considered the strongest contender for this example because of the greater variance between its 

respective total construct measures; followed by example 11.  Examples 4 and 7 were not 

considered because of their selection as the strongest contenders for conditions 1 and 4 

respectively. 

Examples 8 and 9 were assessed as potential targeted examples for condition 3 (weak SM, strong 

PAC, weak BCT) because of their weaker measures of total SM and total BCT constructs than total 

PAC construct, as shown in Table 3. They focused on obesity prevention and management via 

healthy eating and physical activity. EX9 was considered the strongest contender for this condition 

due to the greater variance between its respective total construct measures. 

 

Level of 
Constructs 
(Means, M) 

Constructs 

Very Strong     
Strong     
Moderate    
Weak     
Very weak 

Key: 
Examples 
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Table 3 Attribute rating exercise results by construct: researcher 

Social marketing 
(SM) 

Pacific 
(PAC) 

Behaviour change theory 
(BCT) 

EX4  (3.50) EX9  (3.36) EX1  (3.79) 

EX1  (3.00) EX4  (2.91) EX2  (3.79) 

EX2  (3.00) EX8  (2.55) EX4  (3.79) 

EX10 (3.00) EX1  (2.36) EX5  (3.64) 

EX5  (3.00) EX2  (2.36) EX10 (3.57) 

EX11 (2.83) EX10 (2.36) EX12 (3.43) 

EX6  (2.67) EX11 (2.36) EX11 (3.36) 

EX12 (2.67) EX3  (2.18) EX7  (3.07) 

EX3 (2.50) EX12 (2.18) EX3  (3.0) 

EX7  (2.50) EX6  (2.09) EX6  (2.93) 

EX8  (2.33) EX7  (1.64) EX8  (2.93) 

EX9  (2.33) EX5  (1.36) EX9  (2.57) 
 

Scoring: ≤1.00 very weak  2 .00 weak   3.00 moderate  4.00 strong  5.00 very strong   
 

 

Potential bias 

The researcher met the potential bias criteria for EX8. The potential for bias was noted. 

Prevailing behaviour change theory 

The transtheoretical model (TTM; Prochaska & DiClemente, 1983; Prochaska et al., 1992; 

Prochaska & Velicer, 1997) construct was the strongest behaviour change theory (3.43) across all 

examples. It was followed by the theory of planned behaviour (TPB; Ajzen, 1985, 1991) construct 

(3.32) and the social cognitive theory (SCT; Bandura, 1977, 1986) (3.30). 

Total participants 

Examples 9, 10 and 4 were assessed as potential examples for condition 1 (strong SM, strong 

PAC, strong BCT) because they had the strongest measures of all three total constructs,  as shown 

in Figure 2 and Table 4. Example 9 was considered the strongest contender for this example 

because of its comparatively stronger measures of the total constructs; followed by example 4. 
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Figure 2 Attribute rating exercise results: total participants 

 

Examples 5 and 7 were assessed as potential targeted examples for condition 4 (weak SM, weak 

PAC, weak BCT) because they had the weakest measures of all three total constructs, as shown in 

Figure 2 and Table 4. Example 5 was considered the strongest contender for this condition due to 

its comparatively weaker measures of the total constructs. 

All examples except example 9 were assessed as potential targeted examples for condition 2 

(strong SM, weak PAC, strong BCT) because of their comparatively stronger measures of total SM 

and total BCT constructs than PAC construct, as shown in Table 4. Example 6 was considered the 

strongest contender for this condition due to the greatest variance between its respective total 

construct measures. However, its total construct levels were not significantly different to the noted 

strongest potential examples for conditions 1 (Example 9 and example 4). 

Example 8 was the only potential example for condition 3 (weak SM, strong PAC, weak BCT). It 

was assessed as having comparatively weaker measures of total SM and total BCT constructs and 

stronger level of total PAC construct. However, its total construct levels were not significantly 

different to the noted strongest examples for conditions 1 and 2: examples 9 and 4; and examples 6 

respectively. 

  

Constructs 

Key: 
Examples 

Level of 
construct 
(Mean, M) 

Very weak 

Weak 

Moderate 

Strong 

Very Strong 
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Table 4 Attribute rating exercise results by construct: total participants 

Social marketing 
(SM) 

Pacific 
(PAC) 

Behaviour change theory 
(BCT) 

EX2  (4.07) EX9  (4.15) EX10 (4.06) 

EX10 (4.05) EX2  (3.95) EX4  (4.03) 

EX9  (4.01) EX4  (3.80) EX11 (4.02) 

EX4  (3.83) EX8  (3.79) EX9  (3.95) 

EX1  (3.74) EX1  (3.73) EX2  (3.90) 

EX11 (3.74) EX10 (3.67) EX1  (3.74) 

EX6  (3.68) EX11 (3.67) EX6  (3.71) 

EX8  (3.66) EX3  (3.52) EX8  (3.55) 

EX3  (3.63) EX6  (3.44) EX3  (3.50) 

EX12 (3.44) EX12 (3.17) EX5  (3.45) 

EX7  (3.29) EX5  (2.84) EX7  (3.45) 

EX5  (2.24) EX7  (2.67) EX12 (3.30) 
 

Scoring: Scoring: ≤1.00 very weak  2 .00 weak   3.00 moderate  4.00 strong  5.00 very 
strong   

There was little variance in the participants’ individuals scores, as shown in Table 5 by the standard 

deviation (SD) scores. The exceptions were examples 1, 5, 7 and 12. The variance for these 

examples was greater (SD ≥1.00) for two total constructs. 

Table 5 Attribute rating exercise results mean and standard deviation scores: total participants 

                 Social marketing (SM) Pacific (PAC) Behaviour change 
theory (BCT) 

 M SD M SD M SD 

EX1 3.74 (1.04) 3.73 (1.03) 3.74 (0.96) 

EX2 4.07 (0.64) 3.95 (0.77) 3.90 (0.72) 

EX3 3.63 (0.85) 3.52 (0.89) 3.50 (0.88) 

EX4 3.83 (0.71) 3.80 (0.72) 4.03 (0.67) 

EX5 3.24 (1.19) 2.84 (1.35) 3.45 (0.97) 

EX6 3.68 (0.75) 3.44 (0.93) 3.71 (0.78) 

EX7 3.29 (1.06) 2.67 (1.12) 3.45 (0.98) 

EX8 3.66 (0.70) 3.79 (0.52) 3.55 (0.49) 

EX9 4.01 (0.47) 4.15 (0.62) 3.95 (0.67) 

EX10 4.05 (0.52) 3.67 (1.00) 4.06 (0.56) 

EX11 3.74 (0.75) 3.67 (1.00) 4.02 (0.64) 

EX12 3.44 (0.96) 3.17 (1.11) 3.30 (1.11) 

Scoring: ≤1.00 very weak  2 .00 weak   3.00 moderate  4.00 strong  5.00 very strong  

Potential bias 

The criteria for potential bias was met for 7 examples: 1, 2, 3, 4, 6, 8 and 9. As shown in Table 6, 

there was little variance between the means (M) and standard deviations (SD) scores for 

participants who met the criteria (‘bias participants’) and those who did not (‘non-bias participants’) 

for these examples. The potential bias was therefore not significant. 

Table 6 Attribute rating exercise means (M) and standard deviation (SD) scores for potential bias 

 Social marketing (SM) Pacific (PAC) Behaviour Change Theory 
(BCT) 

 Bias Non-bias Bias Non-bias  Bias Non-bias 

EXAMPLE M SD M SD M SD M SD M SD M SD 
EX1 5.00 (0.00) 3.68 (1.17) 5.00 (0.00) 3.67 (1.19) 5.00 (0.00) 3.67 (1.10) 
EX2 5.00 (0.00) 4.04 (0.80) 5.00 (0.00) 4.03 (0.86) 5.00 (0.00) 3.87 (0.87) 
EX3 3.67 (0.00) 3.74 (0.99) 2.73 (0.00) 3.57 (1.04) 3.00 (0.00) 3.57 (1.03) 
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EX4 3.50 (0.90) 3.90 (0.89) 3.41 (0.91) 3.88 (0.91) 3.61 (0.63) 4.12 (0.83) 
EX6 4.42 (0.51) 3.64 (0.80) 4.18 (0.96) 3.54 (0.86) 4.14 (0.36) 3.64 (0.90) 
EX8 3.63 (0.88) 3.81 (0.81) 3.90 (0.74) 3.81 (0.73) 3.32 (0.77) 3.62 (0.70) 
EX9 4.00 (0.59) 3.97 (0.75) 4.16 (0.37) 4.22 (0.78) 4.14 (0.42) 3.87 (0.88) 

 

Scoring: ≤1.00 very weak  2 .00 weak   3.00 moderate  4.00 strong  5.00 very strong  
 

 

Prevailing BCT 

The TTM was the strongest BCT (3.95) across all examples. It was followed by the TPB (3.60) and 

SCT (3.59). 

1.2.2 Discussion 

The purpose of the ARE was to inform the selection of the final four targeted examples for inclusion 

in the study protocols. The reliability of the researcher’s results for all conditions except condition 2 

was improved by the total participants’ results, as shown in Table 7. 

Table 7 Targeted social marketing examples: researcher and total participants 

  Researcher Total 
participants 

Condition    

1 Strongest 
Second strongest 
 

EX4 
EX 1, EX 2= 

EX9 
EX4 

2 Strongest 
Second strongest 
 

EX5 
EX11 
 

EX6 
- 

3 Strongest 
Second strongest 
 

EX9 
EX8 

EX8 
- 

4 Strongest 
Second strongest 
 

EX7 
EX6 

EX5 
EX7 

 

The final selection was made based on these results and the efficacy study design requirements.  

The final four targeted examples (1 per condition) are listed in Table 8. These examples targeted a 

range of behaviours including healthy eating, mental illness, depression and physical activity. 

Table 8 Final targeted social marketing examples 

Condition Examples 

  

1 EX4 
2 EX5 
3 EX9 
4 EX7 

 

Prevailing BCT  

The reliability of the researcher’s results on the prevailing BCT used in social marketing in New 

Zealand was improved. The participants also assessed the TTM as the strongest BCT across the 

examples. This was followed by the TPB and SCT. 
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Appendix 12: Part 2. Constructing and piloting the study protocols: 

methods 

 

Part 2. Constructing and piloting the study protocols: methods 

The constructing and piloting of the study protocols for the efficacy study involved two separate data 

collection procedures. One was the testing of the TPB questionnaire determinants of behaviour 

question items and study protocols, referred to as the pilot study (Part 2a). The other was a salient 

beliefs elicitation questionnaire to inform the construction of the TPB questionnaire underlying 

beliefs question items, referred to as the elicitation study. These procedures are discussed 

separately in this section. 

2.1  Part 2a: Pilot study 

The purpose of the pilot study was to test the TPB questionnaire determinants of behaviour 

question items and the study protocols for comprehension and clarity. This involved a TPB 

questionnaire containing the TPB measures; and talanoa to obtain participants’ views on the 

questionnaire and protocols. 

2.1.1 Study design 

A balanced incomplete block experimental design (BIB design) adapted for use in a Pacific context 

was selected as the design for the main efficacy study. BIB designs are used when it is not possible 

to apply every condition (treatment) to every ethnic-specific group (block) for comparison. It detects 

significant differences in treatments when the experimental ‘blocks’ of homogenous experimental 

units (e.g., participants or objects) used to improve comparisons between treatments are 

incomplete or data is missing (Campbell, Sengupta, Santos & Lorig, 1995; Rink, 1987; Schwarz, 

2007; see 9.2 for full description of study design). While it was not possible to test this in the pilot 

study, the data collection procedures and tools were tested and participants’ views on them were 

obtained. 

2.1.2 Sample 

The population was all Samoans, Cook Islanders, Tongans and New Zealand Europeans over the 

age of 16 years of age associated with the Pacific health, health systems and social and community 

health departments of the University of Auckland. The sampling frame was on-line staff and student 

directories. The purposive, quota sampling method was used because it was considered the best 

way to ensure all four ethnic groups’ views and perspectives were obtained (Neuman, 2003; 

Trochim & Donnelly, 2008). The quota minimum for each ethnic group was 5 participants. 

Convenience sampling was also employed to achieve the quota. 

Twenty-four potential participants were invited to take part in the pilot study, of which 14 accepted 

(see Appendix 24 for the letter of invitation). The quota minimum (5) was met for the Samoan and 

New Zealand European ethnic groups, but not the Tongan (4 participants) or Cook Islands (no 
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participants) groups. The majority of participants were female (64%), and aged 30 to 64 years 

(57%). 

2.1.3 Measures and tool  

There were eight constructs of interest. Four were the TPB’s determinants of behaviour: attitude, 

subjective norm, perceived behavioural control and intention. Three constructs were Statistics New 

Zealand’s (2006) constructs of ethnicity, gender and age. The remaining construct was a perceived 

behaviour change construct. These constructs and their measures are discussed separately, 

according to category. 

TPB determinants of behaviour construct items 

The four TPB determinants of behaviour constructs were attitude, subjective norm, perceived 

behavioural control and intention, as shown in Figure 1. The questionnaire items to measure these 

constructs were generic TPB items, adapted according to TPB procedures to be applicable to the 

desired behaviours (see Francis et al., 2004a). A 7-point likert scale was used for all items; however 

the scale ends differed according to the construct being measured. 

 ‘Attitude’ measured attitude towards the desired behaviours. Five instrumental (whether the desired 

behaviour achieved something) and experimental items (how it felt to perform the desired 

behaviour) using bipolar evaluative adjectives were used to measure this construct. As shown in 

Figure 1, the items were arranged so the scale ends were a mix of positive and negative endpoints. 

‘Subjective norm’ measured perceived social pressures to perform the desired behaviours. Seven 

items using complete and incomplete sentences were used to measure this construct. As shown in 

Figure 1, the end points for the complete sentences with the same scales were not mixed e.g., 

‘strongly disagree – strong agree.’ The scale ends for the incomplete sentences were a mix of 

negative and positive endpoints.  

‘Perceived behavioural control’ measured the level of control over the desired behaviours. Seven 

items using complete and incomplete sentences were also used to measure this construct. As 

shown in Figure 1, self-efficacy (person’s assessment on the difficulty of performing the desired 

behaviours, and their confidence to do it) and controllability items (person’s assessment on whether 

behaviour performance is up to them, and the presence and absence of factors that inhibit or 

enable behaviour performance) were included. The scale ends for the incomplete sentences were a 

mix of negative and positive endpoints. The endpoints for the complete sentences with the same 

scales were not mixed e.g., ‘strongly disagree – strong agree.’  

‘Intention’ measured intention to perform the desired behaviours. Three items using complete 

sentences were used to measure this construct. As shown in Figure 1, the endpoints with the same 

scales were not mixed e.g., ‘strongly disagree – strong agree.’ 
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Figure 1 Examples: pilot study items 

Attitude 

For me to treat people with a mental illness the same as everyone else over the next 3 months is: 

Extremely pleasant 1 2 3 4 5 6 7    Extremely unpleasant 

Extremely undesirable 1 2 3 4 5 6 7    Extremely desirable 

 

Subjective norm 

Most people who are important to me think that: 

I should  1 2 3 4 5 6 7    I should not 

treat people with a mental illness the same as  

       everyone else over the next 3 months 

 

It’s expected of me that I treat people with a mental illness the same as everyone else over the next 3 months: 

Strongly disagree  1 2 3 4 5 6 7    Strongly agree 

 

Perceived behavioural control  

Self-efficacy 

I believe I have  

no control 1 2 3 4 5 6 7    complete control 

over my being able to treat people with a mental illness  

the same as  everyone else over the next 3 months 

 

Controllability 

It’s mostly up to me whether or not I treat people with a mental illness the same as everyone else over the next 3 

months: 

Strongly disagree  1 2 3 4 5 6 7    Strongly agree 

 

Intention 

I intend to treat people with a mental illness the same as everyone else over the next 3 months: 

Strongly disagree  1 2 3 4 5 6 7    Strongly agree 

 

I’ll try to treat people with a mental illness the same as everyone else over the next 3 months: 

Strongly disagree  1 2 3 4 5 6 7    Strongly agree 

 

 

Perceived behaviour change construct items 

Perceived behaviour change measured the perceived behaviour change as a result of the example. 

One question item was constructed to measure this construct. A 7-point likert scale was created. A 

score of ‘1’ represented ‘very effective’ and a score of ‘7’ ‘very ineffective’. 

Demographic construct items 

The three demographic constructs were ethnicity, gender and age. The New Zealand Census of 

Population and Dwellings 2006 (Stats NZ, 2006) constructs and measurements were used because 

they are the government’s standardised measurements. ‘Ethnicity’ measured the ethnic group 

participants most strongly identified with. The options were: Samoan, Cook Islands, Tongan and 

New Zealand European. ‘Gender’ measured participant sex. The options were: Male or Female. 
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‘Age’ measured the age group participants were in. The options were: 16 to 19 years, 20 to 29 

years, 30 to 64 years and 65+ years.  

Figure 2 Study instrument: pilot study 

 

2.1.4 Data collection procedures 

The data was collected via a TPB questionnaire and talanoa. The researcher made the initial 

approach to all potential participants via email. Details on the session date, time and venue and a 

Participant Information Sheet were included. Email reminders were sent to all confirmed participants 

prior to the session date. 

The pilot study was conducted at the University of Auckland, School of Population Health. The study 

session commenced with an overview of the study and pilot study. The participant information sheet 

and consent form were explained, and the signed consent forms collected (see Appendix 25 for the 

participant information; and Appendix 26 for the consent form). 

As shown in Figure 2, the study tool comprised four sequential parts. The items to measure 

participant demographics were administered first (Part A). Measurement of the TPB determinant 

constructs of behaviour measures and the perceived behaviour change construct was the focus of 

Part B. Items to measure the TPB determinant constructs relating to the first example in a given 

futuristic timeframe were administered (Part B: Pre-test). The exposure followed (Part B: Exposure). 

It comprised a description of the targeted example and promotional materials. Following this, the 

same items administered in the pre-test were administered again (Part B: Post-test). The post-test 

included the evaluative construct item. After a 30 minute refreshment break (Part C), Part B was 

repeated in relation to a second example. A talanoa (group discussion) was then held to obtain 

participants’ views and perspectives on the questionnaire and protocols study (see Appendix 27 for 

an example of the study protocols and tool). Participants were given a mea’alofa (gift) in 

appreciation of their time and support. They were also sent a brief summary of the results. 

Selection bias and testing bias were the main threats to the internal validity of the study. Selection 

bias is present when the sample is selected in a non-random manner, such as self-selection 

(volunteers). Testing bias is present when the learning gained by completing the pre-test causes 

participants to perform better in the post-test rather than the result of the intervention itself 

(Neuman, 2003). The probability of this threat was high, given the methods (tool) required that two 

conditions be completed in the one session. The 30 minute refreshment break was incorporated 
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between the two conditions to minimise this threat. The major threat to external validity was 

reactivity: participants modifying their behaviour (responses) in response to the perceived attention 

they might receive from taking part (Hawthorne effect) or to meet what they believed the research 

goals to be (Demand characteristics; Neuman, 2003). To minimise the former, potential and 

confirmed participants were advised their responses would be anonymous. There would be no way 

of linking them to their responses. To minimise the latter, all correspondence and instructions to 

potential and confirmed participants were concise and carefully worded. 

2.1.5 Data analysis 

TPB questionnaire 

The data was coded according to the TPB procedures outlined by Francis and colleagues (2004). 

All items with negatively-worded endpoints were recoded so that the higher attitude scores reflected 

a positive attitude towards the desired behaviour (e.g., for ‘good-bad’ an answer of 6 became a 

score of 2; a score of 4 remained a 4); the higher subjective norm scores reflected greater pressure 

to perform o the desired behaviour; the higher perceived behavioural control scores reflected a 

greater level of control over the desired behaviour; and the higher intention scores a greater 

intention to perform the desired behaviour. 

Item analyses were conducted on all question items to establish internal consistency. Two items 

measuring attitude (Q9 and Q15) were omitted from both examples because their co-efficients were 

unacceptable (>0.6). Similarly, three items measuring subjective norm (Q4, Q12 and Q14). 

Composite variables for each construct were created. 

Frequencies for all pre-test and post-test items were conducted to observe the spread of responses 

(response sensitivity). 

The targeted examples were randomly assigned a code number and all programme identifiers 

removed. This was for confidentiality reasons. What specific condition they met was not disclosed. 

Talanoa 

Miles and Huberman’s (1994) qualitative data analysis thematic approach was used to analyse the 

data. The data was coded according to talanoa themes: study protocols, study design and the 

examples. The data was sorted, examined and key ideas identified. These ideas were added to the 

existing codes and the data further reduced. Preliminary conclusions were drawn and verified by 

revisiting field notes and raw data to ensure confirmability. Analysis credibility was enhanced by 

member checking. To counter potential research bias and provide confirmability, the enquiry and 

analysis was supported by an audit trail. This included the study proposal, talanoa guide, 

audiotapes, transcripts, participant and colleague review and written summaries for data reduction, 

display and conclusions: drawn and verification (field notes, theme development, findings). 

2.2 Part 2b: Elicitation study 

The purpose of the elicitation study was to obtain the salient beliefs of the research population in 

relation to the behaviours in the four conditions. This was to inform the construction of the TPB 

questionnaire underlying beliefs questionnaire items for the efficacy study. 
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2.2.1 Study design 

A cross-sectional survey design was used for the elicitation study because it is a recommended 

method for obtaining the research population’s salient beliefs on the behaviours of interest (Ajzen, 

1985, 1991; Francis et al., 2004). 

2.2.2 Sample 

The population of interest, sampling frame and sampling methods for the elicitation study were the 

same as those used for the pilot study (Part 2a). The quota minimum for each ethnic group was 

also the same. 

Twenty-five people were invited to take part in the elicitation study, of which 20 accepted. The quota 

minimum (5) was exceeded for the Samoan and Tongan ethnic groups (6 participants each) and 

met for the New Zealand European group. However, it was not met for the Cook Islands ethnic 

group (3 participants). There was little difference in gender, with 55% of the participants female. The 

majority of participants were aged 30 to 64 years (60%). 

2.2.3 Measures and tool 

The three constructs of interest were the TPB’s underlying beliefs constructs of behavioural,  

normative and control beliefs. The three questionnaire items to measure each construct were 

adapted from the elicitation study example provided by Francis and colleagues (2004). The main 

adaptation was the wording of items to make them applicable to the desired behaviours in the 

efficacy study. This was done according to TPB procedures (see Francis et al., 2004a).  

An open-end question format was used for all items.  ‘Behavioural beliefs’ measured beliefs about 

the consequences of performing the desired behaviour. The items for this asked participants to 

identify the perceived advantages and disadvantages, and positive and negative feelings towards 

performance of the desired behaviour. ‘Normative beliefs’ measured beliefs about the views of 

significant others. The items for this asked participants to identify the significant individuals or 

groups who would approve or not approve of their behavioural performance. ‘Control beliefs’ 

measured beliefs about the factors that may facilitate or impede performance of the desired 

behaviour. The items for this asked participants to identify the factors that would facilitate or impede 

their behaviour performance (see Appendix 14 for an example of the questionnaire). 

2.2.4 Data collection procedures 

An email-based, self-administered survey was used for the elicitation study. It ran over a one week 

period. The researcher made the initial approaches to all potential participants via letter and email 

(see Appendix 28 for letter of invitation). A participant information sheet was included for information 

purposes (see Appendix 29 for participant information sheet). The questionnaire was sent to 

potential participants on the start date. Email reminders were sent to potential participants prior to 

the end date. 

Participants could complete and submit their responses to the questionnaire anytime up until the 

end date. Submitting of responses was considered an indication of informed consent. Participants 
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were sent a mea’alofa (gift) in appreciation of their time and support. They were also given a brief 

summary of the results. 

2.2.5 Data analysis 

The procedures used to analyse the data were the same as those used for the talanoa in the pilot 

study (see Appendix 12 for overview of data analysis). However, the data was coded according to 

behavioural, normative and control beliefs. All examples were randomly assigned a code number 

and all intervention identifiers removed. This was for confidentiality reasons. The condition the 

examples met was also not specified. 
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Appendix 13: Part 2. Constructing and piloting the study protocols: 

results and discussion 

 

Part 2. Constructing and piloting the study protocols: results and 

discussion 

The constructing and piloting of study protocols for the efficacy study involved two separate data 

collection procedures. The first was a pilot study to test the TPB determinants of behaviour 

questionnaire items for comprehension and clarity. It was also to test the study protocols, and 

obtain participants’ views and perspectives on this via a talanoa. Fourteen participants from the 

three of the four ethnic groups comprising the research population took part in this study (Samoans, 

Tongans and New Zealand Europeans). The second data collection procedure was an elicitation 

questionnaire to obtain the research population’s salient beliefs in relation to the behaviours 

featured in the four conditions in the TPB questionnaire. This was to help construct the underlying 

beliefs question items for the TPB questionnaire for the efficacy study. Twenty participants from the 

research population completed the questionnaire. The results from the pilot study are presented first 

and discussed; followed by those from the elicitation questionnaire. 

2.1  Part 2a: Pilot study 

A pilot study was conducted to test the TPB determinants of behaviour questionnaire items and 

study protocols for comprehension and clarity; and the study protocols. Participants’ views and 

perspectives on the tool and study protocols were also obtained via talanoa. The results are 

presented and discussed in this section. 

2.1.1 Results 

TPB questionnaire 

Example 1 

There was variance in participants’ responses for example 1, except in relation to 5 of the 19 items 

(Q4, 5, 14, 18 and 19) as shown in Table 1. Q1 in the pre-test (EX1_Pre_Q1) was excluded from 

analysis because it was a one-off measure of participants’ current performance of the behaviour. 

Similarly, Q20 in the post-test (EX1_Post_Q20) was a one-off evaluative measure of the perceived 

behaviour change measure. 
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Table 1 Frequency of responses for example 1 

Pre-test items 1 2 3 4 5 6 7 Post-test 

items 

1 2 3 4 5 6 7 

EX1_Pre_Q1 2 8 3 0 0 1 0         

EX1_Pre_Q2 0 1 0 3 2 5 3 EX1_Post_Q2 0 1 0 1 2 6 4 

EX1_Pre_Q3 0 1 0 1 1 3 8 EX1_Post_Q3 0 0 1 1 2 4 6 

EX1_Pre_Q4 0 0 2 1 2 7 2 EX1_Post_Q4 0 1 0 0 2 9 2 

EX1_Pre_Q5 0 1 0 0 1 8 4 EX1_Post_Q5 0 1 0 0 0 8 5 

EX1_Pre_Q6 0 1 2 5 0 5 1 EX1_Post_Q6 0 0 0 5 3 3 3 

E1_Pre_Q7 0 1 1 2 2 3 5 EX1_Post_Q7 0 0 0 1 3 5 5 

EX1_Pre_Q8 0 1 0 1 0 3 9 EX1_Post_Q8 0 0 1 1 1 5 6 

EX1_Pre_Q9 0 1 1 5 1 5 1 EX1_Post_Q9 0 1 0 5 1 4 3 

EX1_Pre_Q10 0 0 0 1 2 8 3 EX1_Post_Q10 0 0 1 0 2 6 5 

EX1_Pre_Q11 0 1 0 0 0 4 9 EX1_Post_Q11 0 0 0 0 2 6 6 

EX1_Pre_Q12 1 4 2 2 2 2 1 EX1_Post_Q12 1 5 0 2 3 2 1 

EX1_Pre_Q13 0 1 0 2 1 6 4 EX1_Post_Q13 0 0 0 2 1 5 6 

EX1_Pre_Q14 0 1 1 0 1 9 2 EX1_Post_Q14 0 0 1 0 2 10 1 

EX1_Pre_Q15 0 0 1 2 2 6 3 EX1_Post_Q15 0 0 0 0 4 4 6 

EX1_Pre_Q16 0 0 1 2 3 4 5 EX1_Post_Q16 0 0 0 10 1 6 6 

EX1_Pre_Q17 0 2 1 0 3 3 6 EX1_Post_Q17 0 0 0 0 3 7 4 

EX1_Pre_Q18 0 1 0 0 3 3 7 EX1_Post_Q18 0 0 0 1 1 7 5 

EX1_Pre_Q19 0 1 0 1 0 9 3 EX1_Post_Q19 0 0 0 0 1 10 3 

        EX1_Effect_Q20 1 1 1 0 5 5 1 

 

Example 2 

There was also variance in participants’ responses for example 2, except in relation to 15 of the 39 

items (Q2, 3, 5, 8, 11, 13, 15, 21, 22, 24, 27, 28, 30, 34 and 36) as shown in Table #. Q1 and Q20 

in the pre-test (EX2_Pre_Q1 and EX2_Pre_20) were excluded from analysis because they were 

one-off measures of participants’ current performance of the example’s two desired behaviours. 

Similarly, Q39 in the post-test (EX2_Post_Q39) because it was the perceived behaviour change 

measure. 

Table 2 Frequencies of responses for example 2 

Pre-test 
items 

1 2 3 4 5 6 7 Post-test 

items 

1 2 3 4 5 6 7 

EX2_Pre_Q1 3 6 3 1 1 0 0         

EX2_Pre_Q2 0 0 0 0 1 3 10 EX2_Post_Q2 0 0 0 0 0 5 9 

EX2_Pre_Q3 0 0 0 1 1 4 8 EX2_Post_Q3 0 0 0 0 1 3 10 

EX2_Pre_Q4 0 1 3 0 5 2 3 EX2_Post_Q4 0 0 1 2 5 5 1 

EX2_Pre_Q 5 0 0 1 0 3 1 9 EX2_Post_Q5 0 0 1 0 0 8 5 

EX2_Pre_Q6 1 0 0 1 2 6 4 EX2_Post_Q6 0 0 0 0 1 8 5 

EX2_Pre_Q7 0 0 0 3 1 6 4 EX2_Post_Q7 0 0 0 1 4 5 4 

EX2_Pre_Q8 0 0 0 1 1 2 10 EX2_Post_Q8 0 0 0 0 0 3 11 

EX2_Pre_Q9 0 0 0 2 2 6 4 EX2_Post_Q9 0 1 0 0 2 8 3 

EX2_Pre_Q10 0 0 0 1 5 3 5 EX2_Post_Q10 0 0 0 1 1 6 6 

EX2_Pre_Q11 0 0 0 0 3 2 9 EX2_Post_Q11 0 0 0 0 2 7 5 

EX2_Pre_Q 12 1 1 2 2 3 4 1 EX2_Post_Q12 1 1 1 1 6 2 2 

EX2_Pre_Q13 0 0 0 0 1 4 9 EX2_Post_Q13 0 0 0 0 0 7 7 

EX2_Pre_Q14 0 0 3 0 2 7 2 EX2_Post_Q14 0 0 2 1 4 5 2 

EX2_Pre_Q 15 0 0 0 0 0 6 8 EX2_Post_Q15 0 0 0 1 0 4 9 

EX2_Pre_Q16 0 0 2 1 3 4 4 EX2_Post_Q16 0 0 1 2 3 4 4 

EX2_Pre_Q17 0 0 0 1 2 5 6 EX2_Post_Q17 0 0 1 0 1 7 5 

EX2_Pre_Q18 0 0 0 1 3 4 6 EX2_Post_Q18 0 0 0 0 2 4 8 

EX2_Pre_Q 19 0 1 1 0 2 5 5 EX2_Post_Q19 0 0 0 1 1 6 6 
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EX2_Pre_Q20 0 0 3 7 0 3 1         

EX2_Pre_Q21 0 0 0 0 0 4 10 EX2_Post_Q21 0 0 0 0 1 5 8 

EX2_Pre_Q22 0 0 3 7 0 3 0 EX2_Post_Q22 0 0 0 0 3 2 9 

EX2_Pre_Q23 0 3 0 1 6 4 0 EX2_Post_Q23 0 1 2 1 2 7 1 

EX2_Pre_Q24 0 2 0 0 7 5 0 EX2_Post_Q24 0 1 0 0 3 9 1 

EX2_Pre_Q25 0 1 2 1 3 6 1 EX2_Post_Q25 0 2 2 1 1 7 1 

EX2_Pre_Q26 0 0 2 3 3 5 1 EX2_Post_Q26 0 0 0 2 5 4 3 

EX2_Pre_Q27 0 0 0 0 1 3 10 EX2_Post_Q27 0 0 0 0 1 4 9 

EX2_Pre_Q28 0 2 0 1 4 7 0 EX2_Post_Q28 0 2 1 1 2 7 1 

EX2_Pre_Q29 0 0 0 1 6 3 4 EX2_Post_Q29 0 0 1 1 2 4 6 

EX2_Pre_Q30 0 1 1 0 2 8 2 EX2_Post_Q30 0 1 0 0 4 7 2 

EX2_Pre_ Q31 1 1 3 1 3 5 0 EX2_Post_Q31 2 0 0 2 5 4 1 

EX2_Pre_Q32 0 0 0 0 1 8 5 EX2_Post_Q32 0 1 0 0 4 0 0 

EX2_Pre_Q33 1 1 1 2 6 2 1 EX2_Post_Q33 1 1 1 2 4 3 2 

EX2_Pre_Q34 0 0 0 0 0 10 4 EX2_Post_Q34 0 0 0 0 1 7 6 

EX2_Pre_Q35 1 0 3 1 6 2 1 EX2_Post_Q35 1 0 0 6 4 0 3 

EX2_Pre_Q36 0 0 0 0 3 7 4 EX2_Post_Q36 0 0 1 0 2 8 3 

EX2_Pre_Q37 1 0 1 0 5 6 1 EX2_Post_Q37 0 1 0 1 3 8 1 

EX2_Pre_Q38 0 2 2 1 2 6 1 EX2_Post_Q38 0 1 2 0 2 7 2 

        EX2_Eff_Q39 1 1 0 1 5 5 1 

 

Talanoa results 

Study design 

Participants had mixed views on the group-administered approach. The New Zealand Europeans 

felt it was time-consuming, and recommended participants be able to complete sections 

independently. The Samoans and Tongans, on the other hand, felt the approach was appropriate 

for Pacific peoples. They believed the reading out of question items in English and the relevant 

ethnic-specific language would minimise any language and comprehension issues. They also felt 

the approach would be more enjoyable and interactive than a standard questionnaire-approach. 

Because it’s not all one way ... they’re not just pushing the button... but they are 

being part of it ... listening, thinking and then giving the answer... learning all the 

time. 

(Tongan participant) 

Participants thought the refreshment break between the two examples was important to enable 

participants to “clear their minds.” They also felt the talanoa was important for understanding 

participants’ responses. 

Data collection procedures 

The Samoans and Tongans thought Pacific peoples would find it difficult to complete the 

questionnaire in its current form. They believed the questionnaire incorrectly assumed Pacific 

peoples had basic levels of knowledge and understanding of the health issues, upon which to base 

their responses. They recommended contextual information on the health issues be provided prior 

to the pre-test to address this issue. 

Like “this is what the health issue is, these are the causes or symptoms, these are 

the stats”... so everyone has that basic knowledge and understanding, and can 

respond .... otherwise, they’ll just be coming in ‘cold’. 

(Samoan participant) 
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The Samoans and Tongans also felt some of the questions would be “too complex” for Pacific 

community people to understand. This was particularly in relation to those with limited English. They 

recommended the questions be simplified to enhance comprehension. 

Some participants said they found it difficult to indicate change in the post-tests. This was because 

there was no way to recall their pre-test responses to use as points of reference. They 

recommended the instrument be amended to address this. 

I wanted to say my feelings had changed but didn’t know how to, because I 

couldn’t remember what I’d put down in the earlier questions... so yeah, some 

way that participants could remember what they’d said earlier would be good. 

(Samoan participant) 

The New Zealand Europeans felt the example descriptions in the ‘exposure’ were lengthy. They 

also felt the Pacific information in the descriptions were of little relevance to them. They 

recommended the descriptions be shortened or displayed differently to enhance questionnaire 

completion. They also recommended the Pacific information either be omitted or shortened so as 

not to negatively impact on their ethnic groups’ responses. 

Participants supported the use of individual laptops and personal digital assistants to collect data. 

However, the Samoans and Tongans recommended hard-copy versions be made available for 

community participants who were not technologically competent or were visually impaired. 

The examples 

The majority of participants felt the desired behaviour in the first example was “highly contextual 

and subjective.” They believed it was open to interpretation and mitigating factors. These factors 

included how an individual conceptualised, defined and interpreted the desired behaviour; the 

benchmark used to measure the desired behaviour; and the context within which the desired 

behaviour was adopted, performed or maintained. The participants recommended the wording of 

the desired behaviour be modified or the desired behaviour changed to address this. 

The New Zealand Europeans thought the second example was of little relevance to them. They 

queried whether there was any value in them completing it, given its strong Pacific focus. They 

recommended the rationale for testing it with New Zealand Europeans be re-examined. 

I think non-Pacific people would really struggle ... because it’s not relevant to 

them ... and that could affect how they respond... and your findings. 

(New Zealand European participant) 

Participants also found the second example confusing because of its dual desired behaviours. They 

recommended one of the desired behaviours be omitted to minimise confusion. It would also reduce 

the questionnaire length and time. 

2.1.2 Discussion 

The purpose of the pilot study was to test the TPB questionnaire determinants of behaviour 

construct items and the study protocols. The New Zealand Europeans’ feedback relating to the 

irrelevancy of the examples necessitated a review of the study design. Specifically, whether there 
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was value in them completing these two examples. It was decided the New Zealand Europeans 

would not complete these two specific examples in the efficacy study. Their results were considered 

superfluous to the study. Instead, they would only complete the remaining two examples.  

The results suggested several modifications to the instrument were required to enhance 

comprehension, clarity and completion. First, contextual information (basic information and health 

statistics) was needed to ‘set the scene’ to ensure all participants had some understanding of the 

health issue and desired behaviour. Second, the instrument or items needed to be amended to 

enable participants to recall their pre-test responses so they could assess and indicate changes in 

the post-test. It was decided both modifications would be made. The modified instrument is 

described in the efficacy study. 

The results revealed the need to make amendments to both examples to enhance the validity of the 

future results. First, the desired behaviour in example 1 needed to be reworded or changed so it 

was less subjective. One of the desired behaviours in example 2 needed to be omitted to minimise 

confusion and reduce questionnaire length. In light of this feedback, the action for the behaviour in 

the first example was changed. It was tested with a sample for comprehension and clarity and 

considered appropriate. The revised example 1 is described in the efficacy study. In addition, one of 

the actions in the behaviour in the second example was omitted. 

The results also revealed the need to review the data collections methods. For validity and cultural 

relevancy purposes, it was decided only hard copies of the study methods would be administered in 

the efficacy study. 

2.2 Part 2b: Elicitation study 

The purpose of the elicitation study was to obtain the research population’s salient beliefs in relation 

to the behaviours featured in the four conditions in the TPB questionnaire. This was to inform the 

construction of the underlying beliefs question items for the TPB questionnaire for the efficacy 

study. Twenty participants from the research population completed the questionnaire. The results 

are presented and discussed in this section. 
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2.1.1 Results 

MENTAL ILLNESS: Behaving in a way that ensures people with a mental illness are treated with 

respect 

Perceived advantages of the behaviour 

Belief category Belief items Item 
Frequency 

Do something 
positive for them 
(Make them feel 
better) 

Samoans 
Help the  sufferer to adjust and cope with normal life  
 
Cook Islanders 
Help them recover from their illness                                                
 
Tongans 
Good for their well-being 
Makes them happy and confident 
 
New Zealand Europeans 
Making them feel better about themselves 

 
4 
 
 
4 
 
 
4 
4 
 

 
4 

Reduce the 
stigmatisation 
 
 
 
 

Samoans 
Reduce the stigmatisation 
Make the behaviour more acceptable 
 
Cook Islanders 
Reduce the discrimination or prejudice they experience 
Make them feel part of the community 
 
Tongans 
Feel that they have a place in the community 
 
New Zealand Europeans 
Making them feel part of the community 
Help make the behaviour acceptable and the normal thing to 
do 

 
4 
3 

 
 
5 
5 
 
 
3 
 
 
4 
 
4 

Perceived disadvantages of the behaviour 

Make their situation 
worse 

Samoan 
Stigmatizes them as being different 
Discriminates against them 
Isolates them from participating in the community 
 
Cook Islands 
Makes them feel that they are different 
May not actually address the issue to stop it happening 
 
Tongan 
Make them more miserable and vulnerable  
They may become more mental and feel out of place 
Feel unwell and not capable 
Does not help with their mental illness, getting worse 
Affects their morale 
 
New Zealand European 
They would feel singled out or discriminated  

 
4 
4 
2 
 

 
3 
3 

 
 

3 
2 
2 
3 
1 
 
 
4 

Government will 
think issue solved 

Samoan 
Government might reduce the funding because there’s no 
need for it 
 
New Zealand European 
Government might think the problem is solved 

 
3 
 
 
 
3 
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Perceived positive feelings 

Beneficial Samoans 

Socially acceptable 
Promotes participation in society 
 
Tongans 
Gives them respect 

 
3 
3 
 
 
3 

Perceived negative feelings 

Not beneficial Cook Islanders 
Mainstream service providers’ one size fits all approach to 
mental illness. 
Government’s one size fits all approach to mental illness. 
 
Tongans 
Unjust and disrespectful to not behaviour this way 

 
3 

 
2 
 
 
2 

Perceived positive normative influence 

People with a 
mental illness 

Samoans 
Some people with a mental illness 
 
Cook Islanders 
Some people with a mental illness 
 
Tongans 
Some people with a mental illness 

 
3 
 
 
3 
 
 
3 

Families of people 
with a mental 
illness 

Samoans 
Their families 
 
Cook Islanders 
The families of people with a mental illness 
 
Tongans 
Their families 

 
3 
 
 
3 
 
 
3 

Family Samoans 
My family 
My extended family 
 
Cook Islanders 
My family 
My extended family 
 
Tongans 
My family 
Members of my extended family 

 
2 
3 
 
 
3 
3 
 
 
3 
3 

Friends Samoans 
Friends 
 
Tongans 
Friends 
 
Cook Islanders 
Friends 
 
New Zealand Europeans 
Friends 

 
2 
 
 
2 
 
 
2 
 
 
2 

Church Samoans 
People from my church 
 
Cook Islanders 
Church 
 
Tongans 

 
2 
 
 
2 
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Church 2 

Health services Samoans 

Mental Health Foundation 
Community service providers 
Pacific mental health workers 
 
Cook Islands 
Mental health service providers 
Community workers 
Pacific people who work in the field 
 
Tongans 
The government 
Community service providers 
Our Pacific peoples who work in the mental health 
 
New Zealand Europeans 
Mental health service providers 

 
1 
2 
2 
 
 
2 
2 
2 
 
 
2 
2 
2 
 
 
2 

Perceived negative normative influence 

People with a 
mental illness 

Samoans 
Some people with a mental illness. They might interpret your 
actions incorrectly. 
Some people with a mental illness 
 
Cook Islanders 
Some people with a mental illness might not like being 
singled out 
Some people with a mental illness 
 
Tongans 
Some people with a mental illness do not like to be treated 
special. 
Some people with a mental illness 
 
New Zealand Europeans 
Some people with a mental illness. They might interpret or 
react to your behaviours differently 

 
2 
 
2 
 
 
2 
 
2 
 
 
2 
 
2 
 
 
2 

Families of people 
with a mental 
illness 

Samoans 
Some of their families because they might interpret your 
actions incorrectly. 
 
Cook Islanders 
Some of their families might not like the attention. 
Their families might not like being singled out. 
Some of their families 
 
Tongans 
Their families 

 
 
3 
 
 
2 
2 
2 
 
 
3 

Family Samoans 
Family who don’t understand mental illness. 
Extended family who don’t understand mental illness. 
 
Cook Islanders 
Family who don’t understand mental illness. 
Family 
Extended family  
 
Tongans 
Family  
Extended family  

 
3 
2 
 
 
3 
3 
3 
 
 
3 
3 

Friends Samoans 
Friends 

 
2 
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Tongans 
Friends 
 
Cook Islanders 
Friends 
 
New Zealand Europeans 
Friends 

 
 
2 
 
 
2 
 
 
2 

Church Samoans 
Church members 
 
Cook Islanders 
Church 
 
Tongans 
Community 
Church 

 
2 
 
 
2 
 
 
2 
2 

Perceived enablers 

Knowing someone 
has mental illness 
and needs help 

Samoans 
Knowing they have a mental illness and need help 
 
Tongans 
Thinking that they need you and I to make them feel better. 
 
New Zealand Europeans 
Having an understanding of them and their illness 

 
3 
 
 
3 
 
 
3 

Understanding 
mental illness 

Samoans 
Greater awareness of the triggers and symptoms 
Greater awareness of who to contact for assistance 
 
Tongans 
Thinking that they need you and I to make them feel better. 
 
New Zealand Europeans 
Understanding their illness 

 
3 
4 
 
 
4 
 
 
4 

Knowing how to 
perform the desired 
behaviour 

Samoans 
Greater awareness of the triggers and symptoms 
Greater awareness of who to contact for assistance 
 

 
4 
4 

Support and 
understanding from 
wider community 

Samoans 
Support and understanding from the community 
 
Tongans 
Our community understanding about mental illness and how 
we need to help them 

 
4 
 
 
4 

Perceived barriers/hinderers 

Not understanding 
the illness 

Samoans 
General lack of awareness about the topic 
 
New Zealand Europeans 
Not understanding the illness 

 
4 
 
 
4 

Not knowing how 
to help 

Samoans 
Lack of knowledge on how to assist them 
General lack of awareness about the topic 
 
New Zealand Europeans 
Not knowing how to help them 

 
4 
4 
 
 
4 

Cultural attitudes to 
mental illness 

Cook Islanders 
How some of our people think about mental illness  
 

 
3 
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No interest New Zealand Europeans 
Having no interest in learning about mental illness 
Not being patient enough to learn about mental illness 

 
2 
2 

Not knowing how 
people with a 
mental illness will 
react 

Samoans 
When their behaviour is threatening 
 
Tongans 
Their reactions or they way they act 
The way they act and behave 
 
New Zealand Europeans 
How they will interpret my actions 

 
2 
 

 
3 
2 
 
 
2 

 

DEPRESSION: Accessing some kind of help for yourself, a friend or family member who’s 

feeling depressed 

Perceived advantages of the behaviour 

Belief category Belief items Item 
Frequency 

Improvement in 
condition 

Samoans 
Help them to overcome their depression 
Prevention of further harm 
 
Cook Islanders 
Improve their mental health. 
 
Tongan 
Feel better 
Feel healthier 
Feel more happier  
 
New Zealand Europeans 
Getting advice that works 
It could cure their depression 

 
4 
4 
 
 
4 
 
 
4 
4 
4 
 
 
4 
4 

 
Make others feel 
like they are 
helping the 
individual with 
depression 

Samoans 
Help them to overcome their depression 
Help me to feel like I am helpful 
 
Cook Islanders 
You could save someone. 
 
Tongan 
Feel better that we are looking for help to assist depression.   
Able to share and discuss the matter openly. 
 
New Zealand Europeans 
Getting advice that works 

 
4 
5 
 
 
3 
 
 
4 
 
4 
 
5 

Feeling of being 
supported 

Samoans 
Feel supported 
Feel cared for 
Feel loved 

 
4 
4 
1 

Advice works, or 
allows openness  

New Zealand Europeans 
Getting advice that works 
 
Tongan 
Able to share and discuss the matter openly. 

 
4 
 
 
4 

Perceived disadvantages of the behaviour 

Stigma/stigmatisati
on and blaming 

Samoans 
Stigmatisation 
Feel like bad person because can’t fix problems yourself 

 
5 
3 
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Cook Islanders 
Social stigma 
 
Tongans 
May be the environment may not be helpful 

 
 
 
3 
 
3 

 
Worsening 
symptoms 

Samoans 
Worsening symptoms 
Further harm 
 
Tongans 
Getting worse, feel miserable  
 
New Zealand Europeans 
Individual may feel helpless or less strong/independent 
asking for help 

 
4 
4 
 
 
4 
 
 
5 
 

Implications for self 
and family 

Samoans 
Feel like bad person because can’t fix problems yourself 
Upset family and friends as a consequence 
 
Cook Islanders 
Infringement of personal issues. 

 
3 
4 
 
 
2 

Cost and other 
barriers to help 

Cook Islanders 
Inconvenience of appointments. 
Infringement of personal issues. 
 
Tongans 
Might have to take a few visits.   
 
New Zealand Europeans 
The cost 

 
2 
2 
 
 
4 
 
 
4 

Perceived negative feelings 

Lack of knowledge Samoans 
Lack of knowledge around symptoms 
Lack of knowledge around appropriate responses 
Lack of knowledge around types of support and interventions 
available 

 
4 
4 
4 

Commitment Cook Islanders 
Time commitment to their better health.  
Financial commitment to their better health.  

 
2 
2 

Self esteem Cook Islanders 
Feel like loser 
Feel like being a burden to other people 

 
2 
2 

Perceived positive normative influence 

Family Samoans 
Family 
 
Cook Islanders 
Family 
 
Tongans 
Family 
 
New Zealand Europeans 
Family would be supportive if they can see I need help 

 
4 
 
 
3 
 
 
4 
 
 
5 

Friends Samoans 
Friends 
 
Cook Islanders 
Friends 
 

 
5 
 
 
3 
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Tongans 
Friends 
 
New Zealand Europeans 
Friends would be supportive if they can see I need help 

 
5 
 
 
5 

Church Samoans 
Church 
 
Cook Islanders 
Church 
Church minister 
 
Tongans 
Church 

 
4 
 
 
3 
5 
 
 
5 

Person with 
depression 

Samoans 
Depressed person 

 
3 

Health Samoans 
State agencies with funding 
States agencies who are responsible for the services 
Health and clinical professionals 
 
Cook Islanders 
Mental health groups 
Government 
Psychologists 
Doctors 
 
New Zealand Europeans 
Depression groups 
Psychiatrists 

 
3 
3 
3 
 
 
3 
3 
 
3 
3 
 
4 
2 

Perceived negative normative behaviour 

Family Samoans 
Family who may know better 
Extended family who know better 
 
Tongans 
Family members 
 

 
2 
2 
 
 
2 
 

Friends Tongans 
Friends 

 
3 

Person with 
depression 

Samoans 
Depressed person 
 

 
3 

Wider society Samoans 
Wider community 
 
Cook Islanders 
Tax-payers who don’t believe in depression 

 
3 
 
 
2 

Perceived enablers 

Help being 
available or 
accessible 

Samoans 

When asked for help 
 
Cook Islanders 
Availability of help 
Convenience of accessing help 
Knowing where to go for help 
 
Tongans 
Having enough confidence 
Having the time  
Not having to travel a long way to get help 

 
2 
 
 
2 
2 
2 
 
 
4 
3 
3 
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Know the people who are working there 
 
New Zealand Europeans 
Knowing where to go for help 
Money 
Easy access to aid 

4 
 
 
4 
3 
4 

 Individual 
confidence, or 
support from others 

Cook Islanders 
Social acceptance. 
Personal referrals from others who have been there 
 
Tongans 
Having enough confidence 
Staying positive about the outcome 
Encouragement and support from family 
Support from my family and church 
Have family or friends who had been there 

 
3 
1 
 
 
4 
3 
4 
4 
3 

Behaviour at point 
where help is 
needed 

Samoans 
When you can see their behaviour has changed behaviour 
(withdrawn, anti-social) 
Changes physical appearance 
Behaviour potential for self-harm or threat to others  
 
Tongans 
Staying positive about the outcome 
Having the time  

 
3 
4 
2 
4 
 
 
3 
3 

Perceived barriers/hinderers 

Access issues 
(time, cost) 

Samoans 
Having the time 
 
Cook Islanders 
Lack of availability of resources 
Having the time 
 
Tongans 
Not trusting the people whom I am to get help from 
Not familiar with the place 
May be not convenient 
Not knowing where to go for help 
Not knowing anyone in the environment 
Money to pay for the fees 
 
New Zealand Europeans 
Cost 
The time you may need to spend with them. 

 
2 
 
 
2 
2 
 
 
 
2 
3 
2 
4 
4 
4 
 
4 
5 

Lack of Knowledge Samoans 
Lack of knowledge around symptoms 
Lack of knowledge around appropriate responses 
Lack of knowledge around types of support and interventions 
available 
Denial 
Lack of understanding around the type of support and 
interventions available in local areas 
Not sure of rights and wrong ways to approach this 
 
Tongans 
Not knowing where to go for help 
Not knowing anyone in the environment 
Lack of knowledge about what’s available and what’s there 
for us 

 
4 
4 
4 
 
1 
 
3 
3 
 
 
4 
4 
3 
 

Stigma Tongans 
Not trusting the people whom I am to get help from 
Being ashamed to seek help 

 
3 
3 
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May be some cultural issues or being ashamed of being 
known as being depression 
Not being supportive by my family and church 
 
New Zealand Europeans 
Social stigma 

 
3 
3 
 
 
4 

 

HEALTHY EATING: Eating mainly healthy food every day 

Perceived advantages of the behaviour 

Weight loss Samoans 
Maintain or lose weight 
Controls weight gain 
 
Cook Islanders 
Weight loss 
 
New Zealand Europeans 
Lose weight 

 
4 
4 
 
 
3 
 
 
5 

Feel 
better/improved 
health or wellbeing 

Samoans 
Feel better 
Longer term benefits 
 
Cook Islanders 
General fitness 
Well-being 
Longer life 
Feel better 
Improve skin and complexion 
 
Tongans 
I feel good about myself 
Stay health 
Feel more energetic 
Live longer with my family 
 
New Zealand Europeans 
Feel good about myself 
Stay healthy 
Live longer 
Less sick - visit to the doctor 
Improved health and wellbeing 

 
3 
3 
 
 
3 
2 
3 
3 
1 
 
 
4 
5 
3 
4 
 
 
5 
5 
5 
5 
5 

Changing habits Samoans 
Change of eating habits 
 
Cook Islanders 
Educating my children to eat well in their lifetimes. 

 
3 
 
 
4 

Perceived disadvantages of the behaviour 

Cost Cook Islanders 

Higher costs of fresh healthy food e.g., fruit, lean cuts of 
meat.  
 
Tongans 
Very expensive 
 
New Zealand Europeans 
Expensive 

 
5 
 
 
 
5 
 
5 

Taste Samoans 
Dependents (kids) may not take to  new healthy foods 
options 

 
4 
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Cook Islanders 
Boring taste 
 
Tongans 
Sometimes it is not very tasty 
 
New Zealand Europeans 
Maybe craving “bad” foods 
Boring 
Can taste bad 

 
 
3 
 
 
 
3 
 
3 
3 
4 

Time consuming Samoans 
Change of eating habits 
 
Cook Islanders 
Time to prepare = less convenient 
 
Tongans 

Time consuming preparing the food 
Probably travel – to get healthy food 
 
New Zealand Europeans 
Hard to maintain 

 
4 
 
 
3 
 
 
4 
4 
 
 
4 

Perceived positive feelings 

Live longer Samoans 
Live longer life 
 
Cook Islanders 
Live longer life 

 
3 
 
 
3 

Look or feel better, 
feel healthy, being 
attentive to 
physical needs 

Samoans 
Look better – healthier 
 
Cook Islanders 
Planning and researching new menus 
Look better – healthier 
 
Tongans 
Good for my training 
Stay fit and active 
Feel good about myself 
 
New Zealand Europeans 
Losing weight because of good food choices I make 

 
3 
 
 
1 
2 
 
 
4 
4 
4 
 
 
1 

Being an example 
to others 

Samoans 
Be an example to family and friends 
 
Cook Islanders 
Be an example to family and friends 

 
4 
 
 
3 

Perceived negative feelings 

Time planning, can 
also be 
inconvenient 

Cook Islanders 

Planning menus ahead 
Researching new menus 
 
Tongans 
Have to spend more time in cooking  
 
New Zealand Europeans 
Not convenient 

 
1 
1 
 
 
2 
 
 
2 

Culture and 
awareness 

Samoans 
Not part of upbringing, Pacific dishes high on fatty and 
cholesterol content  

 
1 
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Exposure to hospitality trade – European fine-dining cuisine 
Lack of awareness around healthy food options 

1 
3 

Perceived negative feelings 

Family Samoans 
My parents 
My children 
My husband 
My wife 
 
Cook Islanders 
My children 
My husband 
My wife  
 
Tongans 
My children 
My husband 
My wife 
My grandchildren 
 
New Zealand Europeans 
My parents 
My husband 
My wife 
My children 

 
3 
4 
3 
3 
 
 
2 
1 
1 
 
 
4 
2 
2 
4 
 
 
4 
2 
3 
4 

Friends Samoans 
Friends 
 
Cook Islanders 
Friends 
 
Tongans 
Friends 
 
New Zealand Europeans 
Friends 

 
3 
 
 
2 
 
 
3 
 
 
3 

Church Samoans 
Church group 
Church minister 
 
Cook Islanders 
Church group 
Church minister 
 
Tongans 
Church group 
Church minister 

 
3 
3 
 
 
2 
2 
 
 
3 
3 

Health 
professionals 

Samoans 
Doctor 
Health professionals 
 
Cook Islanders 
Doctor 
Health providers 
 
Tongans 
Doctor 
Health providers 

 
4 
4 
 
3 
3 
 
 
4 
4 

Wider community Samoans 
Insurance 
 
Cook Islanders 

 
1 
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Weight watchers 1 

Perceived negative normative influence 

Food retailers Samoans 
Local fast food outlets 
 
Cook Islanders 
Unhealthy food outlets  
 
New Zealand Europeans 
Uneducated people who don’t think what I am choosing to 
eat is healthy 
People who work in take-aways 

 
5 
 
 
3 
 
 
1 
 
4 

Family and 
community 

Samoans 
Dependents (kids) 
Wider family 
Church communities 
 
New Zealand Europeans 

Uneducated people who don’t think what I am choosing to 
eat is healthy 

 
4 
4 
3 
 
 
1 

Perceived enablers 

Being 
organised/Time 

Samoans 
Being organised 
 
Cook Islanders 
Being organised 
 
Tongans 
Having the time to go and buy 
Having the time to cook them 
 
New Zealand Europeans 
Have time for preparation 
More time 

 
2 
 
 
2 
 
 
2 
2 
 
 
2 
2 

Learning – about 
options, 
preparation etc 

Samoans 
Learning to prepare healthy foods quickly and easily 
That there are more healthy options around and not just 
takeaway outlets surround where I live.  
Healthy food options that dependents (kids) enjoy 
 
Tongans 
The taste 

 
4 
1 
 
4 
 
 
4 

Money Tongans 
Having enough money to buy healthy food 
 
New Zealand Europeans 
Money 

 
6 
 
 
5 

Family  Samoans 
Healthy food options that dependents (kids) enjoy 

 
4 

Perceived barriers/hinderers 

Time Samoans 
Convenience 
Time to prepare meals 
 
Cook Islanders 
Time 
Being too busy and not being organised to prepare healthy 
foods 
 
Tongans 
Do not have time to cook the healthy food 

 
5 
5 
 
 
 
3 
3 
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New Zealand Europeans 
No time to prepare 

5 
 
5 

Lack of knowledge Samoans 
Change of eating habits 
Unclear of cooking methods involved 
Lack of knowledge around healthy foods options to satisfy 
appetite 
Lack of interesting tasty options. 
 
New Zealand Europeans 
Lack of knowledge 

 
5 
5 
 
5 
5 
 
 
5 

Family or others Samoans 
Dependents (kids) may not take to  new healthy foods 
options 
 
Cook Islanders 
Protests from family.  
The environment – too many fast food places around me 
 
New Zealand Europeans 
Family may not like it 
Have work mates visitors who eat normal lunch and you 
don’t want to be by yourself eating a salad 
 

 
4 
 
 
 
3 
3 
 
 
5 
1 
 

Cost Cook Islanders 
Cost  
 
Tongans 
Not enough money to buy them 
 
New Zealand Europeans 
Cannot afford to buy healthy food all the time 

 
3 
 
 
5 
 
 
5 

Other Samoans 
Lack of appetite for healthy food options 
Change of eating habits 
 
Cook Islanders 
Interest 
Lack of interesting tasty options. 
Motivation. 
 
New Zealand Europeans 
Do not like the taste 

 
5 
5 
 
 
3 
3 
2 
 
 
5 

 

PHYSICAL ACTIVITY: Doing at least 30 minutes of physical activity 5 days week 

Perceived advantages of the behaviour 

Weight loss or 
other physical 
change 

Samoans 

Look good. 
Weight loss. 
Controls weight gain 
 
Cook Islanders 
Weight loss 
Look good. 
 
New Zealand Europeans 
toned body 
lose weight 

 
5 
5 
4 
 
 
3 
2 
 
 
2 
5 
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improved appearance 
Increased muscle mass 

4 
1 

Self-esteem/feel 
better 

Samoans 
Feel better 
Sense of achievement 
 
Cook Islanders 
better health 
better mental health 
social aspects 
good example to children. 
Feel better 
 
Tongans 
Stay healthy 
Healthy 
Less visit to the doctor 
Be able to be look after grandchildren 
Live longer 
 
New Zealand Europeans 
Health benefits 
improved self esteem 

 
4 
4 
 
 
3 
2 
3 
3 
2 
 
 
4 
4 
3 
2 
4 
 
 
5 
4 

Fitness Samoans 
Fitness 
 
Cook Islanders 
better fitness 
 
Tongans 
Stay fit 
More active 
 
New Zealand Europeans 
build muscle 
Increased fitness 
Increased muscle mass 

 
5 
 
 
3 
 
 
4 
4 
 
 
1 
4 
1 

Perceived disadvantages of the behaviour 

Time or cost Samoans 
Cost 
 
Tongans 
Not enough time with the children 
Not doing my house work and washing – domestic cores 
Probably have to pay for gym fees 
Not enough time with grandchildren  
 
New Zealand Europeans 
Time consuming 
Finding the time for it, as it takes you away from your family. 
 

 
5 
 
 
3 
4 
1 
3 
 
 
5 
5 

 Impact on body Samoans 
Wear and tear on the body 
 
Tongans 
Unhealthy and feeling sick 
 
New Zealand Europeans 
You may get injured 
Tiring 

 
1 
 
 
3 
 
 
3 
3 

Motivation Samoans 
Lack of motivation 

 
3 
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New Zealand Europeans 
Takes discipline 

 
 
3 

Perceived positive benefits 

Achievement Samoans 
Sense of achievement 
 
Cook Islanders 
Personal achievement.  

 
1 
 
 
1 

Health and 
wellbeing 

Samoans 
General wellbeing and happiness. 
Healthy eating habits 
Greater awareness of helpful exercise or physical activity to 
target specific development goals 
 
Cook Islanders  
General wellbeing and happiness. 
 
Tongans 
Fit and lose weight 
My grandchildren and my health 

 
4 
5 
5 
 
 
 
3 
 
 
5 

Other Samoans 
Greater awareness of helpful exercise or physical activity  
 
New Zealand Europeans 
Exercising in groups or with friends is more fun 
Good role models who have achieved great things 

 
5 
 
 
3 
1 

Perceived negative feelings 

Time Samoans 
Not enough time 
 
Cook Islanders 
Having the time 
 
Tongans 
Not enough time 

 
5 
 
 
3 
 
 
5 

Cost Tongans 
Probably have to pay for gym fees 

 
2 

Perceived positive normative influence 

Family Samoans 
Family 
Spouse 
My children 
 
Cook Islanders 
Family 
My children 
My husband 
 
Tongans 

My family 
My husband  
My grandchildren 
My wife 
My children 
 
New Zealand Europeans 
Family 
Parents 

 
5 
3 
5 
 
 
3 
2 
2 
 
 
5 
4 
4 
3 
3 
 
 
5 
5 

Church Samoans 
Church 

 
3 
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Cook Islanders 
Church 
 
Tongans 
Church 

 
 
2 
 
 
2 

Health 
professionals 

Samoans 
Health Organisations (DHBs, PHOs) 
 
Cook Islanders 
Health practitioners 
 
Tongans 
My doctor 

 
3 
 
 
2 
 
 
3 

Sports 
organisations 

Samoans 
Gym  
 
New Zealand Europeans 

Sports club/team 

 
3 
 
 
4 

Perceived negative normative influence 

Time/organisation Samoans 
Being organised 
Time-management 
 
Cook Islanders 
Convenience 
Time 
Being organised  
 
Tongans 
Having someone else to look after my grandchildren 
Healthy enough time to exercise 
 
New Zealand Europeans 
Spare time  

 
4 
4 
 
 
3 
3 
3 
 
 
1 
4 
 
 
4 

Cost Tongans 
Having enough money to pay for gym fees 
 
New Zealand Europeans 
More money 

 
2 
 
 
4 

Motivation or 
encouragement/su
pport 

Samoans 
Having proper exercise gear  
Motivation (self) 
Encouragement (others) 
 
Cook Islanders 
Someone to exercise with 
Motivation 
Having proper exercise gear 
Having a personal trainer to motivate me when I am not 
feeling motivated 
 
Tongans 
Motivated to stay healthy 
When I see my other friends who do physical activity 
Maybe my kids 
When I think of staying healthy for the sake of my 
grandchildren 
Having someone else to look after my grandchildren 
 
New Zealand Europeans 
Motivation 

 
4 
5 
5 
 
 
3 
3 
2 
1 
 
 
 
4 
3 
2 
3 
 
2 
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Family support (doing something together) 5 

Perceived barriers/hinderers 

Time/other 
commitments 

Samoans 
Having the time. 
Daily chores (cooking, cleaning etc) 
Workload (Deadlines) 
Competing priorities 
 
Cook Islanders 
Having the time. 
 
Tongans 
Work 
Family 
Time  
Other engagements at home 
Other commitments, study, family, church etc 
 
New Zealand Europeans 
Time 
Work commitments 

 
5 
3 
3 
5 
 
 
3 
 
 
3 
3 
4 
4 
4 
 
4 
4 

Cost Cook Islanders 
Cost of gyms or structured exercise. 
 
Tongans 
Expensive to join the gym and not safe to walk on the 
roadside 
 
New Zealand Europeans 
Money for the gym fees 

 
1 
 
 
1 
 
 
 
4 

Motivation Cook Islanders 
Motivation 
Loss of motivation 

 
2 
2 

 

2.1.2 Discussion 

The elicitation study was conducted to obtain the research population’s salient beliefs relating to the 

four desired behaviours in the efficacy study conditions. This was to construct the underlying beliefs 

items for the TPB questionnaire for the study. The procedures for the development of these 

questionnaire items are described in the efficacy study methods (see chapter 9). 
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Appendix 14: Part 2b. Elicitation study: questionnaire (example) 
 

BELIEFS QUESTIONNAIRE 
 
Behaviour: Behaving in a way that ensures people with a mental illness are treated with 

respect 

 
Please take a few minutes to complete the following questions. Bullet point answers are fine. 
 
 

Mental Health 

1. What do you believe are the advantages of behaving in a way that ensures people with a 

mental illness are treated with respect?  

 

 

 

2. What do you believe are the disadvantages of behaving in a way that ensures people with a 

mental illness are treated with respect?  

 

 

 

3. Is there anything else you associate with your own views about behaving in a way that ensures 

people with a mental illness are treated with respect?  

 

 

 

4. Are there any individuals or groups who would approve of you behaving in a way that ensures 

people with a mental illness are treated with respect?  

 

 

 

5. Are there any individuals or groups who would disapprove of you behaving in a way that 

ensures people with a mental illness are treated with respect?  

 

 

 

6. Is there anything else you associate with other peoples’ views about behaving in a way that 

ensures people with a mental illness are treated with respect?  

 

 

 

7. What factors or circumstances would enable you to behave in a way that ensures people with a 

mental illness are treated with respect?  

 

 

 

8. What factors or circumstances would make it difficult for you to behaving in a way that ensures 

people with a mental illness are treated with respect?  

 

 

9. Are there any other issues that come to mind when you think about behaving in a way that 

ensures people with a mental illness are treated with respect?  
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Appendix 15: Efficacy study: study protocols (example) 
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302 



 

303 



 

304 



 

305 



 

306 



 

307 



 

308 



 

309 



 

310 



 

311 



 

312 



 

313 



 

314 



 

315 



 

316 



 

317 



 

318 



 

319 



 

320 



 

321 



 

322 



 

323 



 

324 



 

325 



 

326 



 

327 



 

328 



 

329 



 

330 



 

331 



 

332 



 

333 



 

334 



 

335 



 

336 



 

337 



 

338 
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Appendix 16: Efficacy study: participant information sheet (example) 

 

 

 
 
 
 
 
 
 
 
 
 
 

1 May 2010 

 

PARTICIPANT INFORMATION SHEET 
Efficacy Study 

 

Social Marketing, Pacific peoples in New Zealand 
 

My name is Amanda Dunlop-Hill and I’d like to invite you to take part in study I’m conducting, as 

part of a wider study for the purpose of a PhD at the School of Population Health (SOPH), 

University of Auckland. The study is looking at the effectiveness of social marketing or behaviour 

change approaches for Pacific peoples in New Zealand. It’s funded by an award from the University 

of Auckland. 
 

What is the aim of the study?  

The aim of the study is to see whether an approach that has been developed to encourage Pacific 

peoples to adopt, perform or maintain healthy behaviours works. 
 

Who can take part in the study?  

People of Samoan, Cook Islands and Tongan and New Zealand European ethnicity over the age of 

16 years will be invited to take part in the study. 
 

How many people will take part in the study?  

In total, 400 people will be invited to take part in the study – at least 100 people (each) of Samoan, 

Cook Islands, Tongan and New Zealand European ethnicity. The Samoan, Tongan and Cook 

Islands participants will be drawn from existing community or church groups. The New Zealand 

European participants will be recruited via advertisements. 
 

How and where will the study be done?  

The study will be conducted in ethnic-specific group sessions of 25 participants each. The Samoan 

sessions will be conducted at community venues including Sulu o le Ola EFKS Church, Manukau; 

the Cook Islands sessions at the Congregational Church, Glenn Innes; and the Tongan sessions at 

the Ofa Ki He Laumalie Maonioni Church, Otahuhu.  The New Zealand European sessions will be 

conducted at the SOPH, Tamaki.  The sessions will take approximately 90-120 minutes. First, you’ll 

complete a questionnaire on your views and feelings on two health behaviours. The session will end 

with a short group discussion to further explore your, and the other participants’ thoughts on the 

health behaviours. 
 

What happens if I decide to take part in the study?  

Participation in this study is voluntary. You don’t have to answer all the questions, and may stop 

taking part in the session at any time.  Because the questionnaire is unmarked and no identifiable 

information collected, no answers and/or information can be withdrawn once the session has 

ended. No answers and/or information can be withdrawn from the short group discussion either, 

 
 

Amanda Dunlop-Hill 
Health Systems 
School of Population Health 
Faculty of Medical and Health Sciences 
University of Auckland 
Private Bag 92019 
Auckland 
New Zealand  
 

Telephone: 64 9 373 7599 ext. 86288 
Facsimile: 64 9 373 7503 
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because of the nature of group discussions.  You’ll be given a $30.00 voucher as a small token of 

appreciation for your time and support.  If you wish, I can send you a brief summary of the results. 
 

Storage and Safekeeping of Information 

The information from the study will be kept in a locked cabinet on University premises, and all 

computer records password-protected. When the study is completed in March 2011, all information, 

records and data will be stored for 6 years in a secure place on University premises. All future use 

of the information collected will be strictly controlled under the Privacy Act. 
 

Confidentiality and Anonymity 

Because the study is being conducted in a group session, your participation and what you say in the 

short group discussion will be known to the other members of the group. I ask that you agree to 

keep the names of the other participants and all the discussions confidential. 
 

Because the questionnaire is unmarked and no identifiable information collected, the answers 

and/or information you provide is anonymous and confidential. No one reading the published 

results, including myself, will be able to identify any answers or information as belonging to you. 

This applies to any answers and/or information provided in the short group discussion. 
 

What are the possible benefits of my taking part in the study?   

By taking part in the study, you may gain new knowledge and information, which may encourage 

you or your family members to adopt, perform or maintain healthy behaviours. You will also be 

contributing to an important piece of research, which will not only have a significant impact on social 

marketing and behaviour change approaches for Pacific peoples, but on the field generally. 
 

Contact Details  

If you would like more information about the study, please contact one of the following: 
 

Researcher:      Supervisor: 

Amanda Dunlop-Hill (PhD Candidate)  Dr Janet Clinton 

Health Systems, School of Population Health Health Systems, School of Population Health  

The University of Auckland   University of Auckland 

Private Bag 92019, Auckland   Private Bag 92019, Auckland 

Tel: (09) 373 7599 ext. 86288   Tel: (09) 373 7599 ext. 89143 

email: aj.dunlop-hill@auckland.ac.nz  email: j.clinton@auckland.ac.nz 
 

Head of Department: 

Associate Professor Toni Ashton 

Health Systems, School of Population Health 

University of Auckland 

Private Bag 92019, Auckland 

Tel: (09) 373 7599 ext. 86136 

email: t.ashton@auckland.ac.nz 

 

 

For any queries regarding ethical concerns you may contact the Chair, The University of Auckland 

Human Participants Ethics Committee, The University of Auckland, Office of the Vice Chancellor, 

Private Bag 92019, Auckland. Telephone (09) 373 7599 ext. 87830. 

 

 

 

 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS 

COMMITTEE ON 1 OCTOBER 2009 FOR THREE (3) YEARS. REFERENCE NUMBER 2009/442. 

mailto:j.clinton@auckland.ac.nz
mailto:t.ashton@auckland.ac.nz
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Amanda Dunlop-Hill 
Health Systems 
School of Population Health 
Faculty of Medical and Health Sciences 
University of Auckland 
Private Bag 92019 
Auckland 
New Zealand  
 

Telephone: 64 9 373 7599 ext. 86288 
Facsimile: 64 9 373 7503 
 

1 May 2010 
 

PARTICIPANT INFORMATION SHEET 
Efficacy Study 

 

Social Marketing, Pacific peoples in New Zealand 
 

O lo’u igoa o Amanda Dunlop-Hill ma ou te vala’auina oe e te ‘auai i se vāega o se su’esu’ega o lo’o 

o’u faia, o le vaega o le su’esu’eina fa’alautele mo lo’u fa’ailoga fa’afoma’i (PhD) i le a’oga o lo’o 

feagai ma le Soifua Malōlōina o le Faitau A’ofa’i o tagatānu’u i le Iunivesetē o Aukilani. 
 

O le a le fa’amoemoe o le su’esu’ega? 

O le fa’amoemoe o le su’esu’ega, o le va’ai lea pe aogā se auala ua fuafuaina ma atina’eina e 

fa’amālosia ai tagata Pasefika e fai mā latou e fa’atino, pe aoga le tausiao aga fa’asoifua malōlōina. 
 

O ai e mafai ona ‘auai i le su’esu’ega? 

O tagata Samoa, o tagata Atu Kuki ma Toga ma tagatānu’u o papālagi Niu Sila e silia i le 16 

tausaga e vala’aulia e ‘auai i le su’esu’ega. 
 

E to’afia tagata e ‘auai i le su’esu’ega? 

O le tauaofa’i e 400 tagata e vala’aulia e ‘auai i le su’esu’ega – a to’aitiiti o le  ta’i selau (100) tagata 

Samoa, Atu Kuki, Toga ma tagatānu’u o Papalagi Niu Sila. O tagata Samoa, Toga ma le Atu Kuki e 

‘auai o le aumaia mai fa’alapotopotoga o lo’o iai nei po’o vaega o Lotu. O tagatānu’u papālagi Niu 

Sila e ‘auai o le sa’ilia mai e ala i fa’asalalauga e fa’ailoa ai le fa’amoemoe. 
 

E fa’apefea, ma o fea o le a faia ai le su’esu’ega? 

O le a faia le su’esu’ega i vaega e patino lava i tagatānu’u ta’itasi e i le va o 25.  O vaega o le ‘au 

Samoa e faia i nofoaga e iai Samoa e aofia ai le falesa o le, Ola EFKS i Manukau; o tagata Atu Kuki 

e faia i le Congregational Church i Glenn Innes; ma le ‘au Toga e faia i le falesa o le Ofa Ki He 

Laumaile Maonioni i Otahuhu. O tagatānu’u Papalagi Niu Sila e faia i le SOPH i Tamaki. 
 

O le u’umi o taimi o vaega pe a ma le 90 – 120 minute. E muamua lava ona e fa’atumuina ni fesili e 

uiga i lau silasila ma ni ou lagona i aga fa’asoifua malōlōina lelei. E fa’ai’u vaega ta’itasi i ni 

talatalanoaga e su’esu’e atili ou finagalo ma finagalo o isi tagata e ‘auai e uiga i aga fa’asoifua 

malōlōina lelei. 
 

O le a le mea e tupu pe ou manatu ou te ‘auai i le su’esu’ega? 

O tagata e ‘auai i lenei su’esu’ega e tu’u ofo. E te lē tau taliina uma fesili, ma e mafai lava ona taofi 

lou ‚auai i so’o se taimi. 
 

Talu ai o fesili e le’i fa’ailogaina ma e leai ni fa’amatalaga e ono fa’ailoa ai oe, e leai ni tali ma/pe o 

le toe tu’u i tua o fa’amatalaga pe a mā’ea le talanoaga ona o le tulaga o vaega o talanoaga ta’itasi. 
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E tu’uina se pepa e tusa ma $30.00 e fa’ailoa ai le fa’afetai mo lou taimi ma lou lagolago mai. Afai e 

te fingalo iai, e mafai ona auina atu se oto’otoga pu’upu’u e uiga i le i’uga o le su’esu’ega. 

 

O le teuina lelei mo le Saogalemu o Fa’amatalaga 

O fa’amatalaga mai le su’esu’ega o le tu’uina i se kapoti e loka ai i totonu o le nofoaga o le 

Iunivesetē, ma o fa’amaumauga uma lava i le komepiuta e puipuia. A uma le su’esu’ega iā Mati o le 

2011, o fa’amatalaga uma, o fa’amaumauga uma lava e teuina mo le 6 tausaga i se nofoaga e malu 

puipuia o le Iunivesetē. O le fa’aaogāina i le lumana’i o fa’amatalaga uma e malu puipuia i lalo o le 

(Privacy Act), o le Tulafono e Puipuia ia Fa’alilolilo Fa’amatalaga Patino. 
 

O le Fa’alilolilo ma le lē Fa’ailoaina 

Talu ai o le su’esu’ega e faia i vāega, o lou ‘auai ma au saunoaga i taimi o felafolafoa’iga e iloa e 

tagata o lo’o iai i lea vāega, ou te talosaga atu pe e te ioeina le fa’alilolilo o fa’amatalaga uma o 

talanoaga. 
 

Talu ai o fesili e le’i fa’ailogaina ma e leai ni fa’amatalaga e ono fa’ailoa ai oe, e leai ni tali ma / pe o 

le toe tu’u i tua o fa’amatalaga e tu’uina mai e fa’alilolilo. E leai seisi na te faitauina fa’amatalaga 

lōmia e o’o lava iā te a’u e lē iloaina o au tali ia o lo’o faitau ai. O lenei tu’utu’uga e aofia ai so’o se 

tali / po’o fa’amatalaga e tu’uina mai i i’uga o talanoaga a vāega ta’itasi. 
 

O a ni taui e ono maua mai i lo’u ‘auai i le su’esu’ega? 

O lou ‘auai i le su’esu’ega e te ono maua ai se atamai fou ma ni fa’amatalaga e mafai ona 

fa’amalosia ai oe po’o tagata o lou āiga e fai ma fa’atino e latou po’o le tausia o aga fa’asoifua 

malōlōina lelei. O le a iai fo’i lou sao i se su’esu’ega fou, e iai se a’afiaga i le soifuaga e fa’alauiloa 

ai le suiga i amioga mo tagata Pasefika, aemaise i le matā’upu o le soifua malōlōina lelei. 
 

O Fa’amatalaga e mafai ona e feso’ota’i mai ai 

Afai e te fia maua nisi fa’amatalaga e uiga i le su’esu’ega, fa’amolemole fa’afeso’ota’i mai i sētasi o 

fa’amatalaga nei: 

 

Researcher:      Supervisor: 

Amanda Dunlop-Hill (PhD Candidate)  Dr Janet Clinton 

Health Systems     Health Systems 

The School of Population Health   School of Population Health 

The University of Auckland   University of Auckland 

Private Bag 92019, Auckland   Private Bag 92019, Auckland 

Tel: (09) 373 7599 ext. 86288   Tel: (09) 373 7599 ext. 89143 

email: aj.dunlop-hill@auckland.ac.nz  email: j.clinton@auckland.ac.nz 
 

Head of Department: 

Associate Professor Toni Ashton 

Health Systems 

School of Population Health 

University of Auckland 

Private Bag 92019, Auckland 

Tel: (09) 373 7599 ext. 86136 

email: t.ashton@auckland.ac.nz 
 

Mo nisi fesili e uiga i fa’amaoniga e te fiafia silafia, e mafai ona fa’afeso’ota’i mai le Ta’ita’ifono, The 
University of Auckland Human Participants Ethics Committee, The University of Auckland, Office of 
the Vice Chancellor, Private Bag 92019, Auckland. Telephone (09) 373 7599 ext. 87830. 
 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS 

COMMITTEE ON 1 OCTOBER 2009 FOR THREE (3) YEARS. REFERENCE NUMBER 2009/442 
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Appendix 17: Efficacy study: advertisement (example) 

 
 

 

 

 

                          

THIS STUDY WAS APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS COMMITTEE ON 1 
OCTOBER 2009 FOR THREE (3) YEARS. REFERENCE NUMBER 2009/442. 

WANTED: Samoans o er the age of    years, who want to make a 
difference to Pacific health outcomes and a contribution to research 

  to take part in an exciting, innovative study I’m conducting as part of my 
PhD at the University of Auckland, on the effectiveness of social marketing 
approaches for Pacific peoples in New Zealand. 

If you’re interested, and able to take part 
in 1 or 2 of the following sessions: 

• Weds    une     ,  .   –  .  pm 
 includes light supper , Ministry of 
Pacific Island Affairs (MPIA) Manukau, 
Level 2, CST Nexia Centre, 22 
Amersham Way, Manukau. 

• Fri     une     ,  .   –  .  pm, 
 includes light supper , MPIA 
Manukau. 

Please contact me to discuss or for 
more information: 
• Amanda Dunlop, Health Systems, 
University of Auckland Ph: (09) 373 
7599 extn 86288  Email: aj.dunlop-
hill auckland.ac.nz 

A mea’alofa will be offered as a small 
token of appreciation  
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Appendix 18: Efficacy study: consent form (example) 

 

 

 

 

 

 

 

 

 

 

 

1 May 2010 

CONSENT FORM  

Efficacy Study 
 

Social Marketing, Pacific peoples in New Zealand 

 

 I have read and understand the Participant Information Sheet for the main study. 

 I understand that the study is being conducted in a group session, and agree to keep the 

names of the other participants and all the discussions confidential. 

 I understand there are two parts to the study – a questionnaire and a short group discussion. 

 I understand that the session will take approximately 90 - 120 minutes. 

 I know that my participation in this study is voluntary (my choice) and that I can stop taking part 

in the session at any time. 

 I understand that I have the right to decline to answer any particular question(s) in the 

questionnaire and the short group discussion. 

 I understand that any answers and/or information I provide in the questionnaire and/or short 

group discussion cannot be withdrawn once the session has ended, due to the questionnaires 

being unmarked and no identifiable information collected, and the nature of group discussions. 

 I understand that no information that could identify me will be used in any reports on this study. 

 I have had the opportunity to discuss this study.  I am satisfied with the answers I have been 

given, and understand that I may ask further questions at any time. 

 I have had time to consider whether to participate in this study. 

 I know who to contact if I have any questions about the study. 

 I wish to receive a brief summary of the results from this study.        

 YES/NO 

 

There may be a significant delay between data collection and publication of the results.  

 

I (Full name) ___________________________________   hereby consent to take part in this study.   

 

(Signature)   ___________________________________ 

 

(Date)           ___________________________________ 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS 
COMMITTEE ON 1 OCTOBER 2009 FOR THREE (3) YEARS. REFERENCE NUMBER 2009/442. 
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1 May 2010 

O LE PEPA O LE MALIEGA 

Efficacy Study 
 

Social Marketing, Pacific peoples in New Zealand 

 

 Ua mā’ea ona ou faitau ma malamalama i le Pepa o fa’amatalaga mo le ‘Auai i le su’esu’ega. 

 Ua ou malamalama o le su’esu’ega e faia i felafolafoa’iga a vāega, ma ua ou malie o le a 

fa’alilolilo suafa o sui ‘auai o vāega ma fa’amatalaga uma. 

 Ou te malamalama e lua vaega o le su’esu’ega – o le pepa o fesili ma se fa’atalatalanoaga i 

vāega. 

 Ua ou malamalama o le umi o talanoaga i vāega pe a ma le ta’i 90 – 120 minute. 

 Ou te iloaina o lo’u ‘auai i lenei su’esu’ega e tu’uofo (o la’u filifiliga) ma e mafai ona taofi lo’u 

‘auai i talanoaga a vaega i so’o se taimi. 

 Ou te malamalama e iai la’u āiā tatau e te’ena ai le taliina o so’o se fesili (po’o ni fesili) i le 

pepa o fesili ma vāega o talanoaga. 

 Ou te malamalama so’o se fesili ma so’o se fa’amatalaga e maua i le pepa o fesili po’o 

talanoaga a vāega, e le mafai ona tu’u i tua pe a ma’ea le taimi o vāega, ona e lē o fa’ailogaina 

ma, e leai ni fa’amatalaga e fa’ailoaina ai seisi.  

 Ua ou malamalama e leai ni faamatalaga e mafai ona iloa a’u o fa’aaogāina i ripoti o lenei 

su’esu’ega. 

 Sa iai lo’u avanoa ou te fa’atalanoaina ai lenei su’esu’ega. Ua ou malie i tali ua ou avatua, ma 

ou malamalama, e mafai ona ou fesili nisi fesili i so’o se taimi. 

 Sa iai lo’u avanoa ou te mafaufau pe ou te ‘auai i lenei su’esu’ega. 

 Ua ou iloa le tagata e fa’afeso’ota’i pe afai e iai nisi fesili e uiga i le su’esu’ega. 

 Ou te fia maua se au’iliiliga pu’upu’u o le i’uga o lenei su’esu’ega.   IOE / LEAI 

 
E ono iai se tuai o le aoina o fa’amatalaga ma le lolomiina o i’uga  

 

O a’u o (Igoa atoa) ____________________________o le asō ua ou malie e ‘auai i lenei 

su’esu’ega. 

 

(Saini)        __________________________________ 

 

 (O le Aso)    __________________________________ 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS 
COMMITTEE ON 1 OCTOBER 2009 FOR THREE (3) YEARS. REFERENCE NUMBER 2009/442. 

  

 
 

Amanda Dunlop-Hill 
Health Systems 
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University of Auckland 
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Telephone: 64 9 373 7599 ext. 86288 
Facsimile: 64 9 373 7503 



 

346 

Appendix 19: Efficacy study: scoring key 

 

Pre-test items 

 

Item 
number 

Items requiring 
reverse scoring 

Items requiring 
internal 
consistency 

Items 
requiring 
multiplication 

Construct 
measured 

7 to 10 

 

8 and 9 7 to 10    Attitude 

1 to 2 

 

  1 x 4 

2 x 5 

Behavioural beliefs 

4 to 5    Outcome 
evaluations 

13 

15 

18 

 

19 

13 

 

18 

 

19 

13 

15 

18 

  

19 

 

 Subjective norm 
(injunctive) 

 

 

Subjective norm 
(descriptive) 

6 

 

  6 x 11 Normative beliefs 

11    Motivation to comply 

17 

 

 

21 

17 

 

17 

 

 

21 

 Perceived 
behavioural control 
(self-efficacy) 

 

Perceived 
behavioural control 
(controllability) 

3   3 x 12 Control belief 
strength 

12    Control belief power 

14 

20 

22 

14 14 

20 

22 

 Intention 

 

Post-test items 

 

Item 
number 

Items requiring 
reverse scoring 

Items requiring 
internal 
consistency 

Items 
requiring 
multiplication 

Construct 
measured 

7 to 10 

 

 7 to 10    Attitude 

1 to 2 

 

  1 x 4 

2 x 5 

Behavioural beliefs 

4 to 5    Outcome 
evaluations 

13 

15  

18 

 

19 

 13 

15 

18 

  

19 

 Subjective norm 
(injunctive) 

 

 

Subjective norm 
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 (descriptive) 

6 

 

  6 x 11 Normative beliefs 

11    Motivation to comply 

17 

 

 

21 

 17 

 

 

21 

 Perceived 
behavioural control 
(self-efficacy) 

 

Perceived 
behavioural control 
(controllability) 

3 3  3 x 12 Control belief 
strength 

12 12   Control belief power 

14 

20 

22 

 14 

20 

22 

 Intention 

23 

 

24 

23 

 

24 

  Effectiveness for 
own ethnic group 

 

Effectiveness for 
Pacific peoples 
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Appendix 21: Part 1b. Attribute rating exercise: letter of invitation 

 

 
 

 
 
 
 
 
 
 
 
 
 
 

 

30 October 2009 

 

 

Dear Deb Hurdle 

 

Re:  Invitation to Participate in a Survey 

 

My name is Amanda Dunlop-Hill, and I’m currently undertaking a PhD at the School of Population 

of Health, investigating the efficacy and effectiveness of social marketing approaches for Pacific 

peoples in New Zealand.  As part of my research, I’ll be conducting an Attribute Rating Exercise 

(‘survey’) with 30 experts in the social marketing and/or related areas, to obtain their views on 

the application of various principles in the presented social marketing interventions.  The 

information obtained from this survey will help inform the development of an instrument for the 

main study. 

You have considerable knowledge and experience in the social marketing and/or related areas.  I 

would, therefore, like to invite you to take part in the survey.  Your participation and invaluable 

insights would be greatly appreciated. 

The survey is an internet-based survey, and will run from 7 to 17 November 2009.  Information 

about the survey, my research, and your personal web-link to the survey will be forwarded to you 

over the next few days. 

I hope you accept this invitation to take part in the survey.  Your participation and support would 

be greatly appreciated. 

 

Ia manuia.  Best wishes. 

 

 

 

Amanda Dunlop-Hill 

 

 

Amanda Dunlop-Hill 

Health Systems 
School of Population Health 
University of Auckland 
Private Bag 92019 
Auckland, New Zealand  
 

Ph:  (09)  373 7599 ex 86288 
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Appendix 22: Part 1b. Attribute rating exercise: tool (example) 

 

Attribute rating survey 
 
 
Talofa lava, Kia ora, Kia Orana, Malo e lelei, Faka’alofa lahi atu, Ni sa bula vinaka, Taloha ni 
and Welcome. 
 
Thank you for taking part in this survey I’m conducting as part of a wider study for the purposes of a 

PhD thesis, at the School of Population Health, University of Auckland. My research is investigating 

the efficacy and effectiveness of social marketing approaches for Pacific peoples in New Zealand. 

 

The purpose of this survey is to obtain information to help inform the development of a study 

instrument for the main study – a study to determine the efficacy of a social marketing approach for 

Pacific peoples. Thirty two key people with knowledge and/or experience in social marketing and/or 

related areas have been invited to take part in this survey. 

 

The survey will run until 27 November 2009. You can complete and submit your responses anytime 

during this period. The survey itself will take approximately 60 minutes. However, it does not have 

to be completed at one time. You can save your responses, and come back and complete the 

remainder of the survey, and submit your responses, at another time. 

 

Participation in the survey is purely voluntary. Your submitting your responses is an indication of 

consent. You can stop taking part at any time; however no information can be withdrawn once it’s 

been submitted. All information related to your participation in this survey is anonymous – your 

name/contact details will be kept separate from your responses, and there will be no way of linking 

the two together. All information will be kept in a locked cabinet on University premises, and all 

computer records password-protected. When the main study is completed in March 2011, all 

information, records and data will be stored for six years in a secure place on University premises. 

All future use of the information collected will be strictly controlled under the Privacy Act. 

 

A brief summary of the survey results will be forwarded to you in the new year. 

 

If you would like more information about the study, please contact me ph: (09) 373 7599 ext. 86288 

or email: aj.dunlop-hill@auckland.ac.nz. 

 

Once again, thank you for taking part in this survey. Your participation and support is greatly 

appreciated. 

 

Ia manuia. 

 

Amanda 

 

There are 79 questions in this survey. 

 

 

 

 

 

 

 

 

 

mailto:aj.dunlop-hill@auckland.ac.nz
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Survey explanation  

 

Talofa lava, Kia ora, Kia Orana, Malo e lelei, Faka’alofa lahi atu, Ni sa bula vinaka, Taloha ni 
and Welcome. 
 

In this survey, you’ll be presented 12 social marketing examples and asked to assess the strength 
with which these examples, as presented, apply, describe or address various principles. 
 
The examples will be presented one by one, and follow the same format.  First, you’ll be given a 
brief description of the example. You’ll then view and/or listen to up to 3 materials from the example. 
Finally, you’ll assess the strength with which the examples, as presented, apply, describes or 
addresses various principles. 
 
It is acknowledged that in some examples, pieces of information have been omitted from the 
descriptions. This has been done for research purposes, to ensure the survey outcomes can inform 
the development of the study instrument for the main study – a study to determine the efficacy of a 
social marketing approach for Pacific peoples. 
 
It would, therefore, be greatly appreciated if you could make your assessments based on the 
presented information only. 
 
 

 

Description 
 
Example: Like Minds Like Mine Programme 

 

 LMLM is a national programme aimed at reducing the stigma and discrimination associated with 

mental illness. An inquiry into mental health services (1996) recommended the government fund 

a public education campaign to reduce discrimination associated with mental illness. 

 At a national level, various national contractors deliver the television advertising campaigns, 

communications and event management, provider education and training, the national 

information freephone service which operates while each series of TV advertisements are 

running, and the LMLM website.   

 At a regional level, Like Minds providers undertake a range of anti-discrimination activities with 

their local community groups and organisations, marae, businesses and media. These activities 

include: education workshops and training, promotional events, to raise public awareness; and 

helping organisations with their policies and procedures. Providers include: public health 

agencies, mental health service providers, consumer-controlled organisations and networks, and 

a variety of non-governmental organisations. There are 3 Pacific providers nationwide. 

 Service providers and users contributed to the development of LMLM, and provide input into its 

implementation on an ongoing basis. This is via the National Advisory Group (NAG), which 

ensures services users’ perspectives are incorporated into the programme, and provides contact 

for users and providers in the region; and regionally through a network of regional providers at 

public health, regional and community level. There is Pacific representation on NAG, and 3 

Pacific service providers. 

 LMLM’s television and radio advertising campaign was launched in 2000. It aims to change 

public attitudes and behaviour towards people with mental illness, and is now into its fifth phase.  

The first phase sought to give mental illness a sense of personal relevance, and to be ethnically 

diverse so people could see it is an issue for all New Zealanders. The second phase went into 

more depth, and featured four celebrities and their friends, sharing their personal stories of living 

with a mental illness. Phase three was similar to phase but featured everyday New Zealanders, 

and showed them as key parts of other peoples’ lives rather than their ‘label’. Phase four seeks 

to show people that people with mental illness are ‘everyday people’, and how the actions and 

support of significant others makes the difference. The fifth phase is about fairness. Phases 

three and five include Pacific stories. 

http://www.likeminds.org.nz/page/35-National-Contractors
http://www.likeminds.org.nz/page/34-Like-Minds-Providers
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 Radio and print advertisements are in five Pacific languages.  Supporting materials are also in 

different languages to support regional education work.  

 Other campaign components include a publication relations campaign; an informative website; 

quarterly newsletters; educational and promotional materials; and community engagement with 

service users.   

 National and regional plans, and the television and radio campaign, are informed by research 

and evaluation. Bi-annual assessment of attitudinal changes towards people with mental health 

problems are also conducted, and inform development of future campaign activities. 

 The target audience is all New Zealanders.  For regional work, there are a range of audiences, 

dependent on community needs. 

 

(Sources: www.likeminds.org.nz and www.moh.govt.nz) 

 

The following page contains video and audio clips from the television and radio campaign. 

 

There may be some delay while the clips are downloaded. I wish to acknowledge the Ministry of 

Health for use of its campaign materials. 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

       
 
Television commercial        Radio ad             Print material 

http://www.likeminds.org.nz/
http://www.moh.govt.nz/
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Assessments 

 

  
Please assess the strength with which the example, as presented, applies, describes or 
addresses each of the following principles.  
 
Please choose the appropriate response for each item: 
 

 Very 
Strong 

Strong Moderate Weak Very 
Weak 

Unable to 
assess 

Behaviour change is the 
benchmark used to 
design and evaluate the 
intervention.  

 

 
 

 

 

 

 

 

 

 

 

 

 

Behaviour change goals, 
objectives and measures 
are ethnic-specific and 
culturally appropriate, 
determined by the target 
audience.  
 

 

 

 

 

 

 

 

 

 

 

 

 

Project consistently uses 
audience research to 
understand target 
audience, to pre-test 
intervention elements, 
and monitor 
implementation. 
 

 

 

 

 

 

 

 

 

 

 

 

 

Audience research includes 
ethnic-specific information 
and analysis. 
 

 

 

 

 

 

 

 

 

 

 

 

 

Audience research includes 
cultural-specific information 
and analysis. 
 

 

 

 

 

 

 

 

 

 

 

 

 

There is careful 
segmentation of target 
audiences to ensure 
maximum efficiency and 
effectiveness in the use of 
resources. 

 

 

 

 

 

 

 

 

 

 

 

 

Ethnicity is used as a 
segmentation and targeting 
variable. 
 

 

 

 

 

 

 

 

 

 

 

 

 

Culture and cultural values 
are used as segmentation 
and targeting variables. 

 

 

 

 

 

 

 

 

 

 

 

 

Strategy attempts to use all 
4 P’s of traditional 
marketing (Product, Price, 
Place and Promotions). 

 

 

 

 

 

 

 

 

 

 

 

 

Strategy uses all 4 P’s of 
traditional marketing plus 
Partnerships and 
Participation (with and by 
target 
audiences/communities at 
a local ethnic-specific 
level), Purse-strings 
(appropriate funding) and 
Policy (to create supportive 
environment for change).  
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 Very 
Strong 

Strong Moderate Weak Very 
Weak 

Unable to 
assess 

Careful consideration is 
paid to the competition 
faced by the desired 
behavior. 

 

 

 

 

 

 

 

 

 

 

 

 

Culture, cultural values 
and religion are 
considered as competition 
to the desired behavior. 

 

 

 

 

 

 

 

 

 

 

 

 

Central element of the 
strategy is creating 
attractive and motivational 
exchanges with target 
audiences. 

 

 

 

 

 

 

 

 

 

 

 

 

There is a collaborative 
partnership between 
provider organization and 
target 
audiences/communities at 
an ethnic-specific level, 
throughout the whole 
development and 
implementation process. 

 

 

 

 

 

 

 

 

 

 

 

 

There is active 
engagement with, and 
participation by, the target 
audiences/communities at 
a local, ethnic-specific 
level, throughout the 
whole development and 
implementation process. 

 

 

 

 

 

 

 

 

 

 

 

 

Culture and cultural 
values are identified and 
addressed systematically 
throughout the whole 
development and 
implementation process. 

 

 

 

 

 

 

 

 

 

 

 

 

The project, strategy and 
intervention are target 
audience/community-
owned, based and driven. 
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Please assess the strength with which the example, as presented, applies, describes or addresses each of the following 
principles.  

 

The project, strategy and inter ention include components that  * 
 
Please choose the appropriate responses for each item: 

 

 Very 
Strong 

Strong Moderate Weak Very 
Weak 

Unable to 
assess 

Aim to increase an 
individual's awareness of, 
and knowledge on the 
desired behaviour. 

 

 
 

 

 

 

 

 

 

 

 

 

 

Aim to increase 
individuals’ favourable 
beliefs and attitudes 
towards the desired 
behaviour, and their 
thoughts on adopting or 
performing the desired 
behaviour. 

 

 

 

 

 

 

 

 

 

 

 

 

Aim to increase 
individual’s readiness to 
adopt or perform the 
desired behaviour. 

 

 
 

 

 

 

 

 

 

 

 

 

 

Aim to increase 
individuals’ maintenance 
of the desired behaviour. 

 

 

 

 

 

 

 

 

 

 

 

 

Aim to increase 
individuals’ beliefs that 
adoption or performance 
of the desired behaviour 
will produce a favourable 
outcome, changing their 
attitudes towards the 
desired behaviour. 

 

 
 

 

 

 

 

 

 

 

 

 

 

Aim to increase the 
perceived behaviour 
expectations of important 
referent 
individuals/groups, 
increasing the perceived 
social pressure on 
individuals to adopt/not 
adopt or perform/not 
perform the desired 
behaviour. 

 

 

 

 

 

 

 

 

 

 

 

 

Aim to increase 
individuals’ perceptions 
that they can control their 
actions, despite perceived 
factors that may facilitate 
or impede their adoption 
or performance of the 
desired behaviour. 

 

 
 

 

 

 

 

 

 

 

 

 

 

Aim to increase 
individuals’ belief that 
adoption or performance 
of the desired behaviour 
will lead to a particular 
outcome.  
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Disclosure 
 
Have you ever been involved in the design, development and/or implementation of the LMLM 
intervention?  And if so, in what capacity? 
 
Please write your answer here  
 

 

 Very 
Strong 

Strong Moderate Weak Very 
Weak 

Unable to 
assess 

Aim to increase 
individuals’ adoption or 
performance of the 
desired behavior through 
their observing the 
actions and outcomes of 
others. 

 

 

 

 

 

 

 

 

 

 

 

 

Aim to increase 
individuals’ knowledge on 
the desired behavior, and 
their capability to adopt or 
perform the desired 
behavior. 

 

 

 

 

 

 

 

 

 

 

 

 

Aim to increase 
individuals’ confidence in 
adopting or performing 
the desired behavior at a 
certain level of 
competence.  

 

 

 

 

 

 

 

 

 

 

 

 

Aim to increase 
individuals’ adoption or 
performance of the 
desired behavior by 
creating an enabling, 
supportive environment, 
whilst also taking 
advantage of the benefits 
adoption or performance 
of the behavior will have 
on the environment. 

 

 

 

 

 

 

 

 

 

 

 

 

Aim to increase 
individuals; adoption or 
performance of the 
desired behavior by 
reinforcing the benefits of 
adoption and 
performance , and 
minimizing any negative 
responses that may deter 
adoption or performance 
of the desired behavior. 
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Appendix 24: Part 2a. Pilot study: letter of invitation 

 

 

Dear XXXXXXX 

 

Re:  Invitation to Participate in a Pilot Study 

 

My name is Amanda Dunlop-Hill, and I’m currently undertaking a PhD at the School of 

Population of Health (SOPH), investigating the efficacy and effectiveness of an approach that 

aims to encourage Pacific peoples to adopt, perform or and/or maintain healthy behaviour. 

 

As part of my research, I’ll be conducting a pilot study with 30 people of Samoan, Cook 

Islands, Tongan and New Zealand European ethnicity (‘the research population’). I’d like to 

invite you to take part in this pilot study. 

 

The pilot study will be conducted in a group session. This session will take place on: 

 

19 March 2010 

10.00 – 11.30am 

Seminar room 287 

University of Auckland School of Population Health 

Tamaki campus 

 

The participant information sheet attached provides more information about the study. 

 

I hope you accept this invitation to take part in the pilot study. Your participation and support is 

greatly appreciated. 

 

It would be greatly appreciated if you could please let me know whether you’re going to take 

part by 16 Match 2010. 

 

Ia manuia. Best wishes. 

 

 

 

 

 

 

Amanda Dunlop-Hill 
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Appendix 25: Part 2a. Pilot study: participant information sheet 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 8 March 2010 

 
PARTICIPANT INFORMATION SHEET 

Part 2a: Pilot Study 
 

Social Marketing, Pacific peoples in New Zealand 
 

 

I’d like to invite you to take part in a pilot study I’m conducting as part of a wider study for the 

purpose of a PhD at the School of Population Health (SOPH), University of Auckland. The study is 

investigating the efficacy (internal validity) and effectiveness (external validity) of a social marketing 

approach for Pacific peoples in New Zealand. It’s funded by an award from the University of 

Auckland. 

 

What is the aim of the pilot study? 

The aim of the pilot study is to test the study instrument that’s been developed to measure the 

efficacy of the approach to ensure it works and gets the desired results. 

 

Who can take part in the pilot study? 

People of Samoan, Cook Islands, Tongan and New Zealand European ethnicity will be invited to 

take part in the pilot study. 

 

How many people will take part in the pilot study? 

Up to 30 people will be invited to take part in the pilot study. 

 

How and where will the pilot study be done? 

The pilot study will be conducted in a group session. It will take place on Friday 19 March 2010, 

10am to 12noon, Seminar room 287, SOPH. It will take approximately 60-75 minutes. 

 

In the session, you’ll be presented four cases and asked your views, behaviour and intention 

towards the specific health behaviour being promoted. The cases and the questions will be 

presented on a datashow projector. You’ll record your responses directly into the Personal Digital 

Assistant (PDA) or laptop provided. 

 

What happens if I decide to take part in the pilot study? 

If you decide to take part in the pilot study, please let me know by 16 March 2010. 

 

Participation in the pilot study is purely voluntary. You don’t have to answer all the questions, and 

may stop taking part at any time. You can withdraw your recorded answers at any time, and don’t 

have to give a reason for withdrawing. If you later decide to withdraw completely from the pilot 

 
 

Amanda Dunlop-Hill 
Health Systems 
School of Population Health 
Faculty of Medical and Health Sciences 
University of Auckland 
Private Bag 92019 
Auckland 
New Zealand  
 

Telephone: 64 9 373 7599 ext. 86288 
Facsimile: 64 9 373 7503 
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study, you may do so up to 29 March 2010. If you wish, I can send you a brief summary of the 

results. 

 

Storage and Safekeeping of Information 

The information obtained from the pilot study will be kept in a locked cabinet on University 
premises, and all computer records password-protected. When the main study is completed in 
March 2011, all information, records and data will be stored for 6 years in a secure place on 
University premises. All future use of the information collected will be strictly controlled under the 
Privacy Act.  
Confidentiality and Anonymity 

Because this pilot study is being conducted in a group session, your participation will be known to 

the other members of the group. I ask that you agree not to discuss with anyone else who the other 

members of the group were. 

 

The information you provide is confidential. Nothing that could identify you will be given or used in 

any reports on this research. 

 

What are the possible benefits of my taking part in the pilot study?   

You may gain new knowledge and information through taking part in this study, which may 

encourage you or your family members to adopt, perform or maintain healthy behaviour. You will 

also be contributing to an important piece of research, which will not only have a significant impact 

on social marketing approaches for Pacific peoples, but on the field generally. 

 

Contact Details 

If you would like more information about the study, please contact one of the following: 

 

Researcher:      Supervisor: 

Amanda Dunlop-Hill (PhD Candidate)  Dr Janet Clinton 

Health Systems     Health Systems 

The School of Population Health   School of Population Health 

The University of Auckland   University of Auckland 

Private Bag 92019, Auckland   Private Bag 92019, Auckland 

Tel: (09) 373 7599 ext. 86288   Tel: (09) 373 7599 ext. 89143 

email: aj.dunlop-hill@auckland.ac.nz  email: j.clinton@auckland.ac.nz 

 

Head of Department: 

Associate Professor Toni Ashton 

Health Systems 

School of Population Health 

University of Auckland 

Private Bag 92019, Auckland 

Tel: (09) 373 7599 ext. 86136 

email: t.ashton@auckland.ac.nz 

 

For any queries regarding ethical concerns you may contact the Chair, The University of Auckland 

Human Participants Ethics Committee, The University of Auckland, Office of the Vice Chancellor, 

Private Bag 92019, Auckland. Telephone (09) 373 7599 ext. 87830. 

 

 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS 

COMMITTEE ON 1 OCTOBER 2009 FOR THREE (3) YEARS. REFERENCE NUMBER 2009/442. 

 

  

mailto:j.clinton@auckland.ac.nz
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Appendix 26: Part 2a. Pilot study: consent form 

 

 

 

 

 

 

 

 

1 March 2010 

CONSENT FORM 
Part 2a: Pilot Study 

 

Social Marketing, Pacific peoples in New Zealand 

 I have read and understand the Participant Information Sheet for the pilot study. 

 I have had the opportunity to discuss this study.  I am satisfied with the answers I have been 

given, and understand that I may ask further questions at any time. 

 I understand that I have the right to decline to answer any particular question(s). 

 I know that my participation in this study is voluntary (my choice) and that I can withdraw from 

the study at any time. 

 I know that up until 29 March 2010 I can ask to have my responses withdrawn from the study. 

 I understand that my participation in this study is confidential and that no information that could 

identify me will be used in any reports on this study. 

 I have had time to consider whether to participate in this study. 

 I know who to contact if I have any questions about the study. 

 I wish to receive a brief summary of the results from this study.    YES/NO 

There may be a significant delay between data collection and publication of the results.   

 

I (Full name) ______________________________ hereby consent to take part in this study.   

(Signature) ____________________________ 

(Date)       ________________________________ 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS 

COMMITTEE ON 1 OCTOBER 2009 FOR THREE (3) YEARS. REFERENCE NUMBER 2009/442. 

 
Amanda Dunlop-Hill 
Health Systems 
School of Population Health 
Faculty of Medical and Health Sciences 
The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand  
 

Ph:  09 373 7599 ext. 86288 
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Appendix 27: Part 2a. Pilot study: study protocols and tool (example) 
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366 
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371 
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373 



 

374 
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376 



 

377 



 

378 



 

379 



 

380 



 

381 



 

382 



 

383 



 

384 



 

385 



 

386 
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Appendix 28: Part 2b. Elicitation study: letter of invitation 

 

 

 

 

Dear XXXXXXXXXX 

 

Re:  Invitation to Participate in a Questionnaire 

 

My name is Amanda Dunlop-Hill and I’m currently undertaking a PhD at the School of 

Population of Health (SOPH), looking at the effectiveness of a social marketing approach for 

Pacific peoples in New Zealand. As part of my research, I’m conducting a short questionnaire 

with 25 people of Samoan, Cook Islands, Tongan and New Zealand European ethnicity to 

obtain their beliefs on four health behaviours. The information obtained from this questionnaire 

will help inform the development of the study instrument for my main study. The purpose of this 

email is to invite you to take part in the questionnaire. 

 

The questionnaire is an electronic questionnaire, and will run from 12 March to 22 March 2010. 

You can complete it and return it any time during this period. 

 
The questionnaire itself will take approximately 45 minutes. Bullet points answers are fine. 
 
The Participant Information Sheet attached provides more information about the questionnaire 
and the wider study. 
 

I hope you accept this invitation to take part in the questionnaire. Your participation and 

support is greatly appreciated. 

 

 

Ia manuia. Best wishes. 

 

 

 

 

 

 

Amanda Dunlop-Hill 
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Appendix 29: Part 2b. Elicitation study: participation information sheet 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

PARTICIPANT INFORMATION SHEET 
Part 2b: Elicitation Study 

 

Social Marketing, Pacific peoples in New Zealand 
 
 

What is the aim of the questionnaire? 

The aim of the questionnaire is to obtain Samoan, Cook Islands, Tongan and New Zealand 

European people’s beliefs on four specific health behaviours.  The information obtained will help 

inform the development of the study instrument for the main study. 

 

Who and how many people will take part in the questionnaire? 

25 people of Samoan, Cook Islands, Tongan and New Zealand European ethnicity will be invited to 

take part in the questionnaire. 

 

How and when will the questionnaire be done? 

The questionnaire will be conducted via email.  It will run from 12 March to 22 March 2010.  

Participants can complete and return the questionnaire any time during this period. 

 

What happens if I decide to take part in the questionnaire? 

If you decide to take part in the questionnaire, please complete it and return it by 22 March 2010. 

 

Participation in the questionnaire is purely voluntary.  You don’t have to answer all the questions, 

and may stop taking part at any time.  You can withdraw your answers at any time, and don’t have 

to give a reason for withdrawing.  If you later decide to withdraw completely from the questionnaire, 

you may do so up 31 March 2010. 

 

If you wish, I can send you a brief summary of the results. 

 

Your submitting your completed questionnaire is an indication of your consent to take part in this 

questionnaire. 

 

Storage and Safekeeping of Information 

The information obtained will be kept in a locked cabinet on University premises, and all computer 

records password-protected. When the main study is completed in March 2011, all information, 

 
Amanda Dunlop-Hill 

Health Systems 
School of Population Health 
Faculty of Medical and Health Sciences 
The University of Auckland 
Private Bag 92019 
Auckland 
New Zealand  
 

Ph:  09 373 7599 ext. 86288 
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records and data will be stored for 6 years in a secure place on University premises.  All future use 

of the information collected will be strictly controlled under the Privacy Act.  

 

Confidentiality 

The information you provide is confidential.  Nothing that could identify you will be given or used in 

any reports on this research. 

 

What are the possible benefits of my taking part in the questionnaire?   

You will be contributing to an important piece of research, which will not only have a significant 

impact on social marketing and behaviour change approaches for Pacific peoples, but on the field 

generally. 

 

Contact Details 

If you would like more information about the study, please contact one of the following: 

 

Researcher:      Supervisor: 

Amanda Dunlop-Hill (PhD Candidate)  Dr Janet Clinton 

Health Systems     Health Systems 

The School of Population Health   School of Population Health 

The University of Auckland   University of Auckland 

Private Bag 92019, Auckland   Private Bag 92019, Auckland 

Tel: (09) 373 7599 ext. 86288   Tel: (09) 373 7599 ext. 89143 

email: aj.dunlop-hill@auckland.ac.nz  email: j.clinton@auckland.ac.nz 

 

Head of Department: 

Associate Professor Toni Ashton 

Health Systems 

School of Population Health 

University of Auckland 

Private Bag 92019, Auckland 

Tel: (09) 373 7599 ext. 86136 

email: t.ashton@auckland.ac.nz 

 

For any queries regarding ethical concerns you may contact the Chair, The University of Auckland 

Human Participants Ethics Committee, The University of Auckland, Office of the Vice Chancellor, 

Private Bag 92019, Auckland. Telephone (09) 373 7599 ext. 87830. 

 

 

 

 

 

 

APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS 

COMMITTEE ON 1 OCTOBER 2009 FOR THREE (3) YEARS. REFERENCE NUMBER 2009/442. 

 

mailto:j.clinton@auckland.ac.nz
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