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SUMMARY

Community-based interventions are an important com-
ponent of obesity prevention efforts. The literature pro-
vides little guidance on priority-setting for obesity
prevention in communities, especially for socially and
culturally diverse populations. This paper reports on the
process of developing prioritized, community-participatory
action plans for obesity prevention projects in children
and adolescents using the ANGELO (Analysis Grid for
Elements Linked to Obesity) Framework. We combined
stakeholder engagement processes, the ANGELO
Framework (scans for environmental barriers, targeted
behaviours, gaps in skills and knowledge) and workshops
with key stakeholders to create action plans for six diverse
obesity prevention projects in Australia (n ¼ 3), New
Zealand, Fiji and Tonga from 2002 to 2005. Some sites
included sociocultural contextual analyses in the environ-
mental scans. Target groups were under-5-year-olds

(Australia), 4–12-year-olds (Australia) and 13–18-year-olds
(all four countries). Over 120 potential behavioural,
knowledge, skill and environmental elements were ident-
ified for prioritization leading into each 2-day workshop.
Many elements were common across the diverse cultural
communities; however, several unique sociocultural
elements emerged in some cultural groups which informed
their action plans. Youth were actively engaged in adoles-
cent projects, allowing their needs to be incorporated into
the action plans initiating the process of ownership. A
common structure for the action plan promoted efficien-
cies in the process while allowing for community creativity
and innovation. The ANGELO is a flexible and efficient
way of achieving an agreed plan for obesity prevention
with diverse communities. It is responsive to community
needs, combines local and international knowledge and
creates stakeholder ownership of the action plan.
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INTRODUCTION

To control the burgeoning childhood obesity
epidemic, long-term comprehensive programs
have the greatest potential. These are programs
that introduce settings-based policies, address
underlying social and cultural contextual factors

and use multiple strategies in multiple settings
and sectors that are applied in a collaborative
manner (Kumanyika et al., 2002; WHO, 2003;
Doak et al., 2006). The need to address under-
lying sociocultural factors is often overlooked
but important because they influence eating and
physical activity behaviours (Kumanyika, 1993;
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Mavoa, 2006) as well as attitudes to body size
(Becker, 1995; Ricciardelli and McCabe, 2003).

Much of the evidence for obesity prevention
stems from a modest number of published inter-
vention studies, most of which have not been
comprehensive in their approach, rather, they
have focused on single strategies (mainly edu-
cation; increasing the level of physical activity
in school) set in a single setting (mainly
primary schools) and few have demonstrated
an impact on target groups (Jain, 2005;
Summerbell et al., 2005; Doak et al., 2006).
Thus, there is little guidance in the literature on
what concrete actions can be taken to prevent
childhood obesity at a community level,
especially for socially and culturally diverse
populations. This lack of evidence and the
complexity of implementing a comprehensive
approach to obesity prevention makes priority
setting for effective action to control the obesity
epidemic an enormous challenge (Swinburn
et al., 2005), although the processes used for
prioritizing actions in other areas (Hawe et al.,
1990; National Public Health Partnership, 2000;
Bartholomew et al., 2001, Carter, 2001; Green
and Kreuter, 2005) can be applied to obesity
prevention.

The complex process of prioritizing strategies,
implementing actions and evaluating impacts
can be tested with demonstration communities
where initial resources and research expertise
can be focused into a defined sociocultural and
geographical area. Based on this rationale, we
have supported several whole-of-community
demonstration projects for obesity prevention
and assisted the communities to set priorities
for action.

The planning process has been built around
the ANGELO Framework (Analysis Grid for
Environments Linked to Obesity) which was
originally developed by Swinburn et al.
(Swinburn et al., 1999) to categorize the various
components of the obesogenic environment into
two sizes of environment (micro/settings and
macro/sectors) and four types of environments
(physical, economic, policy and sociocultural).
The framework has since been integrated into
an environmental research framework for
weight gain prevention (Kremers et al., 2006)
and expanded as an assessment tool for
environmental determinants of obesity
(Swinburn et al., 1999; Swinburn, 2004). The fra-
mework has also been used as an assessment
tool for potential interventions (WHO, 2002), a

classification system for systematic reviews of
the obesogenic environment (Ferreira et al.,
2007; van der Horst et al., 2007; Wendel-Vos
et al., 2007) and on urban health and healthy
weights (Raine et al, 2008); and as a guide to
scanning individual behaviours for action
(Egger et al., 2007). In this paper, we describe
the use of the framework as part of the priority
setting process for obesity prevention action in
communities. The widening use of the
ANGELO Framework has, therefore, led us to
swap the ‘E’ from ‘Environments’ to ‘Elements’
so that ANGELO now stands for Analysis
Grids for Elements Linked to Obesity.

This priority-setting process (which we called
the ANGELO Process because of the central
use of the ANGELO Framework) is described
here, drawing on our experiences across six
whole-of-community obesity prevention projects
for children and adolescents in four countries
[Australia (3), New Zealand, Fiji and Tonga].
The ANGELO Process is evidence- and
practice-based (Green, 2001; Rychetnik et al.,
2004; Smith et al., 2006). It follows the prin-
ciples and action areas of health promotion
(Green and Kreuter, 2005; McKenzie
et al.,2005; Keleher et al., 2007) and the pro-
cesses of priority setting where ‘technical assess-
ments’ (evidence from the literature, local
evidence and experience, specific analyses or
targeted research) are included in a due process
(engagement with the key stakeholders, joint
and transparent decision-making) so that agreed
priorities are reached (Pickett and Hanlon,
1990; National Public Health Partnership, 2000;
Carter, 2001; Green and Kreuter, 2005;
Swinburn et al., 2006).

METHODS

Obesity prevention demonstration projects

The structure of the six whole-of-community
demonstration projects is outlined in Figure 1.
Three projects are part of the Sentinel Site for
Obesity Prevention (Barwon South-West region
of Victoria, Australia). One Australian project
and the three projects in New Zealand, Fiji and
Tonga targeted 12–18-year-olds. These four
adolescent projects are part of the Obesity
Prevention in Communities (OPIC) collabor-
ation. All projects were initiated from norma-
tive needs (Bradshaw, 1972), based on the
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opinion and experience of experts according to
current research and findings.

The demonstration projects, detailed else-
where, were quasi-experimental and used a
variety of designs to concurrently assess appro-
priate comparison groups (Schultz et al., 2007;
Swinburn et al, 2007).

All intervention sites were purposively
chosen. Projects incorporated a 1-year planning
period including community engagement, the
development of the action plan with the com-
munities and the collection of baseline data;
and a 3-year intervention period based on
capacity building principles (New South Wales
Health, 2001; Smith et al, 2006) before adminis-
tering repeat measurements.

The priority setting process

This process (hereafter referred to as the
ANGELO Process) occurred in four phases: (i)
sociocultural analyses (outside Australia); (ii)
stakeholder engagement; (iii) a stakeholder
workshop to confirm and assess the elements in
the ANGELO Framework; and (iv) creation of

the draft action plan. The ‘elements’ in the fra-
mework refer to a list of potential target beha-
viours, potential knowledge and skill gaps to
address and potential environmental barriers to
overcome. Together, these four phases made up
the initial stages of the full health promotion
process (Hawe et al., 1990; Green and Kreuter,
2005; McKenzie et al.,2005; Keleher et al., 2007)
by incorporating needs assessments, prioritiza-
tion, early planning stages as well as contribut-
ing to capacity building and formative
evaluation (Table 1).

Sociocultural analyses

Preliminary sociocultural studies were con-
ducted in New Zealand, Fiji and Tonga to
identify key sociocultural barriers to achieve
healthy eating (such as traditions of over-eating
on social occasions), regular physical activity
(such as expectations on girls to do household
tasks rather than play sport) and healthy body
size (such as equating large body sizes with
being cared for). Sociocultural interviews were
not conducted in Australia because the

Fig. 1: Six whole-of-community demonstration projects for obesity prevention established in four countries,
supported by the Sentinel Site for Obesity Prevention and Obesity Prevention in Communities Project
(OPIC) Collaboration. (A) Location; (B) main cultural groups; (C) target age groups; (D) year commenced.
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Table 1: The overall health promotion process: the ANGELO Process covers the situational analysis, prioritization and planning phases and
contributes to building capacity and formative evaluation

Situational analysis Prioritization Planning Implementation

Technical assessment
(evidence from literature, local
evidence, experience)

ANGELO elements
relating to behaviours, knowledge/skill gaps and
environmental barriers to healthy eating and physical
activity prioritized on importance (relevance and
impact) and changeability

Action plan development Implementation and
administration of
action plan

Community engagement
(contextual situation,
sociocultural factors, felt needs,
existing programs, resources)

Aims
(overall goal)

Objectives
(what will be achieved)

Strategies
(how the objectives will be achieved)

Actions
(what will be done by whom and when)
derived from ANGELO workshop;
further refined when taken back to
community

Capacity building

Workforce development, leadership, partnerships/relationships, organizational development, resources

Evaluation

Formative, process, impact, outcome, dissemination
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sampling frame was primarily Australian
European and there was considerable literature
on which to draw (McCabe and Ricciardelli,
2001; Ricciardelli and McCabe, 2003; Brown
and Trost, 2003; Burton et al., 2003; Bell and
Swinburn, 2004; Hesketh et al., 2005; Franklin
et al, 2006) and sociocultural factors were con-
sidered to be more dominant in the Pacific
populations (Pollock, 1992; Coyne, 2000;
Khaleghian, 2003). In Fiji and Tonga, semi-
structured interviews were conducted with six
females and six males aged 12–18 years per cul-
tural group (Tongans in Tonga, Indo-Fijians
and indigenous Fijians in Fiji). Interviews were
conducted and audio-taped by an interviewer
fluent in the first language of the participant,
then transcribed and translated where necess-
ary. Researchers representing each cultural
group initially worked separately then together
to identify sociocultural factors. In New
Zealand, six focus groups were conducted with
79 adolescents, with the groups differentiated
on the basis of gender and cultural group
(Samoan, Tongan, Maori). Preliminary analysis
from the interviews and focus groups identified
elements that were incorporated into the
respective ANGELO Framework and were pre-
sented back to communities before or during
the stakeholder workshops.

Stakeholder engagement

The engagement component involved advocacy
for the project through initial discussions with
people in the organizations related to the
target settings (schools), relevant government
agencies (health and education departments)
and other key local organizations (churches
and local government). Discussions with ‘cham-
pions’ or people visible and influential in the
communities also occurred through a ‘snowbal-
ling’ process. Additionally, the elements to be
prioritized at the workshop were listed (poten-
tial behaviours, knowledge and skill gaps and
environmental barriers) and discussed to
obtain feedback on inclusiveness and language
used.

Prioritization workshop

A 2-day stakeholder workshop was conducted
to finalize and prioritize the ANGELO
elements and develop a draft action plan. The
workshops were facilitated by researchers with

community-based obesity prevention expertise
and occurred in five stages (Figure 2).
Participants were representatives from key sta-
keholder organizations and included student
representatives for the four adolescent projects,
who for some of the workshops, were in the
majority.

The situational analysis involved presenting
and discussing data collected from the technical
assessments and community consultations (e.g.
what programs are already operating). In the
scanning phase (stage two), workshop partici-
pants were asked to consider key behaviours to
target, knowledge and skill gaps related to the
behaviours to be addressed (e.g. misunderstand-
ings about the role of breakfast in maintaining a
healthy weight), and environmental barriers
(including sociocultural elements) to be con-
sidered. These elements, presented in work-
sheets, had been modified for each community
according to available evidence and feedback
from the community (described above) and
were subsequently checked with workshop par-
ticipants. The scanning then involved briefly dis-
cussing each element to ensure a common
understanding and to identify any new elements
that were relevant to each community.

The prioritization process (stage three)
involved a scoring process that used a five-
point scale where potential elements were
scored for importance (what is the relevance
and impact of this in our situation?; 1¼‘not
important’ to 5¼‘extremely important’) and
changeability (how easy or hard is this element
to change in our situation?; 1¼‘very hard to
change’ to 5¼‘very easy to change’). Rating
scores for importance and changeability were
multiplied to give a total score for each of the
elements, and then ranked giving five points
for the highest ranked to one point for the fifth
ranked (no ties were allowed). Collated scores
prioritized the elements for incorporation into
the action plan.

Within settings relevant to the community
(e.g. homes, schools, neighbourhoods and
churches), environmental barriers were scanned
(as above) and prioritized in terms of food,
physical activity and body size preferences
under the following environment type: physical
(what is/is not available?), economic (what are
the financial factors?), policy (what are the
rules?) and sociocultural (what are the attitudes,
beliefs, perceptions, values, expectations, prac-
tices?) (Swinburn et al., 1999).
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Drafting the action plan

The merge (stage four) pulled together the
highest ranked behavioural, knowledge, skill
and environmental elements in the key settings
(about 6–8 for each) as top targets for action.
These were discussed by participants, and in the
final step, the agreed priority elements were
moulded into a structured action plan (stage
five). The behaviours were generally used to
create the objectives, and the associated knowl-
edge gaps and environmental barriers were
used to identify the strategies.

When formulating the action plan, guidance
was provided by the facilitator around develop-
ing an overall aim or goal (a statement that
explains the project and states the target group;
measured as the project’s outcome); writing
SMART [Specific, Measurable, Achievable,
Relevant, Time-bound, (Round et al., 2005)]
objectives and developing strategies. Participants

were encouraged to brainstorm a name for their
project if time permitted, otherwise a name was
chosen later by the community.

RESULTS

Sociocultural analyses

The key sociocultural findings that informed the
relevant ANGELO worksheets were presented
at their workshops. Table 2 shows an overview
of the key findings from the one-on-one inter-
views conducted with three cultural groups in
Fiji (indigenous Fijians and IndoFijians) and
Tonga. It is not possible to compare these with
the focus group findings conducted in
Auckland, given the different methodology.
Many key factors were common to all three cul-
tural groups; for example, family members pro-
vided important messages about food, physical

Fig. 2: The ANGELO Process to identify priority elements for inclusion into an agreed action plan. SMART
stands for Specific, Measurable, Achievable, Relevant, and Time-bound (as attributes of good objectives).
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activity and body size that both supported and
inhibited a healthy lifestyle. Culturally specific
sociocultural factors included the perceived
influence of the media on body-size preferences
(greater for IndoFijians) and the prioritization
of study over recreation (IndoFijians) (Cama,
2006, unpublished report; Mavoa et al., 2007).

Stakeholder engagement

This period of advocacy and engagement took
about 6–12 months and was critical for ensuring
key stakeholder organizations were engaged in
the proposed projects and were able to work
collaboratively to develop an action plan. (In
the Pacific, once project staff are accepted,
strong long-term stakeholder relationships are
developed.) Community members provided
valuable information on the context of their
community and key settings, and about existing
programs, networks and resources to support
the project. In some instances, Members of
Parliament and religious leaders (particularly in
Fiji and Tonga) were engaged. Key champions
(e.g. teachers, local sporting champions) were
identified by key stakeholders as those who
were visible or influential in communities. In

general, stakeholders were enthusiastic about
the projects’ objectives to improve healthy
eating and physical activity and readily engaged
in the consultation processes. Some concerns,
however, were raised by communities and
schools during this consultation stage. These
included funding of implementation activities,
fitting the action into the crowded school time-
tables, the added burdens to teacher workloads,
the sensitive nature of weighing and measuring
children and the sustainability of activities once
project funding finished. During this time, the
process also involved employment of project
staff and setting up of interim project structures.

ANGELO workshops

Workshops participants were updated on inter-
national evidence on obesity prevention, rel-
evant data for the target age group and local
contextual information. They then worked
through pre-prepared worksheets to score pri-
ority behaviours to target, knowledge and skill
gaps, and environmental barriers to address. In
total, there were over 120 elements listed for
prioritization. Table 3 shows an example of the
list of 15 potential behaviours and the two

Table 2: Key sociocultural findings that informed the ANGELO workshops in Fiji and Tonga (the dots
identify elements noted by at least 50% of interviewees)

List of sociocultural elements Fijians Indo-Fijians Tongans

Food and eating
Knew about healthy and unhealthy food and drinks † † †
Favourite foods and drinks high in fat and/or sugar † †
Often skipped breakfast, especially females † †
Mothers and grandmothers provided most messages about food at home † † †
Peers influenced school food by sharing † † †
Unmonitored spending money to purchase junk food † †

Physical activity
More males exercised than females † † †
Males perceived to have more freedom for recreational activities † †
Safety seen as a barrier for females’ recreational activities † †
Chores limited females’ recreational activities † †
Study (school) seen as a barrier to recreational activities † †
Families provided messages about physical activity (PA), especially fathers † †
Older siblings and cousins encouraged PA †
Peers provided messages about PA † †
Sports and sports stars provided messages about PA, especially for males † †

Body size preferences
Body size preference ‘not too skinny, not too fat’ † †
Males wanted to increase weight or muscle † †
Parents provided messages about ideal weight † †
Older siblings and cousins provided messages about ideal weight † †
Peers provided messages about ideal weight † †
The media provided messages about ideal weight † †
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additional behaviours (added by participants on
the day of the workshop) for the Australian
adolescent community and the results from the
prioritization stage (highest ranked scores).

Similar elements were listed with the other
non-Australian communities with a maximum
of 18 elements, most being common across all
communities. Several behaviours were worded
differently between communities, but essentially
had the same meaning, with culturally specific
examples given for most elements. For example
‘have healthier lunches more often’ was worded
for Tonga as ‘increase the healthiness of school
lunch with less high-fat, high-sugar food for
lunch (e.g. keke [cake]) and more healthy
choices (e.g. manioka [tapioca], rice, fruit, veg-
etables, fo’i moa [hen’s egg])’.

Specific behaviours relating to sociocultural
factors that emerged from Fiji and Tonga were
included on their respective worksheets. Those
that emerged from Fiji included decreasing high
fat/high sugar foods after school and decreasing
the purchase of high fat/high sugar snacks; bal-
ancing food quantities across the day; reducing

starchy vegetables e.g. taro; and the notion of
‘early to bed, early to rise’. Behaviours unique
to Tonga included replacing butter and dripping
with healthier oils, learning to fish and making
a home garden.

Table 4 shows an example of the potential
knowledge and skill gaps to target for the Fijian
community and the results from the prioritiza-
tion stage. Environmental barriers to change
were identified for relevant settings and included
homes/families, schools, neighbourhoods (com-
munity organizations, sports clubs and shops),
churches and villages where appropriate.

Table 3: List of the potential behaviours and the
prioritized behaviours to target in interventions,
from the Australian adolescent community project
(It’s Your Move!)

List of elements for potential behaviours to
target

Top
rankings

Increase the amount of fruit eaten 3
Increase the amount of vegetables eaten
Increase water intake and decrease high

sugar drinks
1

Have a complete breakfast more often 2
Decrease junk food (high fat, high sugar)

before or after school
Have healthier lunches more often 4
Have dinners that are lower in fatty foods

(e.g. fried foods, takeaways)
Decrease serving sizes
Increase participation in organized sport 6
Increase participation in other organized

activities that involve being active (e.g.
dance, martial arts)

7

Increase informal activities that involve
being active (e.g. skateboarding, shooting
basketball hoops)

Increase walking/cycling (and less car use) 5
Increase physical education (PE) in schools
Decrease TV viewing time
Decrease electronic games time
Additional

Increase activities at lunch/recess
Decrease dieting behaviours

Table 4: List of potential knowledge and skill gaps
for prioritization, showing the prioritized results for
Fijian adolescent community project (Healthy
Youth, Healthy Communities)

List of elements for knowledge and skill
gaps

Top
rankings

To know that takeaways are fattening
To know that snacks like chips/crisps, vara

(germinated coconut) and bhajiah (deep
fried savoury snack) are fattening

To understand appropriate serve sizes
To know the importance of eating breakfast

each morning
1

To understand what a healthy body size
looks like

To know that fruit juices and cordials are
high in sugar

To know what healthy school food choices
are

2

To know what healthy after-school food
choices are

To understand that ghee, butter and oils are
fattening

To know that dalo (taro; starchy root crop)
and rice is not very fattening

To get a taste for lots of different types of
vegetables (F)a

To have the cooking skills to make tasty
healthy meals (i.e. using less fat)

5

To have good sports skills, e.g. ball skills (I,
girls)a

To know what is a good amount of physical
activity to do each day

To know where sports and activities are
offered

To understand that walking is good exercise 3
To know that being overweight causes

diabetes and heart disease
3

Additional
To know the importance of adequate
sleep

aElements that the socio-cultural studies found to be
particularly important for particular gender or ethnic
groups (F¼Fijians, I¼IndoFijians).
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For brevity, the identified barriers in the home/
family setting for the four adolescent projects
have been combined and shown in Table 5. In
the worksheets, the elements were grouped
according to type of environment (physical,
economic, policy or sociocultural).

The highest ranked barriers to target emer-
ging from the prioritization of home environ-
ments for the New Zealand community were no
fruit at home, too many of high fat snacks at
home, few home rules about eating junk food,
mainly high fat low vegetable meals, family
practices not supportive of reducing fatty foods,
junk food for lunchboxes and few home rules
about TV viewing.

The action plans

For each community, consensus was reached
from discussions on an overall goal for their
project and these included both a capacity
building and obesity prevention component. For
example, the goal in Fiji was ‘to increase the
capacity of the Nasinu community to promote
healthy eating and regular physical activity and
to reduce the development of overweight and
obesity in the youth in the community’. In other
communities, the terms ‘overweight’ and
‘obesity’ were deemed inappropriate and were
replaced by ‘maintaining healthy weight’.

Eight to 10 objectives were developed for
each action plan. Three of these were common
across all plans: building community capacity
(workforce development, leadership, partner-
ships/relationships, organizational development
and resources), communicating the project
messages (social marketing) and evaluating the
project. The latter two usually required their
own sub-plans. Four or five objectives stemmed
from the priority behavioural elements obtained
from the ANGELO Framework. Fijian youth
identified ‘early to bed, early to rise’ as an
element for action and although this was not
identified by other groups present (including
the Indo-Fijian youth), it was not rejected.
Instead, the ANGELO Framework allowed for
this specifically identified element as it was sub-
sequently incorporated into the first behavioural
objective, i.e. ‘to significantly reduce the pro-
portion of adolescents who skip breakfast on
school days’, after discussion around time man-
agement and the issue of skipping breakfast.
The final one or two objectives in each action
plan allowed for innovative or exploratory

interventions. In Australia, key stakeholders of
the adolescent group wanted to focus on
healthy body size and shape and decided, ‘to
create an acceptance of different healthy body
sizes/shapes and decrease episodes of inap-
propriate dieting’ as an objective, demonstrating
how the process responds to felt needs (the
areas that the adolescents think needed
addressing).

Knowledge and skill gaps and the list of
environmental barriers were scored and ranked
in the same way as behaviours and then used to
inform strategies of action for the behavioural
objectives. Strategies typically consisted of
social marketing, policy or program actions.

Once agreement had been reached on the
draft action plan at the end of each workshop,
each plan was further refined by taking it back
to the community and seeking input from other
stakeholders who were unable to participate in
the workshop. Also, timelines, processes and
accountability by project coordinators were
assigned to the action plan as it evolved.
Evaluation measures were assigned once base-
line data were analysed. The action plan was
designed to be a ‘living’ document, which
guided implementation and evolved through
several versions (up to 15) during the life of the
project.

DISCUSSION

Obesity prevention action plans were success-
fully developed in Australia, New Zealand, Fiji
and Tonga using the ANGELO Process.
Stakeholders were facilitated to develop their
own action plans for healthy eating and physical
activity, appropriate for the target age group,
culture/s and local contexts.

Priority setting is a vital step in achieving
action on obesity prevention. Indeed, the
International Obesity Prevention Task Force
(IOTF) identified priority setting as the fifth
stage of translating evidence into action
(Swinburn et al., 2005). Selecting a portfolio of
specific policies, programs and other actions
require the input of evidence from a variety of
sources and a process to analyse and incorpor-
ate that evidence into specific conclusions. This
is precisely what the ANGELO Process, as
described here, was able to achieve at a commu-
nity level. It proved to be an effective and effi-
cient way of incorporating literature evidence,
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Table 5: List of potential environmental barriers in the home/family setting, separated by environment type,
from the four communities targeting the adolescent age group

Environment type Identified elements in home/family setting (articulated as barriers)

Physical
What is/is not available?

Food:

† Not enough fruit available
† Too many high fat snacks available
† Mainly high fat, low vegetable meals
† Too many high sugar drinks at home
† Junk food for lunchboxes
† Not enough homes have gardens

Physical activity:

† Few backyards to be active in
† Low ownership of equipment
† Parents not available to support physical activity
† TV in rooms including bedrooms
† TV always on in common area

Economic
What are the financial factors?

Food:

† Not enough household money for fruit and vegetables
† Too much pocket money given and used for junk food
† Not enough money given for healthy lunches
† Healthy food not a priority for available money
† Healthy oils are more expensive than dripping
† Some families don’t have enough money for breakfast and lunch

Physical activity:

† Not enough household money for sport/recreation
† Too much money spent on sedentary entertainment (e.g. XBOX)

Policy
What are the rules?

Food:

† Few home rules about eating junk food/after school snacks
† Rules and monitoring of ‘spending’ not tight enough

Physical activity:

† No rules about TV viewing/computer game use
† Rules limiting physical activity in neighbourhood facilities
† Games, sport, exercise restricted around exams

Sociocultural
What are the attitudes, beliefs,
perceptions, values, practices?

Food:

† Family practices not supportive of healthy eating (e.g. high fat, low fruit
and vegetables, rushed meals, not eating together, skipping breakfast,
different meals for the adolescents)

† Popular foods are high in fat (e.g. takeaway, deep fried foods)
† High status foods are high in fat (e.g. meats, deep fried foods)

Physical activity:

† Families not active together
† Family practices not supportive of active transport, sports/informal

activities
† Higher value given to sedentary activities
† Higher value given to school work versus sports and games
† Walking long distances (e.g. 2 km) not accepted
† Families don’t want girls to go out unsupervised

Body size:

† Perception that overweight cannot be controlled
† Fear that addressing weight issues will lead to eating disorders
† Large body size accepted/as a sign of wealth, status
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local evidence and stakeholder/community
input into judgements for identifying priority
interventions. It also served the important
process of giving the local stakeholders a
central role in the development of the plan so
that they would be empowered to deliver a
multi-strategy, multi-setting intervention dose
appropriate for their community. As one of the
principles of health promotion, stakeholder
engagement and participatory planning are
critical for developing a collaborative planning
partnership and consensus on the way forward
(National Public Health Partnership, 2000;
Green and Kreuter, 2005; Flemming and
Parker, 2007;). Moreover, the process proved to
be applicable across diverse communities.

In Fiji, Tonga and New Zealand, the prelimi-
nary qualitative research provided critical con-
textual information, including the identification
of culturally specific practices that were impor-
tant to incorporate into the action plan. This is
particularly important if there is little published
information about the culturally shaped atti-
tudes, beliefs, perceptions and expectations in
relation to food, physical activity and body size
of the target population.

In order to successfully implement a compre-
hensive obesity prevention action plan, a
capacity building approach is recognized as a
promising approach to enable actions across
multiple-settings using multiple strategies for
physical activity and healthy eating interven-
tions (Pate et al., 2000; Kumanyika et al., 2002;
Swinburn and Egger, 2002). The ANGELO
workshops contributed to building community
capacity (New South Wales Health, 2001) in
terms of workforce development (increasing
skills in project planning and knowledge about
obesity prevention); in leadership (identifying
champions) and in partnerships (by building on
or creating new relationships between key stake-
holders, sharing a common goal and creating
ownership of the project). Participating youth in
Australia became ‘Student Ambassadors’ for
the project. In Fiji, Tonga and New Zealand,
some of the adolescent participants in the
ANGELO workshops became members of
student health committees. In their roles, these
youth were active in informing the intervention
strategies and being champions (role models)
for their peers and their families (Caltabiano
and Sarafino, 2002; Sanderson, 2004). This
active engagement of youth has contributed to
the adolescents’ sense of ownership and thus

uptake of the interventions (Green and
Kreuter, 2005).

Across the four adolescent targeted commu-
nities, the number of common potential beha-
viours to target for intervention that emerged
outnumbered those that were unique to a com-
munity. This was despite clear ethnic and cul-
tural differences across the four countries,
suggesting that the ANGELO Process could be
considered for wider application. At the work-
shop, the scoring process determines the
ranking of the elements; however, these are
open to consensus to determine how they are
incorporated into the action plan ensuring the
process is a flexible one, responding to felt
needs (Bradshaw, 1972). For example, Fijian
youth prioritized balancing food quantities
across the day, while Indo-Fijian youth and
school and religious representatives did not.
However, the need for a regular and healthy
breakfast was ranked high by all groups. It was
agreed to combine these two priorities into one
objective (i.e. to reduce the proportion of youth
who skip breakfast and lunch on school days).
This flexible integration of opinions from one or
more community sectors also contributed to the
sense of community ownership (Green and
Kreuter, 2005). Similarly, fruit, vegetable, high
fat foods and drink consumption rated highly
among the church group in Fiji, but not necess-
arily by the other groups. It was then agreed
that as an innovative/experimental objective, to
include a program for promoting healthy eating
and physical activity within churches, mosques
and temples which could also potentially
encompass all these behaviours and in a range
of contexts that reflected the cultural and reli-
gious diversity of the Fijian population.

The three standard objectives incorporated
into the action plan for capacity building, social
marketing and evaluation, we would rec-
ommend for any obesity prevention program as
good practice (Hawe et al., 1990; New South
Wales Health, 2001; Donovan and Henley,
2003; Victorian Government Department of
Human Services, 2003; Smith et al., 2006; Stead
et al., 2007).

Limitations

The ANGELO Process may not suit all commu-
nities, as to date it has only been applied in
relatively small discrete towns or communities.
A pathway needs to be found for scaling this
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up, or a similar process, across larger areas
including metropolitan areas or whole states or
nations. Also, the ANGELO Process has a
focus on obesity prevention; however, the prin-
ciples could still be applied if the scope of the
intervention is broadened. The process did
require expert facilitation and therefore training
programs for facilitators would be needed for a
more widespread adoption of this process.
Other approaches such as a focus group meth-
odology across the community could also be
effective and efficient, but this possibility was
not tested here.

CONCLUSIONS

The ANGELO Process produced a comprehen-
sive action plan for community-level obesity
prevention and demonstrated a flexible and
effective practical application of evidence-based
priority-setting. Its application in cultures where
the evidence is limited and the cultural determi-
nants of obesity are likely to be strong requires
preliminary assessment of sociocultural
elements to ensure that sociocultural barriers
are incorporated into the action plan. While the
ANGELO Process starts to create community
ownership of the potential solutions for child-
hood obesity, the challenge will come with
scaling the process up for application across
many communities.
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