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ABSTRACT

Non-communicable diseases (NCDs) are the major causes of premature death and disability in Fiji, accounting for 80% of
mortality in the Fijian population [1]. This is the first community-based research in Fiji on knowledge, attitude, practice and
barriers (KAPB) regarding lifestyle risk factors that contribute to NCDs and the impact of health promotion activities on their
KAPB. This paper reports on baseline demographics and KAPB findings. Paper 2 will report on the impact of health
promotion activities on KAPB.

Methods: This is a prospective questionnaire based survey in 30 randomly selected communities located in Ba Province,
Fiji, conducted between May 2016 and April 2018.

Results: There were 952 participants with mean age was 43.2years (SD=15.4) range 18 to 83; 63.4% were iTaukei, 35.8%
were Fijians of Indian Descent (FID) and 0.7% ‘Others’ and 70% were females. There was high awareness that smoking
(94.3%), alcohol abuse (82.8%), kava abuse (72.6%), high salt intake (94.3%) and physical inactivity (97.9%) were not
good for health. However, in-depth knowledge of effects of these risk factors was low, with only around 20% having a
good knowledge. For attitude, 52.6% disagreed and 41.4% were neutral to smoking, 89.9% disagreed with alcohol abuse,
79% disagreed with Kava abuse, 84% agreed with low salt intake, and 84.6% agreed with being physically active.

As for practice, 20.7%of participants were current smokers, 20.6% drank alcohol, 37.9% drank kava, 30.5% added extra
salt to food, and 30.1% were physically inactive. Having good knowledge did not significantly decrease practice of smoking,
alcohol or kava use. Addiction was the major reported barrier to cessation of smoking (60.2%), alcohol abuse (46%) and
kava abuse (34.2%) whereas, ‘unwilling to change’ for good nutrition (51.6%) and ‘laziness’ for physical activity (43%).

Conclusion: The awareness of the various NCD lifestyle risk factors is high with poor in-depth knowledge of their impact on
NCDs. Unfortunately having good knowledge and appropriate attitude did not translate to decreases in risky lifestyle
practices.

Keywords: Non communicable diseases, smoking, alcohol, kava, nutrition, physical activity knowledge, attitude, practice
and barriers

INTRODUCTION Descent (FID) and 5.7% Others [3]. Overall in Fiji about

44.1% of the population live in rural areas?.
Of the 15 provinces in Fiji, Ba Province is the most

populous province with its 247,708 residents accounting
for 28.0% of Fiji's population [2]. It comprises of the

districts of Nadi, Lautoka, Ba, and Tavua, where this Non communicable diseases (NCDs) are the major causes
study was conducted. Fiji's population comprises of of premature death and disability in Fiji, accounting for
56.8% iTaukei (indigenous to Fiji), 37.5% Fijian of Indian 80% or more of mortality [1,4]. NCDs in Fiji are thought

to be contributing to a significant plateau in life
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expectancy since the early 1990s [5]. The Fiji Ministry of
Health and Medical Services, alongside its developmental
partners, World Health Organization (WHO) and the
Secretariat of the Pacific Community (SPC), have ongoing
health promotion interventions in response to this trend.
However recent data indicates that the prevalence of
NCDs and their impact on the well-being of Fijians is at
crisis level [6].The steady transition from indigenous
community lifestyle traditions towards a more urban and
western orientated environment continues to take its toll
on this lifestyle diseases burden of NCDs [7]. The
recognised lifestyle risk factors for NCDs in Fiji are
smoking, alcohol abuse, kava abuse, poor nutrition and
physical inactivity [1].

The Fiji national STEPs surveys in 2002 [8] and 2011 [9]
indicated Diabetes Mellitus increased from 16% to 29.6%
and Hypertension from 19.1% to 31% during that period.
Diabetes levels increased with age and were higher
amongst FID (21.2%) than iTaukei (11.5%). Overweight
and obesity increased from 29.9% to 34.9% and 18% to
32% respectively. However, it is noted that the age range
for 2002 survey was 15 to 64 years (with 30% of the
sample in the 15 to 24 years age group) whereas for the
2011 survey the age range was 25 to 64 years, which
would have affected prevalence rates. The worsening
NCD trends can be reversed by lifestyle modification and
targeted health interventions as shown in many
neighbouring developed countries [10]. The health
indicators are determined by several factors known as
‘social determinants of health” [11], which include
poverty, education, environment, socio economic status,
gender equality and employment status. The Ba Province
has some of the poorest households in Fiji with low
disposable family income [12].

This research was conducted from a primary health care
facility (Viseisei Sai Health Centre), in 30 randomly
selected communities in the Province of Ba, from May
2016 to April 2018, as part of a community
empowerment project entitled the ‘Collective Community
Ownership of Health and Social Issues’ (CCOHSI) [13]
which was funded by the European Union in the Pacific.
The project was designed to enhance the capacity of
these 30 communities to support sustainable
improvements in defined modifiable lifestyle risk factors
in health and social indicators. As part of this project a
baseline survey was conducted to assess knowledge,
attitude, practice and barriers (KAPB), regarding lifestyle
risk factors for NCDs in the 30 randomly selected
communities of Ba Province Fiji. A follow up survey was
conducted after intervention which is to be reported
separately.

AIM

To assess the impact of health promotional activities on
KAPB regarding lifestyle risk factors for NCDs in 30
randomly selected communities in the Ba Province, Fiji
Islands.

OBJECTIVES

To determine the baseline KAPB regarding lifestyle
risk factors for NCDs from the 30 communities in Ba
Province. (Results reported in this paper 1)

To assess the short-term impact of health promotion
activities on KAPB regarding lifestyle risk factors for
NCDs. (Results reported in paper 2)

METHODOLOGY

Thirty communities from all 227 villages and settlements
of Ba province were randomly selected using online
software [14]. Information sessions were held in the
communities and individuals were invited to participate in

the survey. Informed consent was obtained for
participation and trained staff administered
questionnaires using standardized pre-tested

questionnaires.

The questionnaires included demographics and KAPB
questions pertaining to NCDs and its lifestyle factors of
smoking, alcohol abuse, kava abuse, poor nutrition and
physical inactivity. To gauge attitude participants were
asked how they felt about a particular lifestyle practice.
Likert scale was used for all attitude questions where
responses were in five categories of ‘strongly agree’,
‘agree’, ‘neutral’, ‘disagree’, or ‘strongly disagree’ to the
lifestyle practice.

The data was then captured in an excel spreadsheet;
cleaned, coded and transported to SPSS version 24
statistical software for analysis. Univariate and bivariate
analyses were performed; univariate analysis for
frequency computations and bivariate analysis in
computing associations between variables. The Chi-
square test was used to test associations between
categorical variables. A 5% significance level was used
throughout.

Ethical approval was obtained from the College Health
Research Ethics Committee of the College of Medicine,
Nursing and Health Sciences, Fiji National University and
the Ministry of Health Fiji.
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RESULTS

Thirty communities (15 villages and 15 settlements) were
engaged in the project, of which 24 were located in rural
areas, one in an urban area, and five in peri-urban areas.
The mean age was 43.2 years (SD=15.4) range 18 to 83
years, with 59.3% between 30 to 60 years of age.
Significantly more iTaukeis were in the younger age
categories up to age 49 whereas more FIDs were in the
older categories of 60 and above (p<0.001). Seventy
percent were females and 30% males (Table 1) with no
significant difference in age categories by gender. The
majority had undertaken some secondary education.
There was a significant difference (p<0.001) in levels of
education by age category where those aged 60 and over
had more in ‘no education’ or just ‘primary education’
group. Younger age categories were more likely to have
had ‘secondary’ or ‘tertiary education’. There were a high
proportion (59.3%) of participants with income less than
$500 per month income with significantly more iTaukeis
(p<0.001) in this category. There was no significant
difference between iTaukeis and FIDs in the number of
individuals per household categories. Almost 81% of
participants were living in homes owned by their families
with no significant difference between the 2 major ethnic
groups. Overall 80.7% of women were unemployed and
most were involved in Domestic duties. Those with higher
education and professionals were more likely to be in the
higher income categories.

General knowledge on NCDs

Overall general knowledge regarding NCDs was high.

in Fiji, 66.8% said NCDs and 10.8% said Cancer (77.7%
some correct knowledge); 91.9% knew that NCDs were
preventable; 89.9% were aware that lifestyle changes
were required for prevention of NCDs and85.9% were
aware of some of the risk factors; 37.5% of participants
reported that someone in their family had died as a result
of NCDs, and of those 99% said it had affected how they
lived. When asked how they had made changes, 70%
stated lifestyle changes and 30% emotional changes.

SMOKING KAPB

Knowledge: The majority (94.3%) of participants were
aware that smoking was bad for health. When asked how
smoking affected health (Figure 1), 18.5% had good
knowledge (‘good knowledge’ was where participant
chose ‘all of the above’ option where they were aware of
several effects of the lifestyle risk factor on health) of the
consequences of smoking. Thirty percent of participants
thought that 1-5 cigarettes per day were good whereas
61.4% knew that no amount of cigarettes smoking was
good. The majority (95%) was aware that smoking
affects those around the smoker (passive smoking).
When asked about the benefits of cessation of smoking
(Figure 2), 20%had a good knowledge (‘all of the
above’).

Attitude: When participants were asked how they felt
about someone smoking, 19% strongly disagreed with
the practice, 33.6% disagreed, 41.4% were neutral,
3.1% agreed and 2.9% strongly agreed to the practice of
smoking. However, when asked how they felt about

When asked regarding the most common cause of deaths someone in the family smoking, 31.7% strongly
disagreed, and 47.2% disagreed.
Table 1: Socio Demographics of Study Participants
Age Category N % Gender N % Education N % Ethnicity N %
18-19 22 2.3 | Males 667 | 29.9 | Primary 275 28.9 iTaukei 604 63.4
20-29 196 | 20.7 | Female 285 70.1 | Secondary 532 55.9 FID 341 35.8
30-39 217 | 22.9 Tertiary 118 12.4 Others 7 0.7%
40-49 172 | 18.2 None 26 2.7
50-59 172 | 18.2
60-69 118 | 12.5
70-79 47 5.0
80+ 3 0.3
Income N | % :e°p'e | g || EEEEhEt N % District N %
ousehold ownership
0-200 312 | 329 | 1-5 546 59.5 | Own 769 80.9 Ba 244 25.6
201-500 306 | 32.2 | 6-10 343 | 37.1 | Rent 36 3.8 Lautoka 305 32.0
501-1000 226 | 238 | 11-15 31 | 34 [Uvewithothers | 445 | 153 | Nadi 214 | 225
1000+ 70 7.4 Tavua 189 19.9
Don’t know 35 3.7
Employment N % N:ITHZ(:;:f N % Marital status N %
Professional 41 43 |10 180 19.0 | Married 656 69.4
Skilled worker 53 5.6 1-2 328 34.6 | Single 159 16.8
Non-skilled
worker/ 54 | 57 |35 373 | 39,3 | Separated/ 35 3.7
labourer divorced
Self-employed 88 9.3 | 6-8 59 6.2 Widowed 84 8.9
Unemployed 669 | 70.3 | 9-10 6 0.6 | De-facto 11 1.2
Student 26 2.7 10+ 2 0.2
Other 20 2.1
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Figure 1: Knowledge of the effect of smoking and alcohol abuse on health
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Practice: There were 20.7% current smokers (Figure 3)
with significantly more males (46.3%) than females
(9.6%) (p<0.001). Smoking was more prevalent amongst
iTaukeis, with 25.7% current smokers and 11.3% in
FIDs. Almost 70% of participants said someone in their
family/household smoked. There was a significant
difference in smoking practices by profession: skilled
(47.2%) and non-skilled workers (37%) are more likely
to be current smokers, compared to professionals
(14.6%) and students (30.8%) (p<0.001).The reason for
smoking given by smokers was ‘peer acceptance’ (50%)
and ‘relaxation/stress’ (30.7%), ‘like it’ (12.2%), ‘all the
above’ (3.5%), and 1.6% ‘don’t know’. The majority of
smokers (60.4%) reported smoking at ‘grog
sessions’(groups of people sitting drinking kava often for
prolonged periods of time) and 5.5% at ‘alcohol
sessions’; 6.3% at ‘parties’, 6.7% at ‘work’, 7.1% ‘when
stressed’, 4.7% ‘no pattern’, 3.1%'all the time’ and 6.3%
‘don’t know’ or were vague about times they smoke.
When stratified by ethnicity, 64% of iTaukeis and 45.5%
of FIDs smoked during grog sessions. Almost 65%
reported that they commenced smoking aged 19 or

above; 29.8% started between the ages of 14-18 and
5.2% started below 13.

Of those who had ever smoked, 85% had attempted to
stop smoking at some stage and 39% of these said they
had quit. Of those who had ever tried to stop smoking,
33.2% was due to ‘sickness’, ‘cultural/religious reasons’
(12.4%), ‘family’ (18.8%), ‘financial’ (13%) and 18%
were ‘self-motivated to stop’ and 5% ‘did not know'.
There was no significant difference in the age categories
of those who had ever tried to stop smoking.

The majority (84.6%) of participants agreed that their
community should be tobacco free and 90% thought that
people should be asked to stop smoking in public places.
When asked whose responsibility it was to bring about
changes towards tobacco control, 55% said it was an

individual’s responsibility, 18% said government’s
responsibility and 23% said community leaders’
responsibility.

Barriers: There was a significant difference in the
perceived barriers to cessation of smoking amongst non-
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smokers and smokers (p<0.001). The reported barriers
to cessation of smoking by non-smokers versus smokers
were ‘addicted’ (66.2% versus 60.2%); ‘stress’ (7.2%
versus 17.6%); ‘peer pressure’ (1.2% versus 2.9%);
‘other reasons’ (3.5% versus 8.2%) and ‘don't know’
(21.9% versus 10.6%).

The reasons for failing in their attempts at cessation of
smoking were; ‘influence of grog and alcohol sessions’
(26.7%), ‘peer influence’ (13.3%), ‘after giving birth or
family reasons’ (15%), ‘relaxation’ (13.3%), ‘cultural
restriction lifted” (7.5%), and ‘recovered from illness’
(6.7%). Another 17.5% were from several other smaller
categories of reason.

ALCOHOL KAPB

Knowledge: The majority of participants (82.8%)
reported alcohol abuse was ‘bad for them’, while 10.6%
reported ‘small amounts was okay’. Twenty four percent
had good knowledge of effect of alcohol abuse (Figure 1)
and benefits of stopping alcohol abuse (Figure 2). A third
(33.4%) was aware that 1 to 2 alcoholic drinks per day
were acceptable, whereas 47% said no alcoholic drinks
were acceptable.

Attitude: When participants were asked how they felt
about alcohol abuse, 37.3% strongly disagreed with the
practice, 52.6% disagreed, 4.3% were neutral, 2.5%
agreed and 3.4% strongly agreed.

Practice: Figure 3shows20.6% were current alcohol
drinkers of which significantly more were males
(43.5%)than female (10.8%)(p<0.001).More iTaukei
(25.7%) reported consuming alcohol than 11% FIDs
(p<0.0001). However, there was no significant difference
in alcohol consumption practices between iTaukei men
(44%) and FID men (40.3%).Significantly more iTaukei
women (15.9%) reported being current alcohol drinkers
than FID women (3%) (p<0.001).There is a significant
trend (p=0.003) of a decrease in alcohol drinking with
increasing age category with 31.8% in 18-19 vyears,
32.8% in 20-29 years, 17.6% in30-39years, 20.7% in 40-
49 years, 12.3% in 50-59years and 7.8% current drinkers
in the over 60 years age groups. The majority drink
alcohol at ‘parties/functions’” (42%),'grog sessions’
(14%), ‘at home’ (13.6%) and ‘with neighbours’
(13.3%).Sixty percent drank less than once per week,
13.5% on weekends only, 17.6% 3days a week, 3.7%
everyday, 4.5% on ‘pay day’ and 0.8% did not know.
Forty percent reported drinking for ‘peer acceptance’ and
29.5% for ‘relaxation’.

Seventy percent commenced drinking alcohol at age 19
years or above, 23.4% between 14 to 18 years, 3% aged
14 years or below. Seventy-seven percent of participants

had tried to stop drinking alcohol. The main reason for
trying to stop drinking alcohol was family and
relationships (28.4%), health reasons (20.2%), religious
or cultural reasons (15.4%) and financial reasons (14%).

Barriers: There was a significant difference in perception
of barriers to cessation of alcohol abuse between non-
drinkers and current drinkers (p<0.001). Barriers include
‘addicted’ (63.6% versus 46%); ‘socially accepted’ (4.9%
versus 18.2%); ‘stress’ (8.2% versus 12.5%); ‘don't
know’ (20.2% versus 18.8%); ‘other’ (31.1% versus
4.5%) as reported by non-drinkers and current drinkers
respectively.

KAVA KAPB

Knowledge: The majority of participants (72.6%) said
kava drinking was ‘bad for them’ whereas 12.3% said it
was ‘good for them’, 10.7% were ‘neutral’, 0.5% said’
small amounts was good’ and 3.8% reported ‘don’t know’
(Figure 3). No specific questions were asked on the direct
impact of kava abuse on NCDs as there is no known
direct documented evidence of it.

When asked how many bowls of kava was good to take
per day; 31.9% said none; 28.7% saidl to 2 bowls,
19.7% said 2 to 5 bowls, 8.5% said 6to 10 bowls, 3.4%
said 11 to 15 bowls,4.7% said 16+ bowls per day. Figure
2 shows that 33.3% said that cessation ‘saves money’
and 30% reported it ‘improves health’.

Attitude: When asked how they felt about kava abuse
30%strongly disagreed with the practice, 49% disagreed,
14.8% were neutral and 6.1% either agreed or strongly
agreed.

Practice: Thirty-eight percent were current kava
drinkers (Figure 3).There was a highly significant
difference by gender where 66.3% of males and 25.8%
of females were kava drinkers (p<0.001).More iTaukeis
(50.8%) than FIDs (15%) reported consuming kava
(p<0.001)

Thirty-one percent consumed more than 21 bowls of
kava per session, 26.4%said 11-20 bowls, 6% said 6 to
10 bowls and 26.4% said less than 5 bowls.

Females consumed significantly less (p<0.001) Most
reported consuming kava at traditional functions (58%),
35.6% said occasionally and 6.2% everyday.

The number of hours reported spent sitting per grog
session was less than 30 minutes for 14%, 1 to 2 hours
for 37.2%, 3 to 5 hours for 36.3% and more than 5
hours for 12.4% of kava drinkers.
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Fifty-four percent commenced drinking kava between
ages 19 to 29 years, 14.1% started at 30 years or above
and 13.7% at 18 or younger.

Barriers: There was a significant difference in perception
of barriers to cessation of kava abuse (p<0.001) between
those that do not drink kava and those that drink kava.
Perceived barriers include ‘addicted” (61.5% versus
34.2%); ‘stressed’ (4.8% versus 4.5%),
‘cultural/tradition” (10.4% versus 21.1%), ‘other’ (10.4%
versus 28.3%) and ‘don't know’ (13% versus 11.9%)
respectively for kava non-drinkers and drinkers.

NUTRITION KAPB

Knowledge: Most participants (94.3%) knew that
adding extra salt was bad for them. Similarly, 97.6% of
participants were aware that oily and fatty food was not
good for them

Attitude: When asked how they felt about salt
restriction, 48.6% strongly agreed with this practice,
35.4% agreed, 3.6% were neutral, 4.7% disagreed and
6.9% strongly disagreed.

Similarly, with the attitude towards daily intake of
vegetables, 47.9% strongly agreed, 46.2% agreed, 2.7%
were neutral and 3.1% strongly disagreed or disagreed.
Again an overwhelming 98% agreed or strongly agreed
to the need to eat fruits daily.

Practice: Thirty percent reported adding extra salt to
their food while eating, and of these 39.7% were iTaukei
and 14.5% were FID (Figure 3).Forty-two percent
reported they consumed fruit 1 to 2 days a week, 29.4%
3 to 5 days a week, 25.7% more than 5 days; 2.8% said
they never eat fruit. Fifty-four percent reported they
consumed 1 to 2 serves of vegetables per day, 22.6%
had 3 to 5 serves and 22% had more than 5 serves while
1.1% reported none per day.

Barriers: ‘People unwilling to change’ was the most
common (51.6%) barrier reported, followed by ‘lack of
knowledge’ (19.7%), ‘poverty’ (14.4%), ‘too hard’
(3.2%), ‘lack of access’ (1.8%) and ‘don’t know’ (9.3%).

PHYSICAL ACTIVITY KAPB

Knowledge: Ninety-eight percent said being physically
active was good for them (Figure 3).Benefits of physical
activity reported ‘improved fitness’ (67.7%), ‘lowers BP’
(4%), ‘improves blood sugar’ (1.5%). Around 22.4% had
good knowledge and 4.4% ‘dont know’. Sixty-two
percent of participants said at least 30 minutes of
exercise per session was required, 27% said 1 hour 3 to
4 days a week, and 11.2% did not know.

Attitude: Forty-eight percent strongly agreed that being
physically active was good for them, 36.4% agreed,
0.8% were neutral and 14.5% either disagreed or
strongly disagreed.

Practice: Overall 68.9% said they exercise 3 days or
more per week and 31.1% were physically inactive (no
exercise or less than 3 days a week) (Figure 3). Fifty-four
percent reported that their daily work involved vigorous
activity where they felt their heart rate increase. Exercise
included walking to and from work, working in
farms/gardens as well as doing some household duties
that were vigorous and sustained for 30 minutes or more.
Sitting and watching television was the commonest way
to spend spare time during the day for 54% of
participants. Over half (54.7%) of the participants
reported that they had physical activity sessions for youth
in their community.

Barriers: The barriers to adequate physical activity
practices reported were ‘laziness’ (43%), ‘no time’
(23.8%), ‘too busy with family’ (13.5%), ‘other’ (12.5%)
and ‘don't know’ (7.2%).

From the above KAPB information there is a consistent
pattern of high levels of superficial knowledge
(awareness) where the participants are aware that
certain lifestyle risk factors are not good for them
whereas around 20% have good knowledge of effects of
the risk factor.

Table 2 above shows no significant difference in the
practice of the risk factors of smoking, alcohol or kava
use between those participants with good knowledge and
those with less knowledge. However, there was a
significant improvement in physical activity practice with

Figure 3: Basic knowledge (awareness) vs practice of lifestyle risk factors
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good knowledge of the benefits of physical activity
(p=0.004).

Table 2: Practice among those with good
knowledge of effects of lifestyle risk factor

GOOD
PRACTICE *

KNOWLEDGE Total | P value
1. Smoking No Yes

71.9% 72.9%

Non smoker (539) (137)

20.4% 21.8% 100% _

Current smoker (153) (41) (938) P=0.503
0,

Previous (752)/" 5.3% (10)

2. Alcohol No Yes

Non Drinker 70.2% 74.0%

(506) (162) 100%

20.5% 21.0% P=0.132
Current (148) (46) (940)

V)
Previous ?6?)& 5.0% (11)
3. Kava No Yes
0, 0,

Non Drinker Do | ol | 100% | oo e

. 60.7% 66.7% (948)
Current drinker (446) (142)
4. Physical
Activity e WES
Do not exercise at 100%

33.2% 23.5% ° | P=0.004
least 3 days per 950 :
week (245) (50) (950)

Exercises at least | 66.8% 76.5%
3 days per week (492) (163)

*Good knowledge: Participants who had chosen the ‘all of the above’
option were aware of several effects of the lifestyle risk factor on health.

DISCUSSION

The awareness of the various NCD lifestyle risk factors
being harmful is high but with variable in depth
knowledge of their impact on NCDs as well as benefits of
cessation. Approximately 20% had good knowledge of
the benefits of cessation of smoking, alcohol abuse and
kava abuse. When asked about the benefits of cessation
of smoking and alcohol or kava abuse 23% to 38%
percent of individuals said ‘improves health ‘or ‘saves
money’. Although a substantial number had awareness
that health will improve however detailed understanding
was lacking in many. World Bank data shows that ‘the
poverty rate is significantly higher in rural areas of Fiji
than urban areas (38.3% relative to 29.9% in the 2013-
14 survey) [16]. For the study population, in which over
65% had a household cash income below $500 a month,
the benefit of saving money was important and this was
verbalized in their answers. What is interesting is that
those with good knowledge did not have a significantly
lower practice of smoking, alcohol abuse or kava abuse
(Table 2). This is consistent with the observation of Lantz
et al [17] and Lindsay [18] who noted that less
improvement was expected in behaviour change with
provision of knowledge in unfavourable socio-economic

population groups. Peoples’ ability to respond to health
promotion messages and improve their own health and
risk factor status as a result of the messages vary
significantly [19].

As far as the benefits of adequate physical activity were
concerned a similar percent had good knowledge
(22.4%) and once again ‘improves fitness’ was the stand
out answer (66.7%). However, there was very poor
understanding of the impact of physical activity on
lowering blood pressure, risk of diabetes and lowering
blood sugar levels. Despite the attitude towards lifestyle
risk being promising, it did not appear to translate into a
lower level of practice of risk factors.

There is an overall decreasing trend in the number of
current smokers in Fiji [5,8,9,20] from 36.6% in STEPS
2002, 30.8% in STEPS 2011 and 22% in WHO'’s in
country profile 2016 and this current study 20.7%
confirms the decreasing trend. All major surveys in Fiji
show that more males than females smoke as evidenced
by 53% males smoked comparedto18% females (STEPS
2002) [8] and 47% males compared to 14.3% females
(STEPS 2011) [9]. The WHO [4] showed prevalence of
35% amongst males and 10% in females (2016). In this
study, 46.3% males and 9.6% females were reported as
being current smokers. This study confirms the previously
reported [8, 9] higher rates of smoking and Kava abuse
amongst iTaukei men and women compared to FIDs.
Unlike smoking there was not a significant difference in
alcohol consumption rates in males of both the
ethnicities.

The current alcohol consumers in this study was 20.6%,
which is similar to the 2002 STEPS [8] survey of 23.8%
but a reduction from 2011STEPSsurvey [9] of 30.8%.As
more males drank alcohol than females the higher
representation of females (70%) in this study would likely
impact on this decrease in the overall alcohol
consumption rate. A much higher percent of individuals
drink kava (37.9%) compared to those who drink alcohol
(20.6%) or smoked (20.7%). The overall prevalence of
kava consumption in STEPS 2011 was 59%. The lower
percentage in the current study would likely be due to
the higher proportion of females, as 66.3% males drank
compared with 25.8% females. In addition, the
communities studied were predominantly rural.

There have been no studies demonstrating the effect of
kava abuse on NCDs. However the influence of kava
abuse on other NCD lifestyle risk factors is profound.
Majority of the smokers (60.4%) in this study reported
smoking at ‘grog sessions’ and most smokers reported
the main reason for re-starting smoking was the
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influence of kava and alcohol sessions. Macdonald et al
[21] reported an association between kava, alcohol and
tobacco was also seen in Vanuatu where most sessions of
kava drinking concluded with consumption of beer and
people almost always seemed to be smoking while
drinking kava. Similar association was also seen in the
STEPS surveys in Fiji. Kava sessions can be prolonged
going on for several hours (36.3% for 3-5 hours and
12.4% for more than 5 hours)into early hours of the
morning impacting on other lifestyle risk factors, such as
physical inactivity due to prolonged sitting at ‘grog
sessions’, inadequate sleep and poor nutrition. It likely
promotes poor nutrition as it causes numbness of the
tongue, possibly promoting addition of extra salt. Kava
has been reported to be a drug with a pattern of
psychoactive substance abuse that causes damage to
health?! and impacts on relationships?*1t is also noted
that kava drinking was more common amongst women
(25.8%) than smoking (9.6%) or alcohol consumption
(10.8%).The Fiji MOHMS recommendations for drinking
kava include ‘no more than 3-5 mid size bowls per
occasion and at least 2 kava free nights per week’ [22].
Recent report by the Food and Agriculture Organisation
of the United Nations and the WHO [23] suggests that
there is little documented evidence of direct adverse
health effects with moderate kava consumption, and that
if adverse health effects have occurred, its incidence is
likely to be low. Unfortunately in this study 31% of kava
drinkers consumed more than 21 bowls per session,
26.4% consumed 11-20 bowls, 6% consumed 6 to 10
bowls and only 26.4% consumed less than 5 bowils.
Further studies are needed to define the parameters
necessary to ensure safe use of kava.

As far as knowledge of salt, fruit and vegetables, and
fatty food intake was concerned there was high
awareness but this was not reflected in eating habits.
Interestingly, the majority of participants reported
‘people unwilling to change’ as the most significant
barrier. FIDs generally use more salt in their cooking
whereas iTaukeis tend to add extra salt after cooking.

Physical inactivity rate was higher in this study
(30.1%)than the 2011 STEPS survey[9]where overall
20.8% were inactive which may be due to the higher
representation of females in the cohort. More women
(28.7%) than men (12.8%) were physically inactive. The
WHO [4] reports similar findings of inactivity where23%
females and 10% of males were inactive. WHO ‘Studies
in Polynesians and Micronesians’ showed that diabetes
was associated with physical inactivity [24], and urban
dwellers were less physically active than their rural
counterparts [25]. In the current study 54% of
participants reported sitting and watching television as
common activity to spend leisure time.

Interestingly ‘addiction” was considered to be the major
barrier to harmful lifestyle risk factors of smoking, alcohol
and kava abuse, more so by the overall participants than
by those who practice the risk factor. Yet when smokers
who had tried to stop smoking and failed were asked
about barriers to cessation, they did not see addiction as
an issue but the ‘influence of grog and alcohol sessions’
as well as ‘peer influence’ as the main barriers. It also
appears that some women stopped smoking during
pregnancy but re-started after delivery. Others stopped
because they were unwell or there was a traditional or
cultural restriction for a period of time. Once they
recovered from their illness or the restriction was lifted
they went back to smoking.

LIMITATIONS OF STUDY

1. The majority of the participants in this study were
from rural areas with a smaller representation from
urban/peri-urban communities, which has resulted in a
similar study population distribution to that of rural Fiji
(64% iTaukei, 33% FID, 3% others).

2. There were more females in the sample (70%), which
is likely due to the fact that females generally are better
responders to health related outreach activities and also
that there is a significant gender differential in the Labour
Force Participation Rates i.e. 76.4% for males and 37.4%
for females [2]. The survey was mostly conducted during
the daytime when many males may have been at work.

CONCLUSION

There is overall awareness that lifestyle risk factors for
NCDs are not good for one’s health but in-depth
knowledge of effects and benefits of cessation of risk
behaviour is low in the 30 communities of Ba Province.
This awareness however translates into appropriate
negative attitude towards smoking, alcohol and kava
abuse, physical inactivity and poor nutrition practices.
Interestingly good knowledge and appropriate attitude
did not appear to impact on practice of the risk factors.
This study shows that kava drinking (grog sessions)
adversely impacts on other lifestyle risk factors such as
smoking, alcohol abuse, poor nutrition and physical
inactivity. More research is required to gauge the harmful
effects of abuse of kava in our communities. There is a
need for greater health promotional activities designed
for the local communities taking into consideration their
specific social determinants of health.
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