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Highlights

Public health relevance—How does this work relate to a public health issue?

e Adolescence is a critical life-stage for health and wellbeing. However, in rural areas,
there is insufficient support for adolescent empowerment and good nutrition.

e Investments in effective, co-designed adolescent health programs have the potential
to support population health.

Public health significance—Why is this work of significance to public health?

e  This research identifies priorities for adolescent empowerment and nutrition-related
health promotion through the voices of adolescents and their broader community.

e A co-designed empowerment-focused nutrition program is developed, with the poten-
tial for implementation within the Aboriginal and Torres Strait Islander community-
controlled health setting.

Public health implications—What are the key implications or messages for practitioners,
policy makers, and/or researchers in public health?

e  Findings of this research indicate that adolescent and community health priorities are
focused on skill development and locally tailored solutions.

e A program outline with the potential to meet adolescent and community health needs
is outlined and ready for piloting in a rural community.
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local food environment, and the importance of cooking skills for empowerment and involv-
ing the family unit. Thematic analysis also explored community preferences for program
evaluation. Themes were integrated with other knowledge sources to develop a program
outline that is aligned with evidence-based practice and community voice. Implementation
of the co-designed program is recommended and will be explored in partnership with the
community through future research.

Keywords: qualitative; Indigenous; adolescent; nutrition; prevention

1. Introduction

Aboriginal and Torres Strait Islander peoples are custodians of one of the world’s oldest
living cultures, and holders of knowledge that have kept communities strong and healthy
for over 65,000 years [1-4]. The disruption of Aboriginal and Torres Strait Islander food
systems, and forced reliance on a Western diet, has (amongst other factors) contributed to
poorer health outcomes for Aboriginal and Torres Strait Islander peoples. Reducing health
inequities in Aboriginal and Torres Strait Islander communities is crucial to a healthier
future for all and will support national commitments to Closing the Gap [5-8].

In Queensland (Australia), poor health that is related to having an unhealthy weight
disproportionately impacts Aboriginal and Torres Strait Islander young people. One-third,
of whom, live with overweight or obesity [9]. Young people with an unhealthy weight are
at an increased risk of mental and physical health conditions and consistently report a lower
quality of life [10-19]. Respiratory and inflammatory conditions, type-2 diabetes, kidney,
liver, and coronary artery disease are amongst the chronic conditions that disproportionally
impact youth living with an unhealthy weight [10,18,20-27]. The effects of poor health
in childhood are not limited to the early years of life [18,24-29]. Obesity and its related
conditions often persist into adulthood, where they act as precursors to weight-related
morbidity and mortality and can have intergenerational impacts [10,18,21,26,28,30,31].
Conversely, healthy habits and good nutrition that are established in adolescence may be
carried into adulthood and can exert positive impacts intergenerationally [10].

Aboriginal and Torres Strait Islander adolescents living in rural communities do
not have sufficient access to health promotion services [32,33]. Community programs
that respond to the unique needs of adolescents and are contextualized to their local
environment are needed [34-36]. Such programs should consider empowerment as a
potentially powerful component of obesity prevention and health promotion, particularly
in Aboriginal and Torres Strait Islander communities [37,38]. Empowerment programs
have demonstrated the ability to holistically improve individual health and wellbeing while
promoting community collectivism [39-41]. They are particularly well-suited to addressing
health inequity, including with Aboriginal and Torres Strait Islander communities [38—45].
However, the principles of empowerment theory are scarcely utilized in Australia for health
promotion purposes, particularly with children and young people [38].

Further, calls to include Aboriginal and Torres Strait Islander communities in the
design and delivery of nutrition and health programs are a consistent feature within
the peer-reviewed literature [46]. Therefore, this research aimed to partner with a rural
Queensland community to:

e Identify community priorities and preferences for the co-design of a culturally ap-
propriate, empowerment-focused nutrition program for Aboriginal and Torres Strait
Islander adolescents;
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e  Explore the potential barriers, enablers, and opportunities for implementation of the
co-designed program within the research setting.

2. Materials and Methods
2.1. Research Design

This study was cross-sectional and qualitative in design. It utilized the Aboriginal and
Torres Strait Islander research method of yarning and a qualitative survey to achieve its
aims. This research built upon a previous study conducted by the authors [47] and was
nested within an Aboriginal and Torres Strait Islander community-controlled social and
emotional wellbeing program for adolescents [47].

2.2. Research Setting and Partnership

This research was undertaken in a rural Queensland community, in collaboration
between the local Aboriginal and Torres Strait Islander Community-Controlled Health Or-
ganization (hereafter, ACCHO), The University of Queensland, and Health and Wellbeing
Queensland. The research partnership was formally recognized in a collaborative research
agreement between all parties. In this agreement, the rights of Aboriginal and Torres
Strait Islander peoples to their intellectual and cultural property (both existing and created
through the research) were protected and recognized as exclusively owned by Aboriginal
and Torres Strait Islander peoples. Through the collaborative research agreement and
trusting relationships between the research partners, learnings were shared across agencies
to support collective knowledge and build network capacity.

The local ACCHO (run by and employing Aboriginal and Torres Strait Islander peo-
ples) was the setting for this research. In Australia, ACHHOSs are community-run primary
health services that provide culturally informed care for Aboriginal and Torres Strait Is-
lander peoples. ACCHOs empower communities through services that are controlled and
delivered by Aboriginal and Torres Strait Islander peoples; they foster holistic and locally
tailored healthcare [48]. This research was conducted within the ACCHO under ACHHO
governance, support, and guidance. Through the influence of the ACCHO, this research
aligned with the principles of community control and community protocols [49]. The
researchers followed community protocols by taking advice from community members
about research and engagement processes, respecting Sorry Business and other community
events, and seeking permission from community governance structures such as Elders and
the ACCHO. Guidance from the local community and ACCHO, along with continuous
reflexivity, supported researchers to uphold the Principles of Ethical Research Conduct
with Aboriginal and Torres Strait Islander peoples [50]. This included Aboriginal and
Torres Strait Islander peoples sharing control over data collection and management pro-
cesses. For example, local Aboriginal people employed by the ACHHO co-facilitated data
collection, contributed significantly to data interpretation, and informed how the findings
were disseminated. Hence, local Aboriginal people were exposed to research processes
and participated in professional development activities related to research but were not
formally trained or directly employed by the project.

The aims of this study were developed iteratively and in partnership with the com-
munity. The authors visited the community to explore local interest for research and to
determine a potential research scope. During the early engagement phases, the commu-
nity expressed interest in proposed research about empowerment and obesity prevention.
The ACCHO identified an existing community program as an ideal setting within which
the research could be conducted. The identified program was an after-school social and
emotional wellbeing program for adolescents (12-18 years old) (hereafter, the SEWB pro-
gram) [51]. The ACCHO and broader community identified opportunities to strengthen
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the SEWB program with general nutrition-related promotion. Hence, this research focused
on the co-design (and implementation planning) of an empowering nutrition program to
be situated within the ACCHO’s adolescent SEWB program.

2.3. Research Approach, Framework, and Theories

All research is grounded within the philosophical stance of researchers, which provides
important context and influences all elements of the research process [52]. In recognition of
this, the distinct epistemology, axiology, ontology, methodology, and methods that comprise
this research approach are explicitly outlined.

The philosophical stance guiding this research is interpretive in nature [53]. This stance
is influenced by the position of the research team about the research topic and participants,
which is further described below in Section 2.4. Given this research aimed to understand
community perspectives and co-design a health promotion program, the research adopts
epistemology and ontology that positions knowledge as deeply embedded in experience,
human consciousness, social interaction, and context. Our approach recognized that multi-
ple realities can simultaneously co-exist. Accordingly, we chose methods that allowed the
co-existence of differing realities between individuals and participant groups. Reflecting
the epistemological and ontological underpinnings of the research approach, the methodol-
ogy was grounded in Indigenous Standpoint theory [54-57]. Indigenous Standpoint theory
preferences the unique knowledge of Aboriginal and Torres Strait Islander peoples and
articulates how Aboriginal and Torres Strait Islander lived experience influences reality and
understanding of the world [58]. Indigenous Standpoint theory positions this knowledge
as absolute truth and complements our interpretivist research approach. Axiology guiding
this research included values related to community control, equity, and cultural safety.
These values influenced decision-making related to research methods and directed the team
towards decolonial research methodology [54-57]. How these values were operationalized
is further outlined in Section 2.4.

To address the second aim of this research (to explore the potential barriers, enablers,
and opportunities for implementation of the co-designed program), an additional frame-
work from implementation science was drawn upon. Implementation science is the study
of research translation to practical outcomes and explores the complexities of effective
implementation [4,32,59-63]. The integrated Promoting Action on Research Implementa-
tion in Health Services (i-PARIHS) was selected as it has been designed for use in health
services and utilized in similar research contexts [64-69]. Further, it is aligned with the
philosophical stance of this research. The i-PARIHS suggests that facilitators/researchers
(themselves) and various layers of the research context influence knowledge translation
and implementation outcomes. Thus, reflecting the philosophical underpinnings of this
research, positioning knowledge as not separate from individuals but deeply rooted in
human nature, relationships, and the broader context.

In summary, a variety of frameworks and theories were used to guide this research.
Each of which served a purpose in meeting the aims of this research. Indigenous Standpoint
and decolonial theories guided the research methodology and were utilized to make
decisions about research methods. These theories were utilized in all elements of the
research process (from conception, design, analysis, reporting, and dissemination) and
supported the research process to remain centered in ethical practice [54-57]. The i-PARIHS
was utilized in post hoc qualitative analysis (after inductive theming) and to position
findings in the discussion. This approach ensured all aims of this research were fully
met. Throughout, internal coherence was maintained by aligning decisions about research
methodology and methods with a clearly articulated philosophical stance, epistemology,
ontology, and axiology.
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2.4. Positionality Statement

In qualitative research, the identities and life experiences of authors play an active
role in the research process. The authorship team is a combination of non-Indigenous
Australian (RE, JW, RL), Aboriginal (FL), Fijian Australian (SN) and African Australian
(SY) researchers. It is acknowledged that the identities of the authors have influenced all
elements of this research process.

This research was undertaken as part of the PhD Candidature of the lead author (RE),
who is a non-Indigenous woman. She lived and worked within the community in which
this research was conducted. Other authors are respected leaders in their respective fields
of obesity prevention and Aboriginal and Torres Strait Islander health, and experienced
researchers in nutrition, public health, and health services. The team occupies various
positions about the research, and those who occupy an ‘outsider” perspective (particu-
larly non-Indigenous authors) approached this research with respect and humility. Their
approach has been centered on a deep sense of responsibility and accountability, acknowl-
edging the pervasive impacts of colonization and recognizing the systemic inequities that
colonization has perpetuated. The authors have spent considerable time reflecting on,
questioning, and examining the various power dynamics related to academic research, and
have taken a deliberate approach to share power, promote self-determination, and be led
by Aboriginal and Torres Strait Islander colleagues and communities. Previously successful
practical strategies that support a culturally safe research approach were utilized (for ex-
ample, consulting with Elders and sharing data collection processes with local Aboriginal
colleagues) [47].

2.5. Participants and Recruitment

Yarning circle participants included adolescents participating in the SEWB program,
their parents/guardians, community leaders, Elders, and health service staff. Community
leaders, Elders, and health service staff were eligible to participate if they had any degree
of connection to the SEWB program (and would therefore be well-placed to advise on the
co-design of a program situated in this context). For example, community leaders and
health service staff who were involved in the delivery of the SEWB program, and the Elders
groups associated with the ACCHO. Participants were recruited through convenience and
purposive sampling methods utilizing the existing community engagement mechanisms
established by the ACCHO [47]. For example, data collection was facilitated through the
usual SEWB program delivery and integrated into existing forums such as Elders groups,
community leader forums, and health service staff meetings [47]. All participants provided
their voluntary, informed written consent prior to participation. For participants less than
18 years of age (adolescents), parental /guardian consent was also required.

2.6. Data Collection

Through yarning circles and a written survey form, qualitative data were collected
between May and June 2021. Yarning circles were co-facilitated by the lead researcher and
a local Aboriginal colleague [70]. Yarning was guided by a series of open-ended questions
(reviewed and approved by Aboriginal members of the ACCHO) that explored topics
related to adolescent health and empowerment, barriers and enablers to healthy lifestyles,
tools, activities, and information that would support adolescent health, and potential
program implementation techniques and evaluation measures [47]. In addition to general
discussions, participants suggested ideas for a co-designed nutrition program, which were
then discussed as a group. When it appeared that a discussion on a particular topic came to
a natural end, and the group agreed that all major issues were explored, the data collectors
concluded the discussion and/or moved to a new topic [47]. Data collection activities
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occurred in homogenous groups at a community wellbeing center that was familiar and
comfortable to all participants [47].

In response to a request from the community, parents were offered the opportunity to
contribute to the research via a written survey. Parents expressed interest in the research;
however, they lacked the time to attend a face-to-face yarning circle. Hence, an open-ended
free-text survey tool containing an adapted version of the yarning questions was developed.
The survey was checked for appropriateness by a local Aboriginal colleague and distributed
to parents for them to complete and then return in their own time.

2.7. Data Analysis

Audio recordings were transcribed by hand verbatim and de-identified for analysis.
The lead researcher confirmed the accuracy of the transcription and familiarized them-
selves with the data by re-listening to the recording while simultaneously reading the
text. Inductive thematic analysis was performed by the lead author with the assistance of
Lumivero QSR NVivo 11 (Denver, CO, USA) [71,72]. Data from yarning circles and parent
surveys were analyzed for pertinent themes relevant to the research aim, and text was
systematically analyzed for meaningful quotations. Preliminary themes were shared with
project partners, key research participants, and ACCHO staff to confirm they were a fair
and accurate representation of the yarning circles. The lead author further refined themes
by analyzing their alignment with the i-PARIHS domains. Sub-analyses, with respect to
the participant groups, were also undertaken.

2.8. Program Development

Yarning themes were utilized to develop a draft nutrition program outline, which was
further refined through ongoing engagement and iterative consultation. The draft outline
was shared with the ACCHO and project partners for feedback and advice. Background
information from stakeholders about the resources and logistics of the SEWB program was
considered to develop a feasible plan. The lead author spent several weeks embedded in the
SEWB program to understand its processes and identify nutrition-related health promotion
opportunities. Overall, yarning themes (described in the results of this study), discussion
with local stakeholders, examples of best-practice, and the knowledge of authors were
integrated to develop an empowering nutrition program outline, designed for delivery
within the SEWB program. The research team communicated the themes with stakeholders
to demonstrate why/how certain activities were included. Through a process of iterative,
informal consultation, a final program outline and core delivery principles were established
and agreed upon.

This research was approved by the University of Queensland Human Research Ethics
Committee (2020/HE002894) and conducted with the permission of the ACCHO.

3. Results
3.1. Participant Characteristics

Thirty-four community members contributed to the co-design of an empowering
nutrition program. Across five yarning circles, ten adolescents, two parents/caregivers,
eight healthcare staff, six community leaders, and four Elders participated. An additional
four parents/caregivers contributed to the research via a written survey. Of the total sample,
73.5% (n = 25) identified as Aboriginal, 20.5% (n = 7) identified as non-Indigenous, and
6% (n = 2) did not disclose their cultural identity. Participant characteristics are further
described in Table 1. Amongst parents and caregivers, 50% were fathers, 33% were mothers,
and 17% were grandmothers. Participating health service staff were from a broad range
of roles, including SEWB and clinical services (for example, counselor, Aboriginal health
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worker, general practitioner, and nurse), administration and management (for example,
practice manager and program coordinator). Two health service staff were also parents
to adolescents participating in the SEWB program, but they participated in this research
as staff.

Table 1. Participant characteristics (1 = 34).

Adolescents Parents/Caregivers Health Service Community Elders
(n=10) (n=6) Staff (n = 8) Leaders (n = 6) n=4)
Cultural Identity (%)

Aboriginal 100% 83% 63% 17% 100%
Non-Indigenous 0% 0% 37% 83% 0%
Did not disclose 0% 17% 0% 0% 0%

Age
Years (median, range) 13.5 (12, 15) 44 (36, 60) 36 (23,57) 32 (19, 64) Not reported :
Gender (%)
Female 50% 50% 62.5% 50% 75%
Male 50% 50% 37.5% 50% 25%

111 = 1 Elder disclosed their age, which is not reported to protect participant anonymity.

The research was conducted in a small rural community and was nested within the
SEWB program, meaning the sample pool was small. For example, the 10 adolescents
participating in this research reflected 33% of all SEWB program participants [47]. The
sample was a representative group of key informants who were well-placed to participate
in program co-design. Because participant recruitment processes were embedded within
existing ACCHO engagement forums, non-participants reflected individuals who were
unable to attend these forums due to situational circumstances (for example, due to other
life priorities), rather than those who actively opted out of the research.

3.2. Qualitative Findings

The yarning circles identified relevant information and key themes to inform the
co-design of an empowering nutrition program. Preliminary themes related to program
content, delivery mechanisms, and evaluation were refined through further engagement
with key participants and stakeholders. The resulting six yarning themes describe barriers
to healthy eating for adolescents in a rural community, and the options for solutions to
address these barriers. Overall, participants stressed the importance of nutrition education
that is practical for the local context and grounded in empowerment and skills development.
The six themes are evidenced by verbatim anonymous quotations in the text below and
in Supplemental File (51). Authors have purposively included verbatim quotations from
community members in the results to align with ethical Aboriginal and Torres Strait Islander
research practices.

3.2.1. Theme 1: The Local Food Environment Influences Adolescent Nutrition and Is
Becoming Increasingly Difficult to Navigate

Participants in this research (from all groups) understood the association between
their local food environment and community nutrition. While participants did not use
terminology such as ‘obesogenic’ and ‘food environment’, many demonstrated a sophisti-
cated understanding of how the accessibility and availability of healthy food influenced
adolescent nutrition.

Participants described the food environment in their rural town as containing fewer
fast-food chains (such as McDonalds and KFC) but still concentrated with discretionary
options. Some participants, particularly adolescents, surmised that their community food
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environment must be healthier than regional and urban centers, because those places had
an abundance of fast-food chains and a variety of food shopping outlets. For example,
one community leader expressed the following in relation to an urban center, “They got
McDonalds down there! They got all down there! And they’re all fat!”. Adolescents
expressed a similar sentiment. When asked about whether an urban center would be more
or less healthy compared to their community, they responded, “Less. They got cheesecake
shops and everything.” And, “(less healthy) because of Maccas”. Some adult participants,
however, did not agree that the absence of major fast-food chains made their community
healthier. They noted that local takeaway food outlets sold food of similar nutritional
quality to the major chains, and suggested that their community was, indeed, saturated
with discretionary choices. For example, one community leader commented, “. . .Obviously
they (adolescents in urban settings) have a lot more access to fast foods and stuff, but, then
I'would argue that we have the (local takeaway) who does deep fried stuff .. ..” Many adult
participants noted the abundance of discretionary options available in their community
and saw this as a barrier to a healthy weight and life. At the same time, the absence
of major fast-food chains was still regarded positively. Adult participants believed that
food from major fast-food chains was cheaper than their local takeaway shops; therefore,
making discretionary choices potentially less accessible in their community compared to
urban centers.

In contrast to the abundance of unhealthy takeaway options, adult participants noted
the lack of healthy, affordable food available in their community. This was seen as an
additional barrier to healthy eating for adolescents and their families. This topic is explored
further in theme 2.

Older adult participants (for example, older community leaders and Elders) reflected
on how their food environment had changed over time to become increasingly complex
and difficult to navigate. The concept of a healthy diet was seen as constantly changing and,
therefore, difficult to keep up with. One Elder commented, “...What people call healthy
eating these days is a lot different to what we’ve been brought up on”. Elders recalled
simpler times, when there were fewer food choices and diet was connected to Country
and the land. For example, “We were brought up different. Somethings we did have,
somethings we didn’t have.” And, “In our younger days, we were bought up on a property
and things like that and what that sort of stuff involved. With ya milk, cows’ milk and all
that”. Adult participants generally held the view that adolescents today had access to too
many different food choices, which were confusing and ultimately led to unhealthy habits.
Navigating the current food landscape was perceived as mystifying; one community leader
commented, “There’s a lot of confusing messages when you walk up and down the aisles
of the supermarket”. Adult participants suggested a lack of specialized health services
in their community meant they had little support in understanding perplexing nutrition
information and choosing a healthy diet. Dietitians were seen as a potential resource that
could help community members navigate their increasingly complicated food system.

3.2.2. Theme 2: Nutrition Education Is an Important Part of Health Promotion and Should
Respond to Local Barriers to Healthy Eating

Across different adult participant groups, similar healthy eating barriers were dis-
cussed. Adult participants (excluding parents/caregivers) suggested that nutrition edu-
cation, as part of a health promotion program, was important but needed to respond to
challenges at the community and family/household level. This theme was raised by adult
participants (excluding parents/caregivers), who were more likely (than adolescents) to
conceptualize nutrition education within its broader environment. Parents/caregivers and
adolescents did not comment on the importance of nutrition education responding to local
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barriers to healthy eating—they explored barriers to healthy eating in a broader sense, but
did not connect this to nutrition education.

When discussing the proposed contents of a nutrition program, adult participants
encouraged education that was relevant to local food affordability, availability, and pref-
erences. Across all adult participant groups, healthy food in the local supermarket was
perceived as more expensive compared to urban centers. There was an overall sentiment
that the cost of healthy food did not match the financial resources of local people. One
community leader commented, “...The health food market is pricing themselves out of the
reach of most people”. Similar comments were made by an Elder in the following: “.. . You
got to have this and you've got to have that (to eat healthy). Cost you fifty hundred dollars
to put in. .. To get all the little bits and pieces in. .. We don’t have that”. Adult participants
(excluding parents/caregivers) suggested that nutrition education should be sensitive to the
financial position of local people and should avoid recommending expensive foods. This is
reflected in the words of a community leader: “I don’t think we should be putting pressure
on peoples’ finances by saying that you must eat this stuff”. Adult participants perceived
healthy food in their community as lacking in range and variety. They recommended that
nutrition education should consider the availability and quality of local healthy foods. This
is reflected in the comments of a community leader, “And then it has to cater, though,
for what'’s here in this place that you can buy”. Finally, adult participants commented on
the need for nutrition education to respond to local taste preferences and dietary cultural
norms. Participants felt that nutrition education activities would be more successful if they
were tailored to all aspects of the local food environment and taste preferences. One staff
member commented, “.. . What foods do kids like eating, and how can they be adapted (to
be healthier)? Cause I think that if you can adapt things that people already like eating,
then that’s easier”.

Adult participants stressed the importance of tailoring education to local family life,
which was perceived as very busy. Across all adult participant groups, the time pressures
of modern family life were seen as a barrier to good nutrition. These pressures were
associated with having two working parents, which was thought to be promoting a reliance
on convenience foods that required little to no preparation. This challenge was perceived as
seasonal and heightened when the local agriculture industry was in flux. This is described
in the words of a staff member, “. . .It depends on the time of the year, I think that that really
affects the way that people eat. Because like, so now, a lot of adults that we look after are
working like 50-60 h because the (local agriculture industry) is so big at the moment. So, a
lot don’t have time to cook. .. They’re working 50-60 h in a five-day period. Both parents
are. So, I'm guessing a lot of (healthy eating) that’s probably falling to the wayside and
they’re just going for quick stuft”.

Practical examples of program activities that were perceived as adequately responsive
to the local context included healthy /budget shopping lists, adaptations to staple dishes
to make them healthier, supermarket tours (by a dietitian), information on how to read
nutrition information panels, and guidance on local healthy takeaway options. Incorporat-
ing these activities within a nutrition program was seen as increasing its degree of fit and
usability with recipients and within the local implementation environment.

3.2.3. Theme 3: Nutrition Education Should Focus on Community Health Interests and
Empower Adolescents to Make Autonomous Decisions

Participants suggested that nutrition education, as part of a nutrition program, should
focus on health issues that were important to the local community. Education related to local
health concerns was seen as crucial for aligning with the motivations, values, and beliefs
of recipients. Across participant groups, various health issues were raised as important.
Chronic disease prevention, sports nutrition, and general healthy eating practices were
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broadly the topics of interest to the community. Health service staff identified health issues
that regularly presented in their patients and suggested that nutrition education should
center on these topics. For example, one health service staff commented: “I suspect that
nutrition is a problem, so I think that people are eating enough just probably not eating
the right things. .. Iron deficiency is a pretty common thing”. Across participant groups,
there was consensus on the health issues of importance. These included bone and heart
health, sugar, diabetes and dental issues, portion control, vegetable intake, and nutrition
for sports/muscle hypertrophy. For example, one staff member commented, “Diabetes is
(an issue). I believe we’ve had a few very young, and a lot more younger people, getting
diagnosed with diabetes this year”. Nutrition education that responded to these local
health concerns was supported and encouraged by all participant groups.

Discussion about adolescent overweight and obesity elicited mixed responses. For
example, one parent commented, “Healthy weight/overweight is a problem for adoles-
cents and teenagers in my community because everyone has all different healthy weight”.
Meanwhile, some health service staff did not believe adolescent overweight or obesity was
a problem in their community. They commented, “... Obesity doesn’t seem to be a big
problem in the adolescents I see”. Regardless of their view on adolescent weight, partici-
pants across groups agreed that unhealthy choices were problematic and that education
was seen as an appropriate solution. For example, one community leader commented,
... There’s a lot of really unhealthy choices being made and a lot of people seem to, at our
age, not have great knowledge around what is healthy food”.

Adult participants, particularly health service staff, strongly suggested that nutrition
education should focus on the ‘why’ behind recommendations. They wanted adolescents to
understand the diet disease relationship and suggested adolescents should be empowered
with the knowledge and skills to make their own decisions about nutrition, as opposed to
being told what to do. Participants suggested that an adolescent nutrition program would
be more successful if it refrained from an authoritarian approach and, instead, promoted
empowerment. Adult participants perceived that this type of education would be well-
received, as it aligned with adolescents” growing independence and promoted the sharing
of power. This sentiment is reflected in the following comments of a staff member, “Like,
not just go “this is good’, ‘this is bad’, ‘eat that’, ‘don’t eat that’. There is actually nothing
there to say ‘this is what it does for your body’. Like, ‘this helps your body grow, these
kinds of foods’. .. That would be good, I think, yeah, if they actually understood how food
works with your body”.

3.2.4. Theme 4: Cooking Is an Important Life-Skill for Adolescents and an Effective Vehicle
for Nutrition Education

Community leaders and health service staff perceived cooking skills as important for
adolescent development and overall health. Participants felt that cooking skills were being
lost at the intergenerational level, as the busyness of modern family life left little time for
any home cooking, let alone time for teaching young people. As such, building adolescents’
cooking skills and knowledge (as part of a nutrition program) was seen as advantageous,
compared to their limited exposure to cooking in the home and school environments. This
sentiment was reflected most strongly by community leaders and health service staff. For
example, one staff member commented, “...Who do you learn to cook from? You learn to
cook from your parents or your grandparents. So, like if your parents are both working
or really busy and then how are they going to have time for that? And it’s not something
that’s really taught at school or anything”. Adolescents supported the proposal to include
cooking as part of a nutrition program. However, they did not connect this to their overall
health or the intergenerational loss of skills. Their interest in cooking related to the fun,
creative side of the activity. They expressed interest in learning the skills to cook their
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favorite and new foods. For example, adolescents commented, “(I want to) Learn to cook
new things.”, “I love cooking!” and “I wanna cook curry!” Parents did not comment on the
value of cooking for health promotion.

Cooking was seen as a vehicle to promote nutrition education and community /family
togetherness. For example, one staff member felt that cooking was a form of experiential
learning, “... If you're cooking with them, they’ll ask you questions. Like ‘why are we
doing this?’, “‘why are we doing that?” and I think that that’s a really good way to learn”.
Adult participants also suggested practical activities related to cooking that they perceived
would increase engagement and impact. These included gamifying cooking through a
MasterChef-style competition. All adult participant groups felt that this competition would
create a sense of pride and achievement amongst adolescents by letting them choose and
create their own recipes. Further, a MasterChef competition was seen as an opportunity to
promote cooking amongst the family unit and broader community by engaging them in
the event. Participants also suggested developing a program cookbook that could be taken
home to further promote cooking within households.

3.2.5. Theme 5: Involving Parents Could Have Benefits but May Be Unrealistic

Participants had varying perspectives about the involvement of parents in an adoles-
cent nutrition program. Parents were seen as an important part of adolescent networks and
support mechanisms. Involving them was seen as potentially beneficial and represented
an opportunity to consolidate nutrition skills/knowledge within the home environment.
These benefits were recognized amongst many participants. Failure to involve parents was
perceived (by adult participants) as risky, with the potential to create a mismatch between
adolescent nutrition knowledge and their home food environment. For example, one staff
member described the potential risks of creating household stress, “. .. You don’t want to
have children learning all this stuff and then going home and the moms already got the
groceries and then you causing more stress at home”.

Consistently, participants agreed that engaging parents was a significant challenge and
that their participation (while beneficial) was unlikely and unrealistic. One staff member
commented, “but the problem (you) will have with parents is they don’t turn up”. Health
service staff members felt that parental engagement with health services and programs was
a “touchy