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Executive Summary
Chronic diseases such as type 2 diabetes and cardiovascular disease (CVD) are on the rise
in Australia and are now the nation’s leading cause of death and disability. Incidence of these
conditions are higher in migrant communities than amongst the Australian born population1.
Raising awareness of type 2 diabetes and CVD and improving the accessibility of chronic disease
prevention programs should therefore be a major public health priority for the nation.
The Ethnic Communities’ Council of Victoria (ECCV) and Diabetes Victoria have undertaken indepth consultations with members of Melbourne’s Vietnamese, Mandarin, Cantonese, and Arabic
speaking communities to hear their perspectives on type 2 diabetes and CVD. ECCV and Diabetes
Victoria conducted research with people who had participated in Diabetes Victoria’s Life! program
to determine how program content, delivery and promotion could be aligned more appropriately
with the needs of each language community.
Further research was conducted with community members from these language groups who had
not engaged with the Life! program, to determine levels of knowledge about type 2 diabetes and
CVD. Research was conducted to examine how community members could be encouraged to
think more about healthy living and to participate in chronic disease prevention programs. Through
these consultations, ECCV and Diabetes Victoria have gathered an understanding of the barriers
and enablers to joining, participating in, and completing programs such as the Life! program.
Community consultations confirmed that people from culturally and linguistically diverse (CALD)
backgrounds would benefit from learning more about how to reduce their risks of chronic disease,
but are not always aware of the risk factors or lifestyle changes they can make to reduce their
risk. It is important that organisations providing chronic disease prevention education tailor their
programs to the needs of specific CALD communities. Tailored programs provide skills and
knowledge in a culturally appropriate manner, appropriately translated resources, and education
at accessible locations and through gatherings central to the lives of communities.
Community members who spoke with ECCV and Diabetes Victoria also emphasised the
importance of learning with their peers, and with bicultural facilitators who can speak to them
about culturally appropriate diets and exercise. Consultations also highlighted the importance
of practical learning experiences, and of ongoing engagement with communities to ensure that
lifestyle changes are sustained beyond the duration of prevention programs.
ECCV and Diabetes Victoria urge that the recommendations contained in this consultation
report be considered by all organisations interested in attaining better health outcomes and
reducing the incidence of chronic disease in multicultural communities.

1. Australian Bureau of Statistics (2018), National Health Survey: First Results, 2017-2018
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Foreword
In response to rising levels of type 2 diabetes and cardiovascular disease in Victoria’s culturally
and linguistically diverse communities, Ethnic Communities’ Council of Victoria (ECCV) and
Diabetes Victoria consulted with members of Melbourne’s Vietnamese, Mandarin, Cantonese
and Arabic speaking communities to investigate attitudes towards chronic conditions such as
type 2 diabetes and CVD in their communities, and to examine the experiences of people from
these language groups participating in Diabetes Victoria’s Life! program. Consultations were
undertaken with participants who had completed the Life! program, with participants who had
withdrawn before completion, and with community members unfamiliar with the Life! program.
Further consultations were undertaken with Life! program facilitators and with representatives of
community organisations from each community group.
The consultations highlighted a desire for more knowledge about chronic disease prevention in
each of the communities, but a concern that mainstream prevention and health promotion efforts
were inaccessible and not relatable for CALD communities. Community members who spoke to
ECCV and Diabetes Victoria expressed the need for education programs tailored to their cultural
backgrounds, particularly with regards to diet and exercise, and for programs to make use of
existing community resources and social networks.
We recommend this report to policy makers, health providers, community organisations, and
anyone working to educate and empower multicultural communities about living a healthy
lifestyle to prevent chronic disease.
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Project Purpose
As outlined in the “Background” section of this report, rates of chronic diseases such as type
2 diabetes and cardiovascular disease (CVD) are rising in Australia, and are now the nation’s
leading cause of death and disability. Studies show that migrants experience higher rates of
type 2 diabetes and CVD than people born in Australia. Chronic disease prevention programs
targeting culturally and linguistically diverse (CALD) communities, such as the CALD Life!
program coordinated by Diabetes Victoria, are therefore of critical importance to improving public
health outcomes across the nation.
This project was instigated on the advice of members of ECCV’s Policy Advisory Committee
on Health and Wellbeing (PACHW) after a proposal to the committee by Diabetes Victoria. A
CALD Life! working group provides Diabetes Victoria with expert advice to inform the direction
of the CALD Life! program, but a more comprehensive consultation with the relevant CALD
communities was considered necessary in order to better understand how the program could
be made more accessible and appropriate to community members. This project therefore aimed
to “develop an in-depth understanding of barriers and enablers to joining, participating, and
completing the Life! program through collaboration with the ECCV PACHW, culturally diverse
community groups and their leaders”.
It is intended that the findings from this project will assist Diabetes Victoria in its promotion of
the Life! program to CALD communities, to better support CALD participants to complete the
program, and meet its goals with regards to healthy eating, physical activity, and weight loss.
It is further intended that learnings from this project will be disseminated across the health sector
to support the development of more tailored approaches to health promotion and chronic
disease prevention in culturally and linguistically diverse communities, and to help build new
referral pathways for clients and community members.
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Background
Chronic Disease in Australia Today
Chronic Disease is a term used to describe a broad range of long-lasting and complex health
conditions that have persistent effects on an individual’s health and quality of life. Chronic
conditions can have complex and multiple causes, and are distinguished from short-term, or
acute, health conditions. The Australian Institute of Health and Welfare (AIHW) distinguishes eight
major categories of chronic disease: arthritis, asthma, back pain, cancer, cardiovascular disease,
chronic obstructive pulmonary disease, diabetes, and mental health conditions.2 As well as their
effects on health and quality of life, chronic diseases place a significant burden on the Australian
economy through associated health care costs and loss of productivity.
Primarily due to lifestyle changes and increasing lifespans, rates of chronic disease are now rising
in Australia, and they are now the nation’s leading cause of death and disability.3 Rates of socalled “lifestyle” diseases such as type 2 diabetes, heart disease and stroke are rising in wealthy
societies such as Australia, with major contributory factors to this trend being the ageing of the
population, dietary changes, reduction in physical activity, and the obesity epidemic.4 According
to the Victorian Population Health Survey 2016, in 2016 just 4.8% of Victorian adults met the
recommended minimum daily intake of vegetables, 41.4% of adults met the recommended
minimum daily intake of fruit, 30.6% of adults were categorised as pre-obese according to their
Body Mass Index (BMI), and only 49.6% of adults undertook adequate exercise.5
Diabetes is a chronic and incurable disease that occurs due to high blood glucose (sugar) levels.
Insulin, a hormone produced by the pancreas, ordinarily regulates these levels, but in patients
with diabetes the body’s normal insulin regulation processes fail.6 The most common form of
diabetes, accounting for 85-90% of cases, is type 2 diabetes, which typically affects people over
40. However, type 2 diabetes is now increasingly being diagnosed in younger people, mostly due
to growing rates of obesity.7 Diabetes can cause several health complications that affect the feet,
eyes, kidneys, and cardiovascular system. People with type 2 diabetes have a life expectancy of
5 to 12 years lower than the general population.8
Rates of diabetes have risen significantly in Australia in recent years. The number of Australians
with diabetes has almost doubled over the last two decades, from 624,500 (3.3% of the total
population) in 2001 to 1,182,600 (4.9% of the total population) in 2017-18. The proportion of
Australians with heart, stroke or vascular disease has remained comparatively stable over the
same period, growing from 782,200 in 2001to 1,156,500 in 2017-18, representing a slight
increase from 4.1% to 4.2% of the total population9 Preventing chronic diseases such as type 2
diabetes and CVD is therefore now a critical public health issue. Many modifiable lifestyle factors
such as poor diet, sedentary behaviour, and physical inactivity are associated with the risks of
developing type 2 diabetes and CVD. These risk factors can be prevented through targeted
lifestyle modification programs.10
2.
3.
4.
5.
6.
7.
8.
9.
10.

https://www.aihw.gov.au/reports-data/health-conditions-disability-deaths/chronic-disease/overview [Accessed 15 October 2020]
Australian Institute of Health and Welfare (2020), Australia’s health 2020: In Brief
Shaw, J. and Tanamas, S. (eds.) (2011) Diabetes: The Silent Pandemic and its Impact on Australia, p.27.
Department of Health and Human Services (2018), Victorian Population Health Survey 2016: Selected Survey Findings
Department of Health and Human Services (2015), The Better Health Channel: Diabetes.
Department of Health and Human Services (2015), The Better Health Channel: Diabetes
Australian Institute of Health and Welfare, (2017) Deaths among people with diabetes in Australia 2009–2014, p.46.
Australian Bureau of Statistics (2018), National Health Survey: First Results, 2017-2018
World Health Organisation, Overview - Preventing chronic diseases: a vital investment: Misunderstanding #4 [Accessed 9 November 2020]
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 ype 2 diabetes and Cardiovascular disease among
T
migrant and refugee communities
28.4% of Victoria’s population was born overseas, and 49.1% of Victorians were either born
overseas or have a parent who was born overseas.11 According to the AIHW:
“Although immigrants come from diverse regions of the world, almost all
demonstrate good, if not better, health on arrival and for some years following
than does the Australian-born population. This better health is reflected in longer
life expectancy, lower death and hospitalisation rates, and a lower prevalence of
some lifestyle-related risk factors. This phenomenon has been explained by the
‘healthy migrant effect’, with health requirements and eligibility criteria ensuring
that generally only those in good health migrate to Australia.”12
However, research indicates that migrants from non-English speaking countries who have been
in Australia for more than 10 years have poorer mental health and self-assessed health than the
Australian-born population.13 Migrant communities experience higher rates of diabetes and CVD
than the general population. Despite comprising 29% of the population, 38% of Australians living
with diabetes and 32% of those with heart, stroke or vascular disease were born overseas.14
These statistics indicate the importance of chronic disease prevention programs aimed at
migrant, refugee and culturally and linguistically diverse (CALD) communities.15 To address health
inequality, prevention programs must be equitable and accessible for marginalised people.
Programs targeting CALD communities must be delivered through a framework that is culturally
appropriate and accessible for people from CALD backgrounds.
Australia’s health system faces challenges in providing accessible and culturally competent
preventative services. ECCV has observed a lack of understanding amongst many service
providers of the barriers that CALD communities face in service access. ECCV is also concerned
about recent research showing that 10% of community members from CALD backgrounds are
unaware of their rights to access free interpreting when talking to health professionals.16
Culture and language are entwined with behavioural patterns related to health, healing and
wellness. Cultural knowledge should be applied when designing, planning and implementing
chronic disease prevention programs.17 A systematic review carried out by Lagisetty et al. (2017)
found that culturally tailored interventions across the four domains of facilitators, language,
location and messaging could be effective in improving risk factors for diabetes among ethnic
minority groups.18 Diabetes Victoria’s Life! program uses these principles to support eligible
people from CALD backgrounds to reduce their risk of developing type 2 diabetes and
cardiovascular disease.
11. Department of Premier and Cabinet (2017), Australia’s health 2020: In Brief
12. Australian Institute of Health and Welfare, Bulletin 2 (2002), Australian health inequalities: 1 Birthplace
13.	Jatrana, S., Richardson, K. and Pasupuleti, S. S. R. (2017), “Investigating the Dynamics of Migration and Health in Australia: A Longitudinal
Study”, European Journal of Population, 10.1007/s10680-017-9439-z
14. Australian Bureau of Statistics (2018), National Health Survey: First Results, 2017-2018
15.	For the purposes of this report, we will use the Victorian Government’s definition of CALD as “people of non-English speaking background,
as well as people born outside of Australia and whose first language is not English”.
16.	Ethnic Communities’ Council of Victoria, (Oct 2020), Communicating about COVID: Health Literacy and Language Services during the
Pandemic, p.6 
17.	Vaughn, E. J. and Krenz, V. D. (2013), Planning, Implementing, and Evaluating Culturally Appropriate Programs in Cultural Competence in
Health Education and Health Promotion, 2nd Edition, eds. Pérez, M. A. and Luquis, R. R., pp. 171-192
18.	Lagisetty, P., Priyadarshini, S., Terrell, S., Hamati, M., Landgraf, J., Chopra, V. and Heisler, M. (2017), “Culturally Targeted Strategies
for Diabetes Prevention in Minority Population: A Systematic Review and Framework”, The Diabetes Educator (43), pp.54-77.
10.1177/0145721716683811.
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Type 2 diabetes and Cardiovascular disease in Vietnamese communities
Melbourne has a large Vietnamese community, with slightly over 100,000 people living in greater
Melbourne indicating that they spoke Vietnamese at home in 2016.19 People from Vietnamese
backgrounds are more likely to acquire type 2 diabetes than the general population and develop
diabetes complications at a higher rate.20 Diabetes awareness and prevention amongst the
Victorian Vietnamese community is therefore of high importance.
Evidence from Queensland shows that Vietnamese-born people are much less likely to be
hospitalised for CVD than the general population, but are hospitalised for stroke at about the
same rate.21 In Vietnam itself however, rates of CVD and other “lifestyle diseases” are on the rise.22
The main preventable risk factor for CVD is smoking. Vietnamese-born men smoke at higher
rates than Australian-born men, highlighting the potential risk for rates of CVD to increase in this
community.23
Vietnamese was the first language other than English offered by Diabetes Victoria when the CALD
Life! program commenced in 2013-14.

Type 2 diabetes and Cardiovascular disease in Chinese communities
People born in China are the third largest migrant group in Australia, and the second largest in
Greater Melbourne.24 There are also significant groups of Chinese migrants from other regions
including Hong Kong, Macau, Taiwan, Singapore, and Malaysia. Mandarin is the language other
than English that is most spoken in Victoria, while Cantonese is the sixth most spoken. Together
these two predominant Chinese languages are spoken in the home by approximately 270,000
Victorians.25 Research shows that Australians from Chinese backgrounds are 45% more likely to
be classified as “inactive” than Australians from non-Chinese backgrounds, and 25% more prone
to diabetes than the general population.26 Type 2 diabetes affects 80% of people from Chinese
backgrounds over 60 years old, significantly higher than the rate for the general population.27
Chinese migrants to western countries have both higher prevalence and higher mortality rates
from coronary heart disease compared to Chinese people living in China.28 Research indicates
that Chinese migrants in Australia have low CVD mortality rates in the first 10 years after their
arrival, but that rates rapidly rise after this as the effects of lifestyle changes begin to manifest.29

19. https://profile.id.com.au/australia/language?WebID=260 [Accessed 5 October 2020]
20.	Carolan-Olah, M.C., Cassar, A., Quiazon, R. et al. Diabetes care and service access among elderly Vietnamese with type 2 diabetes.
BMC Health Serv Res 13, 447 (2013)
21. Queensland Health (2011), The health of Queensland’s Vietnam–born population 2010, p.15.
22. Ibid, p.1.
23.	Dassanayake, J., Dharmage, S., Gurrin, L, Sundararajan, V. and Payne, W. (2009), “Are immigrants at risk of heart disease in Australia?
A systematic review”, Australian health review: a publication of the Australian Hospital Association (33), p.487. 10.1071/AH090479.
24.	Excluding Special Administrative Regions and Taiwan. See https://quickstats.censusdata.abs.gov.au/census_services/getproduct/
census/2016/quickstat/2GMEL [Accessed 6 October 2020]
25. https://profile.id.com.au/australia/language?WebID=110 [Accessed 6 October 2020]
26. Anne Tong, Student Edge, Jan 17 2017, “Chinese Australians ‘More Likely’ To Smoke, Have Diabetes And Develop Heart Disease”
27. Monash University, 14 Nov 2016, “Monash project to help Chinese Australians living with diabetes”
28.	Jin, K., Ding, D., Gullick, J., Koo, F. and Neubeck, L. (Dec. 2015), “A Chinese Immigrant Paradox? Low Coronary Heart Disease Incidence
but Higher Short-Term Mortality in Western-Dwelling Chinese Immigrants: A Systematic Review and Meta-Analysis”, Journal of the American
Heart Association 4(12), p.1. 10.1161/JAHA.115.002568.
29.	Hsu-Hage B.H. and Wahlqvist M.L. (Dec. 1993), “Cardiovascular Risk in Adult Melbourne Chinese”, Australian Journal of Public Health 17(4),
pp.306-13. 10.1111/j.1753-6405.1993.tb00160.x.
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Studies of attitudes to, and awareness of diabetes in Chinese communities in Melbourne have
shown a lack of culturally appropriate diabetes education and scarcity of easily accessible
translated information.30 Against this background, Diabetes Victoria began delivering Life!
program sessions for people from Chinese backgrounds in 2015-16. Sessions are delivered in
Cantonese or Mandarin, depending on the needs of participants. Participant written materials
are in both traditional and simplified Chinese, and English.

 ype 2 diabetes and Cardiovascular disease in
T
Arabic-speaking communities
Arabic-speaking communities are a large and growing part of the Victorian population. After
English, Arabic is the fifth most spoken language in Victorian homes. In the 2016 census
approximately 80,000 people recorded Arabic as their main language spoken at home.31
The largest Arabic-speaking migrant groups in Melbourne are from Iraq, Lebanon, and Egypt,
with growing numbers of Arabic speakers also coming from Sudan and Syria, mostly as a
result of humanitarian resettlement.32
Rates of type 2 diabetes are increasing rapidly in countries with majority Arabic-speaking
populations. There is evidence that genetic risk factors may be playing a role in this increase,
although rapid urbanisation, unhealthy dietary habits and a lack of physical activity appear to
be the key determinants.33 This trend is reflected among Arabic speaking migrants to Australia,
where incidence of type 2 diabetes is highest amongst those born in Middle Eastern and North
African countries.34 Males born in Middle Eastern countries have rates of diabetes approximately
three times those of the general population.35 Arabic-speaking migrants in Australia also
experience a higher prevalence of CVD than the general population.36
Diabetes Victoria’s Arabic-language Life! program is the most recent addition to its program
for culturally diverse communities, commencing in 2018-19.

30.	Choi, Tammie & Walker, Karen & Ralston, Robin & Palermo, Claire, (2015) “Diabetes education needs of Chinese Australians: A qualitative
study” Health Education Journal 74, pp.197-208
31. https://profile.id.com.au/australia/language?WebID=110 [Accessed 8 October 2020]
32. http://stat.data.abs.gov.au/Index.aspx?DatasetCode=ABS_ERP_COB_STATE [Accessed 19 March 2021]
33.	Abuyassin, Bisher and Laher, Ismail, (April 2016), “Diabetes epidemic sweeping the Arab world” World Journal of Diabetes 25; 7(8), pp.165–174
34. Australian Institute of Health and Welfare Bulletin, Issue 9 (Oct 2003), ‘A picture of diabetes in overseas-born Australians”, p10
35. Australian Institute of Health and Welfare Bulletin, Issue 9 (Oct 2003), “A picture of diabetes in overseas-born Australians”, p7.
36.	Abdelmessih, E., Simpson, M. D., Cox, J., & Guisard, Y. (2019), “Exploring the Health Care Challenges and Health Care Needs of
Arabic-Speaking Immigrants with Cardiovascular Disease in Australia”, Pharmacy (Basel), 7(4), 151.
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The Life! program
Overview of the program
The Life! program supports eligible Victorians to reduce their risk of developing type 2 diabetes,
heart disease and stroke through healthy lifestyle choices. Funded by the Victorian Government
and coordinated through Diabetes Victoria, over 70,000 people have participated in the program
since 2007, making it the largest lifestyle modification program in Australia.
Since its inception in 2007, the Life! program has evolved its focus to include cardiovascular
disease (the leading cause of death in Australia) and stroke in addition to type 2 diabetes. The
program continues to be modified to ensure that it reflects best practice, new research evidence,
policy guidance and contextual factors. The CALD Life! program is now offered in Cantonese
and Mandarin with written material in traditional and simplified Chinese, Vietnamese and Arabic.

Eligibility criteria
The Life! program supports people at high risk to adopt and maintain healthy lifestyle behaviours.
The program is delivered by qualified health professionals who have completed Life! specific
training through group course and telephone health coaching. It encourages lifestyle modification
through healthy eating and weight control, physical activity, stress management, goal setting and
strategies for managing lapses. The Life! program aims to help participants set personal and
achievable goals and make small changes towards achieving them.

Overview of Life! program streams
Currently the Life! program consists of seven sessions over a 12-month period.
There are four different Life! streams:
y Group course (8-15 participants per group)
y Telephone health coaching (one-on-one)
y Culturally and linguistically diverse Life! (delivered in low literacy English, Vietnamese, Mandarin
and Cantonese (Traditional and Simplified Chinese) and Arabic.)
y The Road to Good Health for Aboriginal and Torres Strait Islander communities
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Overview of the Life! Group Course and CALD streams:
Currently the Life! program consists of seven sessions over a 12-month period.
Introductory session
Generally an individual session, but often delivered as a group session for the CALD program.

Session 1–4
Held within 2 months after Introductory Session:
Session 1: Overview
Session 2: Healthy Eating
Session 3: Physical Activity
Session 4: Wellbeing

Session 5
Held within 6 months after Introductory Session:
Monitor Progress

12-month Session
12 months after Introductory Session:
Review progress and set new goals (May be group session or face to face)

The Introductory Session introduces participants to the six program goals:
Healthy Eating
1. Decrease fat consumption - no more than 30% of energy
2. Decrease saturated fat consumption - no more than 10% of energy
3. Increase fibre consumption - at least 30g every day
4. Decrease sodium (salt) consumption - no more than 2000mg (5g salt)
Physical Activity
5. Increase physical activity - at least 30 minutes moderate activity per day
Weight Loss
6. Decrease weight by at least 5%
Page 10
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To participate in the Life! program, people must meet the following eligibility criteria:

1

18 years or over and have a score of 12 or higher on the AUSDRISK test at
lifeprogram.org.au/test and a Body Mass Index score of 25 or higher (or 23
or higher if you are of Asian descent).
AUSDRISK test
The AUSDRISK tool estimates your risk of getting type 2 diabetes in the next 5 years.
Calculate your AUSDRISK score at lifeprogram.org.au
BMI
Body mass index (BMI) is used to determine whether you are in a healthy weight
range for your height.
Calculate your BMI at heartfoundation.org.au/bmi-calculator This calculator shouldn’t
be used for pregnant women or children.

2

18 years or over and have been diagnosed with one or more of the
following conditions
•
•
•
•
•
•
•

3

heart disease or stroke
diabetes during pregnancy
kidney disease (stage 3 or more)
high cholesterol
high blood pressure
high blood glucose levels
polycystic ovarian syndrome

45 years or over (OR 35 years or over when of Aboriginal and/or Torres Strait
Islander descent) and have an Absolute Risk score of 10% or over when referred
by a GP clinic.
Absolute Risk
Absolute cardiovascular disease risk is a person’s probability of developing
cardiovascular disease in the next five years, based on a range of risk factors.
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CALD Life! program
The CALD Life! program builds capability among culturally and linguistically diverse communities
in Victoria by providing them with culturally appropriate knowledge and skills. To ensure
that participants can understand and connect with the information provided, resources are
appropriately translated. Sessions are held in local government areas throughout Metropolitan
Melbourne and Regional Victoria.
This infographic shows the evolution of the Life! program. The expansion of CALD program
delivery included the translation of the resources into Simplified and Traditional Chinese,
Vietnamese, and Arabic.

2007
Life! Taking action
on diabetes
(2007-2011)

y The Life! program commenced
2010
y First visit introduced to assist program entry
y AUSDRISK eligibility criteria changed from 15 to 12
y THC introduced
2011
y WorkHealth referral pathway
2012
y Life! program expands to include CVD prevention
y Individual Introduction Session introduced
y Age eligibility criterion lowered from 50+ to 45+

Life! Helping you
prevent diabetes, heart
disease & stroke
(2012-2016)

2013
y CALD program piloted with the Vietnamese community
2014
y Absolute risk score (when referred by a GP) becomes a new
eligibility criteria
y CALD English Life! program commences
2015
y Chinese Life! program commences
2016
y Eligibility criteria modified to ages 18+ and include a BMI threshold
y Program model review conducted against international guidelines

2018
Life! Helping you
prevent diabetes, heart
disease & stroke

y 12-month session introduced to group course and telephone health
coaching service
y Stage 1 online platform (Emails and SMS to participants between
sessions) introduced
2019
y Addition of Arabic Life! program pilot to the CALD group option
(from Feb 2019)
y Use of online technology to deliver and support engagement
activities with rural/regional areas (from May 2019)

(2017-2019)

Life! Helping you
prevent diabetes, heart
disease & stroke
(2020)

2020
y
y
y
y
y

Stage 2 Online Platform development commenced
Alternate Delivery Options (COVID-19 response) introduced
Review of stage 1: emails and SMS
Trial of reviewed emails and SMS with specific population cohorts
Evaluation of alternate delivery options

Life! resource, 2020.
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2018-2019 evaluation findings show that participants in the CALD Life! Program were not
completing the program at the same rate as those in the Group Course program, and were
having less success at meeting the healthy eating and weight loss goals.37 31.3% of CALD
participants completed Life! up to Session 5, compared to 56.1% of English language
participants. By Session 5, just 24.7% of CALD participants had achieved the healthy
eating goal, compared to 42.4% of Group Course participants. By Session 5, 9.1% of
CALD participants had achieved the weight loss goal, compared to 20.6% of Group Course
participants.
The evaluation demonstrated that there were positive outcomes for many participants from
CALD communities. For example, CALD Life! program participants increased their total
physical activity from an average of 36.0 minutes to 47.7 minutes per day, while Group Course
participants increased theirs from 28.9 minutes to 36.1 minutes per day.38 By Session 5, 31.2%
of participants from CALD backgrounds had achieved the physical activity goal, compared to
24.3% of Group Course participants. While Group Course participants reduced their sitting hours
from 8.2 to 6.7 per weekday, participants from CALD backgrounds maintained sitting hours at
4.3 per weekday during the same period.

Methodology
ECCV and Diabetes Victoria conducted extensive community consultations from November
2019 to August 2020. The consultations aimed to better understand: (1) the knowledge that
Victoria’s Vietnamese, Chinese and Arabic-speaking communities have of chronic conditions
such as type 2 diabetes and cardiovascular disease, and (2) how past Life! program participants
from these population groups evaluated their experience with the Life! program. Consultation
feedback was analysed to identify the barriers and enablers to joining, participating in, and
completing the Life! program.
Community consultations were separated into three categories:
y People who had completed the Life! program (described in this report as “completed
participants”)
y People who commenced the Life! program but did not complete it (described in this report
as “withdrawn participants”)
y Community members who have not participated in the Life! program (described in this report
as “non-participants”)
(Note: References in the consultation findings to “participants” refer collectively to completed
and withdrawn participants.)

37. Australian Institute of Health and Welfare Bulletin, Issue 9 (Oct 2003), ‘A picture of diabetes in overseas-born Australians”, p10
38. Diabetes Victoria (June 2020), Life! program evaluation overview summary 2018-2019
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Interviews were also conducted with facilitators that delivered the Life! Vietnamese, Chinese,
and Arabic programs, and with several representatives of ECCV member and community
organisations representing the relevant communities (referred to as “community organisations”).
Initial consultations with Vietnamese participants were conducted as focus groups in November
2019. Further focus groups with Mandarin, Cantonese, and Arabic speakers in 2020 eventually
had to be changed into individual phone interviews due to the COVID-19 pandemic. The greater
efficiency of focus groups as a consultation method meant that somewhat higher numbers
of Vietnamese participants were involved in consultations, compared to Chinese and Arabicspeaking participants. Focus groups and phone interviews were conducted in the participants’
first language, with interpreting provided by LanguageLoop.
Completed and withdrawn participants were recruited from a pool of past Life! program
participants who had agreed to be contacted for future research. (The majority of withdrawn
participants exited the program after Session 4, which they and the program facilitators indicated
was likely influenced by the approximately four-month gap between Sessions 4 and 5.) Nonparticipants were recruited with the assistance of ECCV members and community organisations.
The breakdown of participants from each community is as follows:
Community
Group

Completed
Participants

Incomplete
Participants

NonParticipants

Facilitators

Community
Organisations

Total

Vietnamese

8

6

9

1

4

28

Chinese

5

7

4

2

1

19

Arabic

4

3

4

3

2

16

Total

17

16

17

6

7

63

There is potential that participants with a positive experience were more likely to participate in
follow-up research, and therefore this consultation process was not able to elicit any critical
feedback from participants who did not have a positive experience. This limitation in the
methodology has not prevented meaningful consultation findings and recommendations from
emerging.
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Key Issues and Learnings
Summary
To determine the barriers and enablers to participation in chronic disease prevention programs
such as the Life! program, ECCV and Diabetes Victoria consulted with people from Vietnamese,
Chinese and Arabic-speaking backgrounds. These included people who had completed the Life!
program, people who had withdrawn before completion, and community members who had not
engaged with it. We also spoke to the facilitators of the program for each language group, and
representatives of several community organisations working with these communities. The findings
of the consultations with each language group are summarised in the following pages, as there
were distinct findings for each. Themes that emerged across all groups are summarised in this
section.

Knowledge of diabetes
In general, it was considered by focus group participants and interviewees that their communities
had lower levels of knowledge about diabetes and other chronic conditions than the general
population. This level of knowledge may partly explain the higher prevalence of diabetes observed
in Chinese, Vietnamese, and Arabic-speaking communities in Australia. It was observed that
there was a lack of information in community languages for CALD communities to promote health
literacy. Participants felt that this led to people either remaining uninformed about chronic disease
prevention or obtaining information from unverified sources on the internet.39 As one Vietnamese
focus group participant said, “our main source of information about health is the internet - type in
a key word and then everything will come out”.

Diabetes vs Cardiovascular Disease
Although Life! program participants were asked in consultations about both type 2 diabetes and
cardiovascular disease, it is notable that their responses focused mostly on type 2 diabetes,
as is clear from the summaries of each language group. It is unclear why this was the case
and whether it reflects emphasis in the program itself, but it indicates that the program made a
considerably greater impression on participants with regards to prevention of diabetes than of
CVD. Diabetes Victoria may therefore need to consider alterations to Life! program delivery and
the workbook to ensure that heart disease and stroke receive equal prominence. The fact that
much of what follows focuses more on diabetes than on CVD reflects the proportions about
which interviewees spoke of the respective diseases.

39.	For more about healthy literacy in CALD communities, see Ethnic Communities’ Council of Victoria, (Oct 2020), Communicating about COVID:
Health Literacy and Language Services during the Pandemic
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Referral sources
The most common pathways into the Life! program were through people known and trusted by
the participants. Nearly all participants became aware of the Life! program after having it brought
to their attention by their doctor, by family and friends, or through participation in community and
seniors’ groups, generally when a Life! program facilitator came to speak to their group. In some
cases, the group itself became the forum through which the program was delivered.
Many participants recommended that the program be advertised more widely in their communities
to attract new participants, but the value of this must be considered in the context of the
interviewees’ own pathways into the Life! program, which were mostly through referrals by trusted
community members. Many interviewees reported that they were regular listeners to programs
on SBS radio in their languages. It may be worthwhile for Diabetes Victoria to consider promotion
through SBS community language programs, to assess if this has any impact on the number of
new enrolments from that community. Participants from Vietnamese and Chinese backgrounds
indicated high levels of trust in their doctors. Diabetes Victoria can continue to leverage this to
encourage people in high-risk groups to enrol in the Life! program.
Reasons given by participants that illustrated their motivation to enrol in and complete the Life!
program included encouragement by their doctor, being informed or realising that they were at
high risk of developing diabetes, or that someone they knew (such as a close family member) had
been diagnosed with the condition.

General Responses
Almost everyone who had participated in the Life! program expressed a positive experience.
General feedback indicated that participants learned new and useful knowledge and skills, and
that information was presented in a clear and engaging way. There was much praise for the
program facilitators, and indications that participants learned more from their personal interaction
with facilitators and their fellow participants than they did from reading materials such as the
participant workbook. Nonetheless the participant workbook was praised as a useful source of
information by the majority, with the sections showing examples of healthy and unhealthy food
being most commonly recollected. Community members noted the importance of engaging with
CALD community organisations to develop appropriate resources in community languages, such
as flyers and the participant workbook, to ensure that they presented information in the most
culturally relevant manner, such as with images of sports popular in specific CALD communities.
Without exception, the withdrawn participants we spoke to cited other commitments that
prevented them from finishing as their reason for withdrawal. This may indicate that for some it
was not a high priority. However, it is still notable that no one gave any suggestion that anything
about the program content, design, or facilitation style contributed to their reason for withdrawing.
A much more common suggestion was that the large timespans leading to the final two sessions
caused participants to disengage. Several withdrawn participants suggested that this time be
reduced, and the program completed in a shorter period.
Participants were pleased that sessions were generally held in easily accessible locations near
where they lived. Most preferred that program sessions were held during daytime, which was
convenient for people who were retired or not in the workforce, but acknowledged by many as
precluding people who worked in the daytime. Amongst those unable to attend on weekdays,
weekend sessions were preferred; however, evenings were generally seen as family time and
therefore inappropriate for the sessions.
Page 16

|

Chronic Disease Prevention in Multicultural Communities

Learnings Reported by Participants
The area of greatest interest to participants was healthy eating. For many this was an opportunity
to reflect on their current nutrition consumption. Participants learned that some central
components of their diets, such as white rice, were not considered healthy in the quantities in
which they were being consumed. Almost all participants were pleased to learn about which foods
they should try to increase their consumption, and which they should decrease their consumption,
and indicated that the examples provided were culturally relevant. Common feedback included a
practical element for Session 2 such as cooking demonstrations which supported participants to
prepare healthier meals.
Many participants also said that they were pleasantly surprised to learn about the benefits of
“gentle” exercise, such as walking, tai chi, moving about the house or even doing movements
while sitting in a chair. A majority reported commencing or increasing regular exercise routines
because of participating in the Life! program. However, not all were maintaining this after
completing the program (for some participants interviews took place over 2 years since program
completion.) Some expressed frustration that COVID-19 restrictions had interrupted their exercise
routines. Many suggested that Diabetes Victoria could provide some support to help them keep
exercising long-term, such as referral at program completion to an exercise or walking group, or
check-in after a certain time following completion of the program to assess if lifestyle changes
were being maintained.
In general, compared to healthy eating and exercise, participants expressed less recollection of
information about mental health, which is equally important for reducing the risk of type 2 diabetes
and cardiovascular disease. The Life! program could benefit from mental health having more
prominence, for example by defining stress reduction goals, as there currently are for the diet and
exercise components of the program.

Suggested Improvements
A common suggestion was that the first Life! group session (Session 1) should focus more on
what diabetes is and what its health consequences are, as many participants felt that they did
not learn enough about this. Participants indicated that such a session would provide greater
motivation to attend all subsequent sessions and make the necessary lifestyle changes. This
suggestion is also an example of the emphasis placed by participants on learning about diabetes
as opposed to CVD.
With Life! group course sessions being delivered online during the COVID-19 pandemic,
interviewees were asked if they thought online delivery should continue. Neither participants nor
facilitators were enthusiastic about this option. Face-to-face learning was considered the most
effective method, as it provided more opportunity for interaction with facilitators and mutual
support between participants. Several interviewees however felt that there was potential for social
media to be used to support the program as a channel to provide extra information or reminders
to participants, or as a means for participants to record activities.
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Recommendations for the CALD Life! Program
Based on the outcomes of all consultations, ECCV and Diabetes Victoria make the following
recommendations for the CALD Life! program, which can contribute to chronic disease
prevention and education with CALD communities in Victoria:
1. Diabetes Victoria looks for opportunities for partnerships with ethnic groups and
organisations and considers targeted promotion and paid advertising through ethnic media
such as SBS radio.
2. Diabetes Victoria continues to leverage off and utilise GPs within CALD communities to raise
awareness about the Life! program and develop effective referral pathways with Chinese and
Vietnamese communities, where people often have close, trusting relationships with their GP.
3. Diabetes Victoria consults and co-designs with community organisations and members to
develop appropriate in-language resources, such as flyers and the participant workbook.
Designers should endeavour to include images of people of different ages, and images of
sports popular in specific communities.
4. Diabetes Victoria investigates funding opportunities to include a practical element in group
courses such as cooking demonstrations or exercise classes.
5. Diabetes Victoria investigates using WeChat to advertise, promote and deliver the Life!
program to the Chinese community.
6. Diabetes Victoria consults with CALD Life! facilitators to identify opportunities for increased
community engagement and connection with CALD community leaders and ethno-specific
organisations, with the aim increasing CALD program referrals.
7. Diabetes Victoria reviews its communication touch points with CALD Life! participants to
ensure that they remain effectively engaged over the course of the program, especially in the
lead up to Session 5 and the 12-month review, or if they miss a session at any stage.
8. Diabetes Victoria reviews the content of its CALD Life! program (e.g. workbooks, session
information) to ensure its cultural relevancy. For example, Arabic content will emphasise that
participants have autonomy for their own health outcomes and provide information about
healthy living while fasting. All content will be reviewed to ensure that information about heart
disease and stroke has equal prominence with that about diabetes.
9. Diabetes Victoria continues to use the familiarity, trust and routine of already-existing groups
and networks as enablers to Life! program enrolment and participation.
10. Diabetes Victoria investigates appropriate pathways to refer participants to local communityled healthy lifestyle programs and services outside of the Life! program.
11. Diabetes Victoria utilises past Life! participants and people living with chronic disease to share
their lived experience with current participants.
12. Diabetes Victoria promotes awareness of the right of all community members to free use of
interpreting when talking to health professionals.
13. Diabetes Victoria engages former Life! program participants to act as community champions
and promote the program and healthy living in their communities.
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Summary of Findings – Vietnamese community
Consultations with participants from Vietnamese backgrounds were able to be undertaken as
part of focus groups prior to the COVID-19 pandemic. Consultations revealed relatively low levels
of awareness of diabetes amongst the general Vietnamese community. Consultation participants
had a high level of interest and desire to learn more when they had diabetes brought to their
attention by their doctors, or after acquaintances developed the condition.

Knowledge of diabetes
Most attendees at the focus group for non-participants were unable to say what diabetes was,
although several suggested it had something “to do with sugar”. Many were also hesitant when
asked if they knew about the causes of diabetes, with some saying diet (but with mixed views
about the role of sugar), some saying lack of exercise, and one attendee pointing to stress
and depression as the main causal factors. Only one member of this focus group said they did
regular exercise. A majority of non-participants indicated that they tried to eat a healthy diet,
and about half said that they monitored their weight regularly. Participants’ reflections on their
learnings encompassed diabetes only, with no mention of cardiovascular disease.

Referral sources
Those who had participated in the Life! program had most often become aware of type 2
diabetes through their GPs, with a minority having heard about it through community groups
such as the Hobson’s Bay Vietnamese Association and the Australian Vietnamese Women’s
Association. The facilitator of the Vietnamese language Life! sessions was a significant promoter
of the program and raised awareness by speaking regularly to community groups. Several
focus group attendees acknowledged the facilitator’s encouragement and enthusiasm as
having played a key role in their realising the importance of diabetes risk reduction and making
the decision to enrol. Participants cited a variety of reasons for deciding to enrol – a desire to
stay healthy, acknowledgment of their own risk factors, a history of diabetes in the family, and a
desire to lose weight were all prominent. The most common theme however was a trust in the
recommendations of their GPs that they needed to take action to reduce their risks.
The majority of both completed and withdrawn participants said they had spoken to their family
and friends about what they learned in the Life! sessions, especially with regards to diet, and
would encourage them to attend if they were eligible. This echoes the views of community
members who had not engaged with Life!, many of whom were keen to hear more about it and
enquired about their eligibility to enrol once they had been made of aware of it.
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Learnings Reported by Participants
The overall reaction to the Life! program was very positive. The biggest benefit mentioned by
program participants was greatly increased knowledge about the components of a healthy diet.
Almost all participants indicated that they maintained a largely traditional Vietnamese diet, with a
few western influences. Specific mention was made of learning about managing cholesterol, and
the benefits of eating more vegetables and fish, and less red meat and rice. Several participants
remarked that they had been unaware of the health consequences of excessive consumption of
white rice before participating in the Life! program, as it is a Vietnamese staple and consumed
habitually. In response to a question about what changes they had made to their lifestyles
since completing the program, reduction in white rice consumption was the most widespread
response. (See section on General Findings for more on this.)
Most participants also indicated that they had learned more about the importance of exercise.
The main area of interest was the understanding that exercise did not have to be vigorous to be
valuable, and that it could involve walking, or even movements that could be done at home while
sitting. One participant remarked that since learning about these options in the Life! program,
better diet and exercise had become a habit.
Consistent with the feedback from all language groups, none of the participants who withdrew
from the Life! program expressed dissatisfaction with the program as the reason for withdrawal.
There were also no logistical difficulties with attending sessions, with all who participated in the
Life! program, whether they completed it or not, saying that sessions were held at convenient
times (in the middle of the day) and at convenient locations in their community. Competing
commitments were given as the reason for non-completion in all cases, except for one
participant stating that since she did not have diabetes, “there wasn’t a problem anymore”
and there was therefore no reason to continue attending. This suggests at least one case
where a participant seemed not to understand the concept of risk reduction and preventative
health solutions.
When asked for the advice that they would give to people who are considering joining the Life!
program, those who had completed the program said that they would advise new participants
to attend all sessions, as they all have important information that should not be missed.
Several mentioned that the first session, in which the seriousness of diabetes as a condition
was explained, motivated them to complete the program. One participant cited the realisation
that diabetes can lead to premature death as providing her with the necessary motivation to
complete the Life! program. Several participants remarked that their commitment to the program
from the beginning could have been enhanced by hearing from someone with lived experience of
chronic disease, who could have motivated them to reduce their risks immediately so as not to
end up in the same place.

Supporting Material
Participants spoke positively of the resources used in program sessions, particularly the
participant workbook, which was praised for being practical, easy to understand, and having
clear graphics and photos. It was noted that the workbook being in both Vietnamese and
English gave participants choice about how they wanted to learn. One participant noted that
“having it in Vietnamese and English was very good – it meant the younger generation could
read it as well as us”. There was also a lot of commendation for the facilitator, who was praised
for her friendly and engaging manner and genuine care about the issues under discussion.
Page 20

|

Chronic Disease Prevention in Multicultural Communities

There was more confusion about materials from non-participants, especially with regards to a
flyer showing an older woman in her backyard holding a rake, with the slogan “It’s time to take
action”. Several people mentioned that this looked to them like a gardening program, or at least
an activities group for seniors, and therefore would not attract their interest.

Promotion of the Program
Everyone consulted encouraged a wider promotion of the Life! program in the Vietnamese
community. When asked how Diabetes Victoria could better promote the program to Victorians
of Vietnamese background, many recommended promoting Life! at community events such as
Vietnamese New Year, where it would reach a wide audience. Other suggestions included further
promotions through doctors and medical clinics, through Vietnamese community organisations,
by distributing flyers in public housing, and through Vietnamese language media, in particular
SBS radio. Many attendees indicated that the Vietnamese language program on SBS radio at
7pm was a major source of information for them and an appropriate outlet for Diabetes Victoria
to advertise.

Suggested Improvements
When asked how Life! could have been improved, completed and withdrawn participants both
suggested that sessions could include diabetes risk tests being offered in-session, or a practical
test that they could take to assess how their risk of developing diabetes was progressing.
Several participants also remarked that they would have appreciated some more practical
elements in the program, such as cooking demonstrations, demonstrations of useful exercises,
or even an excursion to a place such as a swimming pool.
It is clear that the subject of diet was of the most interest to members of the Vietnamese
community who were consulted, although a growing awareness of the importance of exercise
and physical activity was also clear amongst those who had been through the whole program.
Few participants had much recollection of the program session addressing mental health,
stress reduction, relaxation, and good sleeping habits. This suggests that Diabetes Victoria may
need to consider placing greater emphasis on this aspect of the program and find ways to get
participants to reflect on it between sessions.
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Summary of Findings – Chinese communities
Facilitator’s View
Feng Junjie (not their real name) is a Chinese facilitator for the Life! program. Feng has 10 years’
experience as a registered intensive care nurse and works as a nurse educator at Monash Health
NaMES (Nursing and Midwifery Education Strategies).
What do you enjoy most about running the Life! program?
Being a Life! facilitator is exciting and rewarding. I really love being in a role that allows me to
support, coach and share knowledge and information with other people.
Since COVID-19 arrived, I have been running CALD groups via Zoom, and I thoroughly enjoy
listening to the participants’ discussions and hearing their ideas. I love empowering them to make
the lifestyle modifications that are most appropriate for their own circumstances and culture.
How has it been supporting participants during COVID-19?
It has been rewarding, and the co-facilitators and I are very glad to see that the Life! program can
provide psychological and emotional support. Most of our participants (or their family members)
experienced the stress of COVID-19 in both China and Australia. To quote a participant, “We
played the first half in China, and now we are playing the second half in Australia.”
Peer support from Life! program participants during lockdown is even more valuable, especially
for CALD groups – their social life, which was already limited by the language barrier, is even
more restricted.
Could you share any success stories?
One participant that comes to mind is a gentleman who had a heart attack last year. He must sit
at a desk all day at work and his diet is not ideal because of that. He is keen to change his lifestyle
but is not sure how to do it.
We had a great discussion about keeping active while having to stay at home. It was fun and
suggestions included ping pong, tai chi, and square dancing. This discussion and the activities
helped him and the other group members – being active has such a positive impact on people’s
sleep, energy levels and mood.
What are some of the common challenges your participants face?
Changing your lifestyle is easier said than done. Every participant has a great deal of life
experience and, when they start the program, they tell you that they know what is good and
what’s bad in terms of their health and lifestyle. Some participants think that life will not be very
enjoyable anymore if they live a totally healthy lifestyle.
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As the sessions progress, they start to realise that small changes can make a huge difference.
And then they can feel that difference. This makes them more open to new ideas and motivates
them to be more active during and after sessions.
What changes could be made to Life! to encourage greater participation by ChineseAustralians?
The online delivery mode may remain an option even after the pandemic. This is the feedback
from current participants as most people in their 60s and above were brought to Australia and
sponsored by their children. This population usually lives with their children and do not drive.
More promotion on WeChat may be required. WeChat is nearly the only social media app used
by Chinese immigrants in their 50s and above. This app incorporates all they need in their daily
life, e.g. purchasing/paying bills/banking/booking taxis/ordering food, texting/voice calling/video
calling, getting news/joining various groups (social and work related). An official WeChat account
and partnering with those large online communities for promotion would be helpful. I think that
we should post regular health information or organising activities in Chinese in WeChat groups to
keep participants connected.
Once restrictions are eased and group activities allowed, we can reach out and join various
Chinese events or activities to promote Life! and other programs. Using other Chinese
organisations’ resources and attending their events can be more effective and cost friendly.
There are different associations or groups for different Chinese populations (seniors, youth,
specific professions, etc.)
The quality of the program must be maintained. A lot of participants in recent groups have been
friends or family of previous participants. Because of their cultural background, most Chinese
people are quite cautious about signing up to programs and giving out personal information.
Hence word of mouth can be important. Additionally, a CALD provider list on an official website
or an official WeChat account increases our credibility when we go out and promote Life!
Different strategies should be used to promote healthy living in different age groups, though
this can be challenging to achieve. We used tai chi for groups with older people, and regular
activities or other sports for younger people. But sometimes it is not easy to put people of similar
ages together.
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Participant’s View
Yi Xing (not their real name) recently completed the Chinese language Life! program.
How was your health before you joined Life!?
Before I joined the Life! Program, I used to travel a lot for work. I was able to do regular physical
activity by fitting in a jog here and there, but I did find it difficult to keep to a balanced, healthy
diet. In fact, my diet in those days was basic. It did not vary much, and it certainly did not contain
a great deal of fruit and vegetables.
In 2017, I was diagnosed with a heart condition. Following an angiogram, I had a stent inserted
into one of my main coronary arteries. The diagnosis radically changed my attitude towards
diet and exercise: I realised just how important they are, and I decided to make some lifestyle
changes.
How did you find out about the program?
One of my friends is a Life! program facilitator. He knew about the state of my health and
recommended that I
join the program.
What were the best parts about the Life! program for you?
For me, the best aspect of doing the Life! program was acquiring a lot of useful information.
I learned about the risk factors for diabetes and other chronic conditions, and about the
importance of a healthy diet.
What were some of the most important things you learned on the program?
What I learnt on the program enabled me to reduce the amount of salt I eat, and to go for
lower-fat options. For example, rather than buy deep-fried chicken, I can now cook a healthier
alternative at home. These days, I am far more mindful of the importance of a balanced diet,
which in my case means eating more fruit and vegies.
How has the program changed your health?
Participating in Life! has made me more health conscious. I take more interest in the food I eat,
and I try to do more exercise. After I had my stent inserted, I took up badminton, but I had to
take a break because of injury. I think a lot more about the consequences of not looking after
my health, and Life! has made me aware that there are things I can do to help reduce my risk
of developing chronic disease.
The COVID-19 pandemic has been a reminder for me of the importance of exercising regularly
and trying new sports and other forms of exercise to stay healthy.
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Due to the onset of COVID-19 in March 2020, consultations with Chinese Life! completed
participants, withdrawn participants, and non-participants were conducted by phone. This
provided an opportunity for each interviewee to give a considered response to each question
but lost the opportunity for group consensus to emerge about key themes and potential
suggestions for improving program material and marketing.

Knowledge of diabetes
Many participants acknowledged that they had little understanding of diabetes and other chronic
conditions before commencing the Life! program, and that this realisation had motivated them to
seek enrolment in the program. A number of participants pointed to a sudden awareness of the
risks at a certain point: as they reached old age, learned that they had a risk factor, had gestational
diabetes during pregnancy, or knew someone who had developed diabetes. These responses
suggest a general lack of knowledge about diabetes in their communities, but a keen desire to
learn once awareness is gained (a phenomenon also noted by the facilitators of the Chinese
CALD Life! program). It is notable that participants cited risk factors in terms of their relationship to
diabetes rather than cardiovascular disease, indicating again that the program was seen by those
familiar with it as being concerned primarily, or even exclusively, with type 2 diabetes.

Referral Sources
Referral pathways into the program were highly varied for Chinese participants. Multiple
interviewees reported hearing about Life! through community associations, social workers,
friends, and seniors’ clubs, with individuals also reporting introductions to Life! from a recreation
centre, a community health centre, and through a pharmacist. These diverse referral pathways
tend to indicate a relatively high level of awareness of the Life! program in Chinese communities,
with participants reporting a diverse range of referral sources.
Sessions were held during the day on weekdays and weekends, providing choice to participants.
Most found a time that suited, with many preferring the weekend times, which also allowed
full-time workers and students to attend. All participants said that sessions were at convenient
locations. As with other language groups, withdrawn participants all said that they had to
miss sessions due to other commitments. About half of those who could not complete Life!
contacted Diabetes Victoria to arrange alternative times to attend (although this could not always
be arranged).

Learnings Reported by Participants
Praise for the Life! program was almost unanimous from completed and withdrawn participants.
Learning about dietary improvements and the value of exercise were the main benefits mentioned
in interviews. Many participants mentioned information about healthy eating that they had
incorporated into their daily living, with changes reported including lower consumption of salt, fried
foods, sweets, meat, oil, stir-fries, and fish and chips, and increasing consumption of steamed
food, vegetables, wholemeal bread, and other high fibre food. One interviewee noted that they had
learned “that coconuts have high cholesterol and that she shouldn’t eat full-cream cheese”.
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Many interviewees mentioned that exercise was not a priority for their friends and family, and that
sport and gym attendance were rare. Many participants remarked that during the Life! program
they learned that exercise did not have to be vigorous to be beneficial. One interviewee said that
“I have learned to do low intensity exercises – I can even do them sitting in my chair at home!”.
Another remarked that they now knew that they did not have to go to the gym for exercise but
could stay healthy through running and walking. Several participants expressed appreciation
that the Life! program taught exercises that were suitable for older people. Many participants
noted that they now incorporated exercise into their daily routine, or other physical activities such
as dance, tai chi, and qigong. A number also expressed pleasant surprise at their subsequent
weight loss. There were several expressions of frustration that COVID-19 restrictions had
interfered with exercise routines that began after participating in the Life! program.
There were two interesting perspectives raised in consultations that were not reflected in other
language groups. One was an acknowledgement from some participants that, as one put it, “by
going to this program we learnt what diabetes is”. One participant said that they had previously
thought that diabetes was inherited, while several said that they had no previous idea of the
complications that it can cause. It is again notable that no interviewee ventured that they had
learned more about cardiovascular disease.
The second perspective raised only by Chinese participants was that they had learnt about the
connection between mental health and chronic conditions. Participants noted that they had
learnt the importance of staying positive, being optimistic to manage stress, remaining patient,
and “not being bothered by little things”. One participant noted that changing their eating habits
had improved their mood. Chinese participants were the language group that most reported
learning about stress management and relaxation as important factors in diabetes risk reduction.

Supporting Materials
There was general positive feedback about the quality of the participant workbook and other
resources, but not a lot of mention of it from interviewees unless prompted. This echoes a point
raised by the facilitators, that Chinese participants tended to learn more through talking and
interaction rather than reading. Given that so many participants expressed interest in learning
more about exercise, the facilitators felt that the workbook would be considered more useful with
incorporation of pictorial guides for simple exercises.

Suggested Improvements
Most participants expressed a high level of satisfaction with the program, and few had
suggestions for improving it. Several did however express concern about their peers who had
not completed the whole program and felt that all participants should have been asked to
express their commitment to completing it in the introductory session. There was particular
concern about the long gaps between Session 5 and the 12-month follow up session. Some
participants and the facilitators suggested that the whole program should be completed in a
shorter time, such as 2 months, preferably with a follow up consultation 6 – 12 months later to
ascertain if participants were continuing to meet goals.
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Promotion of the Program
Recommendations about how to promote Life! in Chinese communities centred largely on
WeChat, the “all in one” app that is China’s dominant social media platform. Comments included
that “we all use WeChat”, “even old people use it now”, and “I use it like everyone else”. Several
interviewees also mentioned WeChat’s functionality as a learning platform, with some using it to
learn English, and others mentioning that many community organisations use it for educational
purposes or to provide information to nursing home residents. The main note of caution was
that WeChat is considerably more popular amongst mainland Chinese (where other social media
platforms are blocked) than in other regions where Chinese diaspora communities are located,
and that this divide is somewhat reflected amongst Chinese communities in Australia. However,
our consultations indicated that usage is wide enough that WeChat presents an opportunity for
Diabetes Victoria to promote Life! and provide content to participants.
Other suggestions for promotion were through doctors and medical clinics, by distributing flyers
for community groups to provide to their members, and through churches. Like the Vietnamese
community, many interviewees noted the close and trusting relationships that they and their
families had with their GP. One interviewee noted that the vast majority of Chinese Australians
over 60 are members of a seniors’ group, and that these would be a particularly valuable means
of reaching interested community members. The program facilitators felt that Diabetes Victoria
could aid greatly with program promotion if they had the resources to employ a Cantonese
or Mandarin speaking employee to promote the program to Chinese health and community
organisations. The Vietnamese Life! facilitator provides an example of how valuable it can be to
have someone act as a community champion, promoting the Life! program and healthy lifestyle
choices in their community.
All completed Life! participants expressed that they had spoken about the Life! program to
family and friends. Some indicated that it had given them a new appreciation of the importance
of health to their children and grandchildren. This indicates that word-of mouth-communication
about Life! may be relatively high in Chinese communities, and the previously mentioned diverse
referral pathways provides some evidence that this is indeed the case.
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Summary of Findings – Arabic Speakers
Consultations for this project took place with past participants, withdrawn participants, nonparticipants, and program coordinators and facilitators by phone and videoconferencing in
May – June 2020. Many of those consulted noted the high rates of diabetes in Arabic-speaking
communities and suggested that unhealthy diets and sedentary lifestyles were likely to be
significant factors in these. It was noted that the diets of Arabic speakers typically contain lots of
carbohydrates, pastries, fatty and sugary sweets, coffee and salt, and that bread is eaten with
nearly every meal. Rice is generally seen as healthy. Commonly eaten fruits such as grapes and
watermelon have high sugar content. The centrality of large meals to family gatherings and the
rituals of daily life was also identified as potential reasons for the high incidence of diabetes.

Knowledge of Diabetes
Arabic-speaking participants generally considered their levels of knowledge about type 2
diabetes and other chronic conditions quite low, and many Life! participants admitted that they
knew little before attending the Life! program. It was suggested by several interviewees that
promoting healthier lifestyles posed some challenges in Arabic-speaking communities, where
notions of tradition in diet and lifestyle are embedded and difficult to change. One interviewee
noted that “in the Arabic community, our culture is to leave our health up to God”, and that only
a few people are interested in taking active steps to improve their health.
Several people noted that in their communities people tended to rely on medication for good
health, rather than making lifestyle changes. Some interviewees also pointed out that as diabetes
translates into Arabic as “sugar disease” or “sugary”, this created a misconception among many
that its cause is related only to excess sugar consumption. As with the other language groups,
interviewees showed minimal interest in cardiovascular disease during consultations, and Life!
program participants related very little that they had learned about it.

Referral Sources
Most Arabic-speaking Life! participants became aware of the program through their involvement
in seniors’ groups or other community groups. Much of the Life! program for Arabic speakers
is run through these groups at venues such as the Southern Migrant and Refugee Centre and
Victorian Arabic Social Services, so participants attend Life! sessions simply by attending their
group meetings at their usual place and time. Most group members reported that they had
been contacted by Diabetes Victoria, who offered to speak at one of their meetings, and upon
realising the level of interest amongst their members, group leaders invited them back to run the
full Life! program.
For this reason, the decision to participate was often a collective one. Most individuals that
were interviewed indicated that they had been keen to learn more about diabetes, often due
to a realisation of their own risk factors after the initial presentation by Diabetes Victoria, or due
to having family members diagnosed. Being part of a regular group meeting made attendance
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straightforward for most participants and was therefore a clear enabler of Life! program
participation and completion. As with the other language groups, all interviewees who withdrew
from the Life! program reported that other commitments made it impossible for them to finish the
program. Arabic-speaking participants who missed a session, however, were more likely than
people from other language groups to say that they followed up and retrieved the information
that they had missed out on. Most felt that they therefore had not missed any information despite
missing some sessions.

Learnings Reported by Participants
Responses to the program amongst interviewees were almost uniformly positive, with one
completed participant saying “Life! was a great program for me – it was easy to understand,
interesting and fun”. More than other language groups, Arabic speaking participants expressed
surprise at what they learned through the Life! program. Many said that the information about
healthy eating was new to them, and that it taught them for the first time to think about the
health implications of what they ate. Participants made mention of learning about the effects of
over-consumption of fatty foods like meat and chicken, of sugar and salt, and the importance of
eating more vegetables and fruit. Several participants said that Life! made them think about their
weight for the first time and realise that this was a risk factor that needed monitoring.
Most interviewees also said that they were pleased to learn about useful exercises that were
within their capabilities, with one expressing gratitude that they were taught exercises suitable
for older people and people with mobility issues. Group exercises were a feature of some
of the sessions, which were popular with participants. Some participants explained that for
them exercise was as much a social matter as a physical one. Some participants were given
pedometers, which they said motivated them to meet a target of 10,000 steps a day, and one
participant said that attendees weighed themselves during class, which was positive as they
rarely checked their weight otherwise. Several interviewees mentioned that they learned how
to relax and look after their mental health and attributed this to the new exercises they had
commenced.
Interviewees reported mixed results about whether they had made lasting lifestyle changes, with
almost half admitting to resuming old habits sometime after finishing the program. One said that
they found it hard to make changes to their lifestyle to reduce the risk of type 2 diabetes when
many people that they knew who had been diagnosed with type 2 diabetes had failed to make
any changes. Others however said that they were at least trying to do more exercise. One said
that they now tried to do some exercise “though not every day”, while another said that they had
gradually increased their exercise since attending, from walking for 15 minutes each day, to now
walking for an hour a day.
A small majority of interviewees reported having made ongoing dietary changes, with participants
variously reporting that they were now eating more vegetables and fruit, eating rye bread instead
of white, eliminating sugary drinks, grilling food rather than frying it, and using Omega-3 oil
instead of other oils.
With regards to how information was presented to them, participants generally gave credit to
their facilitators rather than the materials provided to them. One facilitator was described as a
great motivator and “giving them a push”. Mention was made by several interviewees of the
difficulties that Arabic-speakers had in changing ingrained habits, and how they were pleased
that the program took account of this and encouraged gradual rather than sudden change.
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Supporting Materials
The Arabic language participant workbook is currently translated directly from English, using the
same images as the English language workbook. This lack of culturally relevant information was
mentioned by facilitators we spoke to, but not by any participants. This likely demonstrates that
the workbook was not central to the experience of most participants. One facilitator said that
participants responded very well to group activities with food, such as sorting it into basic food
groups or arranging various foods in order of fat content from highest to lowest.

Suggested Improvements
Several interviewees remarked that they and their fellow Life! participants could have benefited
from more encouragement to keep meeting their goals. A suggested recommendation to
support participants’ lifestyle changes long-term was for Diabetes Victoria to provide past
participants with one or two “check ins” throughout the following year to refresh the skills they
had learnt throughout their participation in the program. A related suggestion was for facilitators
to link participants to other community programs such as exercise or walking groups, to ensure
that they continue to keep up their lifestyle improvements.
Arabic-speaking Life! facilitators mentioned the challenge of encouraging community members
to exercise, and the importance of using a culturally appropriate approach that acknowledged
the social role of exercise. They also echoed the observation from some participants that
participants needed to be kept engaged in some form beyond the completion of the program,
if there was to be a realistic expectation that they would make long-term lifestyle changes. A
final recommendation from one facilitator was for Arabic-language Life! to improve its cultural
appropriateness by incorporating a section on nutrition and exercise during fasting. (As well as
Muslims fasting during Ramadan, Victoria’s Arabic-speaking communities include many Coptic
Egyptians whose calendar contains many annual periods of fasting.)

Promotion of the Program
Participants made various suggestions on how to promote Life! more widely in Arabic-speaking
communities. SBS radio was mentioned as having a wide listenership and being an appropriate
place to advertise, and most interviewees mentioned growing use of social media, especially
Facebook, amongst all age groups. However, most participants indicated that hard copy
material would be circulated most widely and reach the most people, and several members of
community and seniors’ groups offered to help circulate flyers if Diabetes Victoria could provide
them. One interviewee also mentioned the importance of community centres and migrant
resource centres to the lives of migrants and suggested that promoting Life! at these would
reach large numbers of Arabic speakers.
The most common suggestion was to keep tapping into existing community groups, as
membership of these was large, and the group environment encouraged engaged learning and
mutual support. Facilitators said that they had heard from some group leaders that members
still sometimes talked about what they had learned in Life! long after it had finished. To reach
younger people and men, it was suggested that approaches be made to young parents through
playgroups and school hubs, and through Men’s Sheds.
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Conclusion
ECCV and Diabetes Victoria aimed through this project to undertake comprehensive
consultations in order to better understand how Diabetes Victoria’s Life! program could be made
more accessible and appropriate to members of CALD communities. This project endeavoured
to develop an understanding of the barriers that prevent CALD community members from
joining, participating in, and completing the Life! program, and of enablers that could facilitate
enrolment, participation, and completion. Through this, we hoped to develop learnings that are
valuable in understanding how chronic disease prevention programs in general could improve
the effectiveness of their CALD community engagement.
Consultations revealed a keen desire for greater knowledge about chronic disease in these
communities, but a lack of awareness about how to access reliable information and education.
Many community members also expressed concern about lower levels of knowledge in their
communities about the risk factors for type 2 diabetes, and about particular cultural practices
and norms that may contribute to these risks.
The importance of tailored education and prevention programs targeted at specific CALD
communities was made evident through these consultations. Such programs must teach about
healthy living in a culturally specific context, with culturally appropriate translated materials,
delivery by bicultural educators, and take place at locations within the targeted community.
Program providers should take care to build trust amongst participants and develop methods
to ensure that program participants are supported to make long-term positive changes to their
lifestyles.
Through this project ECCV and Diabetes Victoria hope to demonstrate how chronic disease
prevention and education providers can develop culturally relevant solutions for effective health
promotion with CALD communities. Health promotion programs can work with community
organisations, health educators, community members and program participants to co-design
programs that meet the needs of the community, thereby improving health outcomes.
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Appendix A
Questions for participants who completed the Life! program:
1. How did you hear about the Life! program?
2. Who referred you to the program?
3. Why did you decide to participate in the program?
4. Did you have any difficulties attending any program session? Why?
5. What was your overall experience of the Life! program?
6. Is there anything Diabetes Victoria could have done better to improve your experience of
the program?
7. Do you have any advice for new participants to complete the program?
8. What are the main factors that helped you to complete all program sessions? (individual,
facilitator, program, environment etc.)
9. Has your knowledge of diabetes, heart disease and stroke increased since participating
in Life!?
10. Have you changed your diet, exercise and or stress management habits since participating
in Life!? (In what way?)
11. Would you be interested in attending a healthy lifestyle program again? What would make
you more likely, or less likely to do this?
12. Since completing the program, have you shared your knowledge with family and friends?
13. Would you like to make any other comments about Life!?
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Appendix B
Questions for withdrawn Life! participants
1. How did you hear about the Life! program? Were you referred by a person or organisation?
2. Why did you to decide to participate?
3. Did you find it difficult to attend program sessions? Why?
4. Are you able to explain the main reason or reasons why you did not complete the program?
5. Do you feel that you learned useful information in the sessions you attended? Have you
made any changes to your lifestyle because of what you learned?
6. Is there anything Diabetes Victoria could have done better to improve your experience and
make you want to have completed the program? Was the participant booklet helpful?
7. Do you have any advice for new participants to encourage them to complete the program?
8. In general, what type of messaging would be most likely to get the attention of [Vietnamese/
Chinese/Arabic] speakers? Images? Flyers? Advertising? Is it better to target individuals or
family/community?
9. Is there anything else you would like to comment?
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Appendix C
Question for Non-Participants
1. What does being healthy mean to you?
2. What are your main sources of information about healthy living? Would you be likely to
attend information sessions or a program if your doctor or a nurse recommended it?
3. Do you know what diabetes, heart disease and stroke are? Do you and your family think
much about them?
4. What do you think will increase or decrease your risk of getting diabetes, heart disease
and stroke?
5. Do you do regular exercise? Is exercise important to you, your family, and friends?
6. What do you think is a healthy diet? Do you try to eat a healthier diet?
7. Do you feel comfortable talking about your lifestyle (diet, weight, exercise) with others?
8. If you are eligible, would you like to attend a program to learn about how to reduce and
manage risk factors?
9. Would you prefer to receive this information as part of a group? Would you like to do the
program with a group you already know?
10. What time and place would be most suitable for you to attend a program?
11. What advice do you have about how Diabetes Victoria should promote their program with
[Vietnamese/Chinese/Arabic] community members?
12. Do you have any other comments?
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