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Abstract
Objective: The objective of the current study was to identify challenges of making
and sustaining healthy lifestyle changes for families with children/adolescents
affected by obesity, who were referred to a multicomponent healthy lifestyle
assessment and intervention programme in Aotearoa/New Zealand (NZ).
Design: Secondary qualitative analysis of semi-structured interviews.
Setting: Taranaki region of Aotearoa/NZ.
Participants: Thirty-eight interviews with parents/caregivers (n 42) of children/
adolescents who had previously been referred to a family-focused multidiscipli-
nary programme for childhood obesity intervention, who identified challenges
of making healthy lifestyle changes. Participants had varying levels of engagement,
including those who declined contact after their referral.
Results: Participant-identified challenges included financial cost, impact of the food
environment, time pressures, stress, maintaining consistency across households,
independence in adolescence, concern for mental health and frustration when
not seeing changes in weight status.
Conclusions: Participants recognised a range of factors that contributed towards their
ability tomake and sustain change, including factors at thewider socio-environmental
level beyond their immediate control. Even with the support of a multidisciplinary
healthy lifestyle programme, participants found it difficult to make sustained changes
within an obesogenic environment. Healthy lifestyle intervention programmes and
families’ abilities to make and sustain changes require alignment of prevention efforts,
focusing on policy changes to improve the food environment and eliminate structural
inequities.
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An estimated 11 % of children aged 2–14 years in
Aotearoa/New Zealand (henceforth referred to as New
Zealand (NZ)) are affected by obesity, and a further
20 % of children are classified as overweight(1).
Additionally, children living in the most deprived areas
are twice as likely to experience obesity than those living
in the least deprived areas(1). In addition to population-
level prevention efforts, it is important that children and
youth experiencing weight issues are offered support to
make healthy lifestyle changes; international recommen-
dations for themanagement of childhood obesity include
family-based healthy lifestyle programmes that incorpo-
rate nutrition, physical activity and psychosocial

components(2,3). NZ children with obesity show high
rates of weight-related co-morbidities, as well as subop-
timal dietary behaviours and low levels of physical activ-
ity, irrespective of ethnicity(4–6). At a national level, only
50 % of NZ children (2–14 years) meet the Ministry of
Health’s fruit and vegetable intake guidelines(7).
Additionally, 89 % of children (6 months–14 years) do
not meet screen time recommendations for their age
group, and 23 % (0–14 years) have insufficient sleep(7).
However, there is currently fragmented provision of
multicomponent healthy lifestyle programmes for chil-
dren and adolescents in NZ, which means access to these
services remains limited.
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Implementing and sustaining healthy lifestyle changes
can be challenging due to a wide range of individual, social
and environmental factors – a 2017 review of barriers and
enablers to healthy nutrition, physical activity, sedentary
activity and sleep habits in adolescents found that most
studies had focused on individual and interpersonal bar-
riers and enablers, and few studies have explored environ-
mental and policy-level influences(8). Kebbe and
colleagues’ subsequent multi-centre qualitative study in
Canada of barriers and enablers of healthy lifestyle behav-
iours in adolescents with obesity found that physical and
mental health, self-efficacy (in terms of self-regulation, con-
trollability and competence beliefs), social relationships
and accessibility of opportunities for lifestyle change all
affected adolescents’ abilities to make changes as barriers
and/or enablers(9). This reflected findings from an inter-
view-based evaluation of barriers and facilitators of goal
achievement in the Parenting Eating and Activity for
Child Health trial for children experiencing overweight in
Australia, which highlighted the relevance of factors exter-
nal to a support programme and beyond the parental locus
of control(10).

Previous research in NZ into the challenges of making
healthy lifestyle changes has largely focused on the cost of
eating healthily in an obesogenic (obesity-promoting)
environment(11,12). A qualitative study of the facilitators
and barriers to achieving a healthy weight in children
among focus groups with Māori (the Indigenous people
of NZ) parents and caregivers demonstrated that a key
barrier to making healthy food choices was cost, but this
was closely related to lack of time, the number of people
to feed and individual preferences(13). In addition, food
provisioning decisions were complex and involved
weighing up the relative importance of ensuring both
child health and happiness(13). While multidisciplinary
interventions can provide support for children with
obesity and their families, there are potentially enduring
influences on nutrition and physical activity outside of
the family control(10). It is important that families are able
to sustain healthy lifestyle changes in order to achieve
reduction in weight status over time and address
weight-related co-morbidities.

One family-based multidisciplinary programme focused
on supporting families to make healthy lifestyle changes in
NZ is Whānau Pakari, which means ‘self-assured whānau
(families) who are fully active’. Whānau Pakari eligibility
criteria are children and adolescents aged 5–16 years with
a BMI≥ 98th centile, or those> 91st centile with weight-
related co-morbidities. The programme is more accessible
than previous models(14), with a ‘demedicalised’ approach
to addressing childhood obesity. Medical assessments
occur in the home, which is more acceptable to the com-
munity. Focus groupswith pastWhānau Pakari participants
showed that participants and their caregivers valued
the sense of connectedness, knowledge sharing, the
experience of the collective journey and the respectful,

non-judgemental environment in the family-based pro-
gramme(15). Whānau Pakari has demonstrated effective-
ness in a randomised clinical trial, which showed
improvements in physical activity, psychological outcomes
and BMI SD score at 12 months(16). Whilst the BMI SD score
reductions did not persist at 24 months, reductions in sweet
drink intake, increases in water intake and improvements
in cardiovascular fitness and health-related quality of life
were present(16,17), as well as qualitative evidence of a
range of health and well-being benefits(15,18).

This paper presents a secondary analysis of data from
the Whānau Pakari barriers and facilitators study(19). This
involved understanding the factors influencing engage-
ment and retention in Whānau Pakari through a survey
and in-depth, semi-structured interviews with past partici-
pants and their families who had been referred to the pro-
gramme(18), given attendance at programme sessions had
been previously associated with improved health out-
comes(16,17). The content of the interviews was broad, rang-
ing from participants’ experiences in the Whānau Pakari
programme itself to wider experiences in the healthcare
system. Overall, participant experiences with Whānau
Pakari have been explored previously(19). While it was
not solicited by the interviewers, over half of participants
also volunteered information about the challenges of
healthy lifestyle change. This was not a focus of the inter-
view and the information was not requested by the inter-
viewers, but it was clearly an important topic for
participants and part of their experience of engaging in a
healthy lifestyle programme. Although it was not part of
the primary analysis of the interview data, it was important
that participant voice was reflected in the wider research
project. The research team considered the challenges dis-
cussed by participants to be an element to consider in the
context of addressing childhood obesity in NZ. The objec-
tive of this secondary analysis was therefore to identify the
challenges of making and sustaining healthy lifestyle
changes for families with children and adolescents who
were referred to a multidisciplinary healthy lifestyle
programme.

Methods

Programme context
Whānau Pakari is an assessment and intervention pro-
gramme involving weekly group sessions delivered by a
multidisciplinary team, including a physical activity
coordinator, dietitian and psychologist(16,20). The sessions
incorporated family physical activity sessions, including a
variety of sports and games to engage participants’ inter-
ests; psychology sessions, including discussion of topics
such as self-esteem and how to maintain healthy lifestyle
changes; and dietary sessions, including portion sizes,
the concept of healthy food, virtual supermarket tours
and cooking sessions(20). These sessions took place in a
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community-based sporting venue, and the assessments
took place in participant homes in order to minimise travel
barriers.

Whānau Pakari barriers and facilitators study
The methodology for the current study has been published
previously(19). Briefly, in-depth, home-based interviews
were undertaken with parents, caregivers and past partici-
pants of Whānau Pakari who had engaged with Whānau
Pakari to varying degrees, from those with high attendance
to those who were referred to the service and declined
input, in order to ascertain how engagement could be
improved. Interviews were chosen over focus groups,
due to the sensitivity of the topic, and with the anticipation
that participants who were reluctant to engage with the
group setting of the programme would prefer to participate
in interview-based research rather than focus group
research.

Eligible participants were parents and caregivers of chil-
dren and adolescents (and children themselves if over
11 years) who had been referred to the programme from
January 2012 to January 2017. Recruitment was by text mes-
sage and telephone call and included equal numbers of
Māori and non-Māori families. The interview schedule
was developed based on previous literature(18,21) and con-
sultationwith theWhānau Pakari programme delivery team,
who provided anecdotal evidence from participant assess-
ments. Participants were asked about their experiences in
the Whānau Pakari programme and about what affected
their ability to engage, in order to ascertain factors which
affected engagement (see online supplementary material,
Supplemental File 1).

‘Community-Up’ research principles were utilised to
develop rapport with the participants(22,23), which allowed
for rich data collection. C.E.K.W. and N.T.R. conducted the
interviews jointly, and N.T.R. led the interviews with Māori
families when appropriate. Conducting the interviews jointly
as a team with a Māori interviewer alongside a Pākehā
(non-Māori) interviewer facilitated the relationship-building
process with participants, particularly with Māori whānau
(families). Participant ethnicity for the parent/caregiver and
child was confirmed during the interview using the NZ
Census 2018 ethnicity question(24). A koha (gift, donation or
contribution) was offered in reciprocity for participants’ time.
The interviews were audio recorded and independently tran-
scribed. No formal member-checking process to assess cred-
ibility of results was undertaken; however, transcripts were
returned to participants for accuracy and acceptability checks,
and a summary feedback video was provided, which was
indicated by participants as preferable over a feedback hui
(meeting) or written report. Further details on the interview
procedure can be found in the consolidated criteria for report-
ing qualitative research checklist in online supplementary
material, Supplemental File 2.

Secondary analysis
Interview transcripts were inductively coded and analysed
in MAXQDA software using reflexive thematic analysis(25).
The code ‘Challenges of Healthy Lifestyle Change’ identi-
fied in the original analysis was used to screen the inter-
views for relevant material. Participant transcripts were
included in the analysis if they had discussed the challenges
of healthy lifestyle change in their interview (n 38 of the
original sixty-four interviews). C.E.K.W. conducted the ini-
tial analysis with supervision from E.J.W. The interview
data were coded to identify new concepts which emerged
as challenges evolved. New codes were added to the cod-
ing matrix as they emerged. The final coding matrix was
peer reviewed by the research team to assess reliability
and consensus. The codes were then amalgamated into
the final themes, whichwere compared across engagement
level and ethnicity to identify any potential differences. The
research team collaborated to finalise the themes, with pre-
viously agreed respectful parameters allowing the authors
to debate, challenge and refine interpretations of the data.
Given this was a collaboration between Maori and non-
Maori researchers, there were explicit agreements in place
from the beginning of the study, where control over the
analysis and interpretation of Maori data was held by
Maori research team members(26). It was agreed to apply
the ‘Give-Way’ rule throughout the wider study if there
was disagreement over the interpretation of the data con-
cerning Māori participants(26–28), whereby any final deci-
sion involving interpretation of Māori participants’
experiences would pass to a Māori researcher.

Results

The demographic characteristics of the thirty-eight partici-
pants included in the secondary analysis are presented in
Table 1. Seventeen interviews were with families with
Māori children (Māori or non-Māori parent/caregiver).
No interviews included in this secondary analysis included
children or adolescents as participants, as the topic of
implementing healthy lifestyle changes was not raised by
these participants.

Participants described a range of factors that influenced
their ability to both implement and maintain positive
healthy lifestyle changes, identified and supported by
example participant quotations in Table 2. These key find-
ings were consistent across engagement level and ethnic-
ity. Overall, participants had a sense that a wide range of
factors contributed towards someone experiencing weight
issues, and therefore a range of factors contributed towards
their ability to make healthy lifestyle changes:

‘You’ve got the economic one, you’ve got the social
one, you’ve got the individual one, you’ve got the
monetary one, and all those factors contribute into
why someone is overweight.’ – mother, Māori
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Financial cost of healthy eating
Participants stated that the cost of healthy food was
off-putting, impacting their ability to make healthier
choices. This cost was an extra burden on the family
when they did choose to purchase it, especially with
larger families. Buying in bulk was cheaper but put pres-
sure on families due to the upfront cost.

‘So when you think of meat, fruit, vegetables, it is
quite a costly thing, and we lived in a house of essen-
tially nine people, so it was a massive meal to make
and money was extremely tight because there was
seven kids and, you know, two adults, so it was quite
hectic.’ – mother, Māori

‘Food’s not cheap and especially when you take them
off formula and put them on normal cow’s milk [ : : : ]

we go through 6þ litres of milk a week. I buy the 3
litres ’cause it works out a little bit cheaper, but 3 litres
is still $5 something so, you know, in your groceries
so there’s $10-$15 just for milk.’ – mother, New
Zealand European

Many families on one income struggled to make healthier
choices, and due to the cost of changing to healthy food for
thewhole family, some familiesmade the choice to prepare
healthy meals for the child who needed it most.

‘The cost of changing the food and, you know, for
one particular person when you’ve got like two or
three kids and stuff like that does make it a lot.
When you’ve got one child it’s not too bad if you’ve
got two incomes, but when you’ve got, say like a solo
parent and you’ve got three or four kids, trying to

Table 1 Interview participant demographics (parents or caregivers of children and adolescents referred to the Whānau Pakari service)
included in secondary analysis*

n %

Interview participants 42
Female 36 86
Ethnicity†
Māori 14 33
NZ European 27 64
Other European 1 2

Level of engagement‡
Attended ≥70% of programme sessions 11 29
Attended <30% of programme sessions 11 29
Had one assessment, then discontinued with the programme 4 11
Referred, but chose not to engage 12 32

*n 38 interviews included in secondary analysis.
†Total ethnicity output (more than one ethnicity selected, total adds to >100)(24).
‡Refers to number and percentage of interviews. Four interviews involved two family members.

Table 2 Participant-identified challenges of healthy lifestyle change

Factors Quotation to illustrate identified challenges

Financial cost ‘Fruit and veggies, they encourage you to eat them, but I can spend $40 odd, $50 just on fruit and veggies
a week out of my groceries, and then, you know, you’ve still got your meat and everything else on that
it’s not cheap to live ( : : : ) there’s people worse off than me that really struggle. So you look at your food
and then your health system, like, doctors and then your medicines, it all adds up.’ – mother, New
Zealand European

Food environment ‘ : : : you sit there and you’re not hungry, after about five minutes of ads about food and junk food then you
think ‘oh I might go have a biscuit or a cup of tea’ – mother, Māori

Time pressures ‘I mean, when you’re in a busy life you haven’t got time to go reading everything on the box in the
supermarket have you?’ – mother, New Zealand European

Stress ‘I always have to watch my weight and I am trying to be a mother and I might have to go to work as well
and I’m trying to figure what everybody is going to eat every day and it’s exhausting. How do I keep
everybody on track and not fall over?’ – mother, Māori

Consistency across
households

‘I had to knuckle down on my partner with my daughter because he’d be like ‘I’m allowed to give her a
treat’ and I’m like ‘yeah, and then she goes down to Nanny’s and Nanny has made her cupcakes and
then she goes over to Koro’s and he’s done all these things, and her aunties will give her all these
things’. It all adds up to lots of sugar.’ – mother, Māori

Independence in
adolescence

‘So when I controlled everything, she was younger, we got her weight down ( : : : ) I could control it, but as
she’s got to teenage years, we have our license now, we have a job. We can’t control it. We’re our own
identity so now she’s her own, she is her own weight and I can’t do anything about it.’ – mother, New
Zealand European

Concern for mental health ‘I just don’t want him to have any issues about it. We try our best to make sure he eats good stuff.’ –
mother, New Zealand European (child is Māori)

Frustration when not seeing
change

‘(DAUGHTER)’s always been big. She’s still a big girl now. But whatever she tries to do, nothing works.
She would eat nothing, she could just drink water, and still gain weight. She’s just one of those people.
The more exercise she does, it does nothing.’ – mother, New Zealand European
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give that other kid extra decent stuff that they need. I
mean, they all should have it, but, you know, when
you’re doing one you can afford it, but when you’ve
got two or three that you are trying to get to eat
healthy as well [it] does put a big toll on it. I mean,
we tried it, I tried it quite a while with [SON] and it
was just like, it was getting costly and then I was only
part-time working then and it was a big struggle.’ –
mother, Māori

In addition, for families struggling with ongoing food inse-
curity, it was more important that the family had some food
than no food:

‘We went to a family group conference [ : : : ] she said
oh they didn’t have very good lunches, and I said, “I
beg your pardon?” Because I had been there a lot of
times when she’d made their lunches and taken them
up to school. On a pay day she would go to the super-
market in the morning and then take their lunches to
them so that she had, they had lunches, and if they
didn’t have lunches, she didn’t send them to school.’ –
grandmother, New Zealand European (grandchildren
are Māori)

This participant stated, ‘theymay not have been the healthi-
est of lunches, but there was plenty of it’, demonstrating the
variation in identified priorities relating to food for families.

Effect of the food environment
The food environment contributed towards foodprovisioning
decisions and physical activity, such as the types of food out-
lets available and food advertising. Another participant recog-
nised the effects of food advertising on her family’s ability to
make healthy choices (Table 2). One participant stated that
the introduction of a fruit shop to their small town (population
of <2000 people) had changed residents’ eating habits:

‘ : : : until the past two months we couldn’t afford the
fruit and veggies. Now we’ve got a fruit shop in town
that sells seconds and local produce, you know [ : : : ]
So people in this town, that fruit shop has given hun-
dreds of people on no incomes, you know, it
changed our diet and it’s making a difference.’ –
grandfather, New Zealand European (grandchildren
are Māori)

Participants recognised that a change in environment
affected their abilities to make healthy lifestyle changes:

‘I visit my country and we eat more vegetables and
more walk because my mum not drive, and she’s just
skinny, skinny and skinny. When we come back she
start again [to] eat.’ – mother, Other European

Time available to make healthy meals
Many families stated it was the time cost involved that was a
barrier to eating healthily – this included planning, buying,
preparing, cooking and cleaning up. This was often difficult

or unrealistic for families working long hours or with only
one parent available to prepare meals.

‘And with how our lifestyles worked, it just wasn’t
realistic [ : : : ] by the time we all get home the last thing
any of us wanted to do was dick around with a long-
term meal. They just wanted food on the table ’cause
they’re starving and I didn’t want to do anything so,
you know, we do fall back on things like macaroni
cheese and sausages and things like that because it
was easy.’ – mother, New Zealand European

Stress of implementing healthy lifestyle changes
Similarly, the stress of trying to implement healthy lifestyle
changes was often perceived to be too much for families
depending on the time available, work hours, family size
and competing priorities.

‘It’s small changes in small periods of time because oth-
erwise you have rip roaring arguments at home and
children are detoxing off sugar over here and mum’s
over in the corner wanting a drink going ‘oh my
God’, feeling, the screaming, the fighting over it. It just
wasn’t worth it.’ – mother, New Zealand European

Making healthy lifestyle changes around nutrition was also
difficult comparedwith other lifestyle factors such as smok-
ing, due to the necessity of food in everyday life:

‘It’s like people who smoke and people who drink -
they know that they shouldn’t, but they still do.
Laughing. The thing is, you can’t just quit food.
Oh, I’ll just quit eating. Laughing. I’ll just quit, I’ll just
go cold turkey and I won’t eat any more ever. It
doesn’t work.’ – mother, Māori

In many cases, parents and caregivers simply wanted to
keep their children happy, which often equated to them
being full. Some participants spoke of how difficult it
was to consistently make healthy lifestyle changes when
families were dealing with other complex issues:

Participant 1: ‘It did affect our kids though, I must
notice, when that happened [imprisonment]. Our
kids started getting judged from our actions, aye.’ –
father, Māori

Participant 2: ‘Yeah, that’s when I let them eat whatever
they wanted, gave them whatever they wanted. They
were crying, “I was missing Dad”, so here eat whatever
you want. Lost control of them.’ – mother, Māori

Consistency across family
It was difficult to maintain consistent healthy lifestyle
changes across families with parents living in separate
households.

‘[DAUGHTER, 17], at home her diet, we didn’t have
that stuff in the house so her diet, she ate the same as
what the other two girls ate. The other two girls
weren’t overweight. It was when she went to the
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other house, there was access to coke [Coca-Cola]
and so she binged on it.’ – mother, New Zealand
European

Participants also expressed frustration when other family
members fed their children what they wanted rather than
trying to maintain changes.

‘Nannies andGrandadsman – they’re shocking. Like,
I tried to get tomy parents onboard and I’m like ‘look,
we need to watch what she eats, you know, don’t
give her any lollies and all this stuff and fizzies’
and oh yeah, no. ‘No, we’re grandparents, we’re
allowed to do that’. Well, you’re affecting her then,
aren’t they? [ : : : ] They’re like ‘they’re my moko
[grandchildren], they’re alright’. [ : : : ] When every-
body else gives them treats, aye, it all adds up.’ –
mother, Māori

Balancing healthy lifestyle changes with concern
for mental health
There was concern from some families about the risk of
stigmatising children based on their size, and strong con-
cerns about child and adolescent mental health. For some
families, this was considered more important than imple-
menting healthy lifestyle changes relating to weight. For
other families trying to make healthy lifestyle changes relat-
ing to weight, this was a delicate balance between encour-
aging healthy choices and protecting self-esteem.

‘Having had conversations with friends who have
had daughters who have suffered from eating disor-
ders, and having had a sister who did, my kind of
feeling is that the best approach is the fairly low-
key relaxed. Just let her kind of figure it out, try
and be there, not ask her lots of questions and not
do the whole, “what are you eating?” “How long
did you exercise for?” I just think you just have to
keep it a little bit light and yeah, trust that she’ll figure
it out.’ – mother, New Zealand European

Independence in adolescence
It was difficult for parents/caregivers to help their older chil-
dren to make or maintain changes as they moved into ado-
lescence. Many adolescents started working and gained
more financial independence. Parents expressed how diffi-
cult it was to continue to support their teenage children to
make healthy lifestyle changes (Table 2). The introduction
to alcohol in adolescence was another challenge due to
the social pressure to drink alcohol with their peers:

‘Now they all drink so it’s like “grrr, do you realise
how much sugar those fucking crap drinks have in
them [DAUGHTER]?” Bloody RTD [ready to drink
alcohol mixes] thingies, KGBs [alcohol brand] : : : ’ –
mother, New Zealand European (child is Māori)

Frustration when not seeing change/maintaining
motivation
A key challenge for maintaining healthy lifestyle changes
was frustration when participants did not see changes in
their health or body weight. Many participants stated
how difficult it was to continue with the lifestyle changes
they had made because it did not seem to make a differ-
ence. This was discouraging for many families who may
have made positive healthy lifestyle changes but felt like
they had still ‘failed’. One participant speculated that this
was why many people did not continue with their lifestyle:

‘It’s amystery tomewhy he didn’t [loseweight] : : : All
I can think of is that I feel like I’mstill big, I’mstill, over-
weight, and he’s still overweight [ : : : ] It’s reflecting on
me – “look, I’mstill the same, I’mnot doing it properly,
people are going to say to me, ‘you’re not doing it
properly’”.’ – mother, New Zealand European

Making lifestyle changes in the hope of losing weight was
considered a futile endeavour by some participants, which
was a key barrier for maintaining healthy lifestyle changes
(Table 2).

These themes are depicted in Fig. 1, which identifies the
financial cost of healthy eating and effect of the food envi-
ronment as overlying themeswhich exacerbated the effects
of the remaining six factors.

Discussion

The current study shows that families in NZ face a range of
challenges when attempting to make healthy lifestyle
changes in current environments. Participant-identified chal-
lenges were the financial and time cost of eating healthily,
the stress of making healthy lifestyle changes, the effect of
the food environment, maintaining changes across split
households, concern for childmental health, increased inde-
pendence in adolescence and frustration when not seeing
changes. Our results suggest that implementing healthy life-
style changes is challenging even with the support of a
healthy lifestyle intervention due to a range of external
socio-environmental factors. The Whānau Pakari cohort
had 49% of participants over split households(4), highlight-
ing the challengeof achieving healthy lifestyle change across
multiple home environments in this group.

Previous research in NZ has shown that food provision-
ing decisions are affected by a wide range of factors such as
cost, tiredness, stress, lack of help, time, food preferences
and access to food, many of which can be mitigated by the
economic determinants of food insecurity(13). Our study
supports this finding and similarly identifies the multiple
facets of the cost of healthy eating, which includes not only
the financial cost of purchasing healthy food(11,12) but also
the time cost and additional stress of preparing healthy
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meals(13). The range of stressors on families is mentally tax-
ing and families may be less able to make healthy lifestyle
changes when dealing with multiple other concerns, espe-
cially in the context of the obesogenic environment and
entrenched socio-economic inequities.

Our study identified independence in adolescence as
being a key challenge of sustaining healthy lifestyle changes,
in terms of both access to resources which increase
autonomy such as a part-time job or driver’s license and
the introduction of alcohol consumption as an additional
source of energy. The Parenting Eating and Activity for
Child Health trial evaluation previously identified peer pres-
sure as a major barrier to achieving healthy lifestyle goals in
children aged 5–10 years(10). This was also confirmed as a
relevant factor in Kebbe and colleagues’ study of barriers
and enablers to adopting healthy lifestyle behaviours for
adolescents, which highlighted the role of peer pressure
to conform to social expectations with regard to eating
behaviours(9). Future interventions could consider an ado-
lescent-specific programme which deals with the unique
challenges of making healthy lifestyle changes in

adolescence, alongside restriction on the marketing of
unhealthy foods and beverages to children and adolescents.

Family- and community-based multidisciplinary inter-
ventions are needed given the prevalence ofweight-related
co-morbidities in NZ children(4) and are one of six key rec-
ommendations by theWHO’s Report of the Commission on
Ending Childhood Obesity(29). Multidisciplinary pro-
grammes that are accessible and acceptable to the commu-
nity are critical for addressing weight issues. However, the
identification by participants of the clear effect of the food
environment on peoples’ ability to sustain healthy lifestyle
changes further reinforces the need to make healthy
choices easier through addressing food environments at
a policy level(30), as well as addressing income and
socio-economic inequity(31). Therefore, community-based
interventions need to be provided within the context of
wider preventative efforts(32).

While findings were consistent across Māori and non-
Māori families in terms of identified challenges, it is likely
that socio-economic inequities contribute towards the abil-
ity of participants to sustain healthy lifestyle changes. In

Time
pressures

Consistency
across family

Balancing
lifestyle

changes with
concern for

mental health

Frustration
when not seeing

changes

Independence
in adolescence

Stress of
implementing

healthy lifestyle
changes

Challenges of
healthy lifestyle

change

Effect of the food environment

Financial cost of healthy eating

Fig. 1 (colour online) Participant-identified challenges of implementing and sustaining healthy lifestyle changes: financial cost of
healthy eating, the effect of the food environment, time pressures, the stress of implementing healthy lifestyle changes, maintaining
consistency across family, independence in adolescence, balancing lifestyle changes with concern for mental health and frustration
when not seeing changes. The financial cost of healthy eating and effect of the food environment overlies the remaining factors,
exacerbating their effects
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NZ, socio-economic status and ethnicity are highly corre-
lated characteristics; more than 24 % of Māori live in the
most deprived areas of NZ, compared with 7 % of non-
Māori(33). This patterning is evident internationally, and
socio-economic deprivation, along with racial discrimina-
tion, has been identified as a key determinant of inequities
in healthcare access and resource for Indigenous peo-
ples(34). It is critical that achieving health equity is priori-
tised in service provision in order to enhance outcomes
for Indigenous peoples, especially in complex health areas
like healthy lifestyle change. The effectiveness of interven-
tion programmes and families’ abilities to sustain healthy
lifestyle changes are therefore likely to be enhanced by pol-
icies which focus on improving the food environment and
decreasing the cost of healthy food. Given children and
adolescents live in families, and families live in commun-
ities, it remains difficult for persistent healthy lifestyle
change to be achieved when the surrounding environment
remains obesogenic.

The frustration and shame experienced by families if
they did not see weight changes despite the adoption of
many healthy habits reinforces the need for a range of
health and well-being goals and indicators of success
in multidisciplinary interventions. The utility of BMI as
a sole measure of intervention success has previously
been questioned(35), particularly as a relevant measure
for Indigenous groups(36). A lack of reduction in BMI
should not be equated with failing to adopt healthy
lifestyle changes, and an over-focus on weight in child-
hood obesity interventions is a missed opportunity for
many families who have made positive dietary and
physical activity changes(35). It is acknowledged that
improvements in weight status are key in addressing
weight-related co-morbidities long-term.

The Whānau Pakari programme takes a non-stigmatising,
non-judgemental approach, with a focus on healthy lifestyle
change rather than using terms such as weight loss, diet or
obesity. However, participants are still inundated with mes-
sages from wider society that reinforce the idea that ‘success’
is solely weight loss over a set period of time, while trying to
make changes in an obesogenic environment, which may be
discouraging for participants. In addition to policies which
focus on reducing the effect of the obesogenic environment,
a societal shift to address the stigma associated with weight is
also required. Future programmes should include a range of
health-related indicators and outcomes and should prioritise
the voices, needs and preferences of children and their fam-
ilies in terms of the feedback of healthy lifestyle messages,
measures and progress. This would allow for more tailored
messaging and feedback that is deemed relevant for each
family’s preferences and concerns.

A strength of the current study is that the data are likely
to be reliable and not influenced by social desirability bias,
as it was freely offered by participants and not a focus of the
interview. Although participants were offered their tran-
scripts to check for accuracy and acceptability in the

original study, no member-checking process was used to
assess the credibility of results with participants. A limita-
tion of the secondary analysis is that it was not possible
to ask further explanatory questions that might have further
clarified the data. For example, many of the participant
accounts focused on challenges around healthy food,
and notably missing from the data is discussion of the chal-
lenges of making changes in physical activity, sedentary
activity and sleep hygiene behaviour. Also missing are fac-
tors that enable families to make healthy lifestyle changes,
in addition to the barriers. Given the low numbers of NZ
children meeting national recommendations in these
areas(7,37), this is an important element of understanding
the effectiveness of interventions in NZ. Parental and care-
giver identification of adolescence as a difficult period for
healthy lifestyle change reflects the need to prioritise child
and adolescent voice, which the current study was unable
to do, and should be a focus of future research in this area.
Previous qualitative research has recommended that life-
style interventions for adolescents should emphasise a
broader range of outcomes than weight, particularly focus-
ing on mental health as an outcome(9).

Conclusion

In conclusion, families inNZ face a rangeof challenges at both
the individual and interpersonal to socio-environmental levels
that impede their ability to make and sustain healthy lifestyle
changes, even with the support of a healthy lifestyle pro-
gramme. The effectiveness of intervention programmes in a
real-world setting and the ability of families to achieve persis-
tent healthy lifestyle changes would be enhanced by aligned,
coordinated policieswhich focus on improving the food envi-
ronment in order to make it easier for families to make per-
sistent healthy lifestyle changes. Sustained healthy lifestyle
changewill require substantial action on both the obesogenic
environment and other social determinants of health.
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