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ABSTRACT
Background: Cardiovascular disease (CVD) and stroke disproportionately affect 
culturally and linguistically diverse (CALD) communities. In Australia, CALD describes 
communities that differ from the dominant population by language, ethnicity and/or 
cultural beliefs and practices. CALD status often intersects with social disadvantage, 
including lower socioeconomic position, experiences of discrimination and reduced 
access to culturally safe health services, contributing to inequities in cardiovascular risk 
and outcomes. Understanding how these factors influence engagement in CVD and 
stroke prevention activities is essential for developing culturally responsive education 
and behaviour change programmes.

Aims: This study explored: (i) the experiences of four CALD communities with risk 
factors for, or history of, CVD or stroke; (ii) their perceptions and prior experiences 
of CVD and stroke prevention education and (iii) preferences for the content, timing, 
format and delivery of future prevention programmes.

Methods: Focus groups were conducted face-to-face and via videoconference, audio-
recorded and transcribed verbatim. Data were analysed in NVivo using deductive 
thematic analysis. Themes were mapped to the COM-B model.

Results: Nine focus groups involving 38 participants from Arabic-, Dari-, Chinese- 
and Vietnamese-speaking communities with risk factors for, or a history of, CVD or 
stroke were conducted. Nine key themes were identified. Participants described a 
perceived inevitability of disease, uncertainty about risk factors and the impact of 
physical limitations on prevention (psychological and physical capability). Engagement 
was influenced by the need for culturally tailored, accessible education (physical 
opportunity) and preferences for group-based, community-led support (social 
opportunity). Motivation and sustained engagement were influenced by cultural food 
practices, fear of adverse health consequences and inconsistent self-management.

Conclusion: Engagement in CVD and stroke prevention among CALD communities is 
influenced by social and structural factors beyond individual knowledge or motivation. 
Findings highlight the importance of culturally tailored, codesigned prevention 
approaches delivered through trusted community settings and supported by social 
and healthsystem partnerships to promote more equitable prevention.
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INTRODUCTION
Cardiovascular disease (CVD) and stroke are leading causes of premature death worldwide, 
significantly contributing to health system burden and reduced quality of life (1). In 2022, CVD 
accounted for nearly 20 million deaths, comprising about 32% of all deaths globally, most 
of which (85%) were attributable to heart attack and stroke (1). Similarly, in Australia, an 
estimated 1.3 million adults (6.7%) live with one or more conditions related to heart disease, 
stroke and other CVDs. In 2022, CVD was the underlying cause of approximately 45,000 deaths, 
accounting for 24% of all deaths (2). Prevention is the most effective strategy to reduce CVD 
incidence and improve long-term outcomes (3). Central to prevention is individual engagement 
in risk-reducing behaviours such as healthy eating, regular physical activity and exercise, 
smoking cessation and medication optimisation, adherence and persistence. The success of 
these strategies also depends on individuals having the capability, opportunity and motivation 
to undertake and sustain behaviour change.

Australia is a highly multicultural nation with a long history of sustained immigration. Data from 
the 2021 Census indicate that 28% of the population was born overseas, and approximately 
one-quarter of Australians spoke a language other than English at home (4). More than 300 
languages were reported as spoken in Australian households. Culturally and Linguistically 
Diverse (CALD) is a commonly used term in Australia to describe individuals who differ from 
the dominant population by language, ethnicity and/or cultural beliefs and practices (5, 6). 
Earlier policy reviews showed that CALD individuals with limited English proficiency were 
disproportionately represented among socioeconomically disadvantaged groups (7, 8). Recent 
national data indicate that these disparities persist, particularly in relation to employment 
outcomes and access to services (9). These structural inequities are reflected in health 
outcomes, with CALD communities experiencing disproportionately high rates of CVD and stroke, 
as well as poorer health outcomes compared with the general population (10). Although these 
disparities are well recognised, there is limited empirical evidence examining how intersecting 
social and structural factors influence participation in and engagement with CVD and stroke 
prevention behaviours. As a result, existing prevention strategies may not adequately reach or 
align with the needs and lived experience of these populations. Understanding how individuals 
engage with current prevention approaches and the factors influencing this engagement is 
critical to informing more equitable prevention strategies and reducing persistent inequities in 
cardiovascular health among migrant and minoritised populations, globally.

GRAPHICAL ABSTRACT
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This paper reports findings from the second phase of a three-phase study to co-design an 
educational behaviour change programme for CALD communities. The first phase, reported 
elsewhere (11), examined healthcare professionals’ and key health networks and non-
government organisations’ perspectives on barriers and facilitators to CVD and stroke 
prevention among CALD communities in Australia. The study identified the influence of 
social disadvantage, limited health literacy, and culturally mediated beliefs about illness and 
prevention (11). Building on these findings, this second phase comprised formative engagement 
with Arabic-, Chinese-, Dari-, and Vietnamese-speaking communities affected by CVD, stroke 
or associated risk factors, such as hypertension and type 2 diabetes. These communities were 
selected based on evidence of disproportionately elevated CVD and stroke risk and a high 
prevalence of modifiable cardiovascular risk factors within these populations in Australia (12). 
This study aimed to explore their lived experiences of CVD, stroke or associated risk factors, 
perceptions of existing CVD and stroke prevention education and community preferences for 
future programme content, timing, format and delivery. These insights were used to inform the 
subsequent co-design and intervention development and evaluation phase.

METHODS
DESIGN AND THEORETICAL FRAMEWORK

A qualitative descriptive study was conducted using focus group discussions. This study is 
reported using the Consolidated Criteria for Reporting Qualitative Research (COREQ) checklist 
(13) (see Supplementary).

The COM-B model (Capability, Opportunity and Motivation – Behaviour) (14) was used to develop 
the interview guide and as the organising framework to explore each community’s knowledge 
and skills (capability), their environmental resources and societal influences (opportunity), and the 
reflective and automatic processes that influence motivation. By conceptualising behaviour as the 
outcome of dynamic interactions between capability, opportunity and motivation (Figure 1), the 
model enables a comprehensive understanding of the multiple factors influencing engagement 
with CVD and stroke prevention education, as well as behaviour change. This framework provided 
a robust theoretical foundation for guiding the next phase of the study, which will co-design a 
culturally tailored educational behaviour change programme.

PARTICIPANTS, SETTING AND RECRUITMENT

Purposive and snowball sampling were used to recruit eligible adults from Arabic-, Chinese-, Dari-, 
or Vietnamese-speaking communities who self-reported at least one of the following conditions: 
hypertension, dyslipidaemia, Type 2 Diabetes Mellitus (T2DM) or a history of CVD e.g., atrial 
fibrillation or stroke or transient ischaemic attack. Recruitment strategies included distributing 
flyers through a two-site local health district general hospital and an affiliated community 
health centre in Western Sydney Local Health District (WSLHD), New South Wales (NSW). WSLHD 

Figure 1 The COM-B model. 
Reproduced from McDonagh 
et al 2018 under the terms 
of the Creative Commons 
Attribution 4.0 International 
License.
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was selected due to its substantial cultural and linguistic diversity and elevated cardiovascular 
risk. According to the 2021 Census, over 50% of residents in WSLHD speak a language other than 
English at home, higher than the NSW average (15, 16). This two-site general hospital in WSLHD 
provides services to catchment areas with high proportions of CALD residents and socioeconomic 
disadvantage and provides care to communities with a high burden of CVD and related risk factors. 
They offered practical feasibility through established clinical and community referral pathways. 
Invitations were also shared via the Stroke Recovery Association NSW (https://strokensw.org.au/) 
and the Stroke Foundation’s EnableMe (https://enableme.org.au/) community platform, as well 
as through partnerships with two CALD community organisations—the Vietnamese Community 
in Australia (Wollongong) (https://www.vcawol.org.au/) and the Chinese Christian Community 
Service Centre (https://www.acnc.gov.au/charity/charities).

ETHICAL CONSIDERATIONS

The study was approved by the Western Sydney Local Health District (WSLHD) Human Research 
Ethics Committee, New South Wales, Australia (ETH01328; 31 July 2023). Study information was 
provided to all participants, highlighting that participation was voluntary and all identifying details 
would be removed to ensure anonymity. All participants provided written informed consent. 
Participants received a $50 grocery gift card as reimbursement for their time and participation.

DATA COLLECTION

Between March and September 2024, focus groups were conducted either in person at 
community centres, libraries or places of worship or remotely via video conference. Sessions 
were conducted in English or participants’ primary languages by two experienced qualitative 
researchers (SA and DM). For sessions conducted in other languages, National Accreditation 
Authority for Translators and Interpreters (NAATI)-accredited interpreters provided real-time 
interpretation and accurate communication between participants and researchers. Focus 
groups were recorded and transcribed verbatim by Pacific Transcription. Audio recordings 
captured participants’ original language and the interpreter’s English translation. To preserve 
meaning and cultural contexts, the researchers verified key terms, phrases and culturally specific 
concepts with bilingual participants and the interpreter during the focus group discussions to 
ensure accurate representation of participants’ intended meaning. Transcripts were produced 
in English and used as the primary data source for analysis. The interview guide was developed 
based on existing literature, the COM-B model and the research teams’ experience working 
with multicultural communities. Refer to Table 1 for the interview guide. Data collection 
continued until no new concepts were found, and the final sample size was determined based 
on information power (17). Both researchers maintained field notes and exchanged reflective 
observations, which were collaboratively used to inform the final themes. A demographics 
survey, administered via REDCap hosted by the New South Wales (Australia) Ministry of Health, 
Office of Health and Medical Research (18, 19), collected data on participants’ age, sex, country 
of birth, language spoken at home, educational attainment, years since arrival in Australia, 
diagnosis of CVD, stroke and/or associated risk factors.

DATA ANALYSIS

Data were analysed using reflexive thematic analysis following Braun and Clarke’s method (20). 
Analysis was theory-informed and guided by the COM-B model. Initial coding was undertaken 
deductively using the COM-B domains to guide identification of factors influencing engagement 
in CVD and stroke prevention. Two authors experienced in qualitative data analysis (SA and HMT) 
independently read and coded all transcripts using QSR NVivo 15 (21). Codes were reviewed 
iteratively, with related codes grouped into themes. Themes were grouped under the COM-B 
domains that most strongly reflected participants’ accounts. Any discrepancies were resolved 
through discussion with a third author (DM). The COM-B model (14) was used to support the 
interpretation and organisation of the findings.

POSITIONALITY

SA is a second-generation Filipino Australian cardiovascular researcher, while DM is a first-
generation Filipino Australian and an overseas medical doctor with two decades of experience 

https://strokensw.org.au/
https://enableme.org.au/
https://www.vcawol.org.au/
https://www.acnc.gov.au/charity/charities
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as a multicultural health promotion officer in the local health district. HMT is an early-career 
cardiovascular researcher from Ethiopia. Although the researchers did not share the same 
cultural or linguistic backgrounds as the participants in this study, they all have extensive 
professional experience working with and in CALD communities. This influenced the design and 
facilitation of the focus groups, including sensitivity to language needs and culturally appropriate 
engagement. The researchers’ clinical and public health backgrounds may have influenced 
how participants’ accounts were interpreted, particularly in relation to disease prevention 
and behaviour change. To support reflexivity, analyses were conducted iteratively within the 
research team, and interpretations were grounded closely in participants’ reported experiences.

RESULTS
PARTICIPANT CHARACTERISTICS

Nine focus groups were conducted with a total of 38 participants from Arabic-, Chinese-, Dari-, 
and Vietnamese-speaking communities, with group sizes ranging from two to four participants. 
Most focus groups were conducted in the participants’ primary languages (Mandarin, 
Vietnamese and Dari), with only three groups held in English. The average duration of focus 
groups was 67 (range 49 to 90) minutes.

The participant’s mean age was 66 years, and 75% (n = 29) were women. Most participants 
(82%, n = 31) reported having one or two CVD or stroke risk factors, and seven participants 
had lived experience of stroke. Only one had English as the language spoken at home. More 
demographic details are presented in Table 2.

THEMES

Themes were grouped under the COM-B domains that most strongly reflected participants’ 
accounts. (Figure 2).

CAPABILITY

According to the COM-B model, behaviour can only occur when the individual has the necessary 
capability. This can be ‘psychological’, such as having the knowledge, psychological skills 
and stamina, or ‘physical’, meaning the individual possesses the physical skills, strength or 
endurance needed to carry out the behaviour.

INTERVIEW GUIDE

1. �As someone from the Arabic-, Chinese-, Dari-, or Vietnamese-speaking community, what has been 
your experience of living with high blood pressure, high cholesterol, diabetes, or stroke?

2. What concerns you most about being diagnosed with these conditions?

3. Can you tell me about your family history of high blood pressure, high cholesterol, diabetes, or stroke?

4. What do you think would help you or people from your community better manage these conditions?

5. What do you know about stroke and how it can be prevented?

6. How have you previously received education about stroke?

7. What did you think about the education program?

	 a. Was it informative?
	 b. Was it easy to understand?
	 c. Did you need an interpreter?

8. How do you think you and others in your community can best learn about stroke?

9. In your view, what education opportunities are currently available?

10. What could be improved to better support your community in managing stroke risk and prevention 
strategies?

11. How would you like to receive information about stroke, your risk, and ways to prevent it?

	 a. At what point (e.g., at diagnosis, during hospitalisation)
	 b. In what format (e.g., group sessions, one-on-one, digital apps, brochures/pamphlets)?

12. If you were to design a brochure about stroke for your community, what should it include?

	 a. Should it be translated? Table 1 Interview guide.
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PSYCHOLOGICAL CAPABILITY

Theme 1: Perceived inevitability of disease and uncertainty about risk factors 
(Barrier)
In some communities, chronic conditions such as diabetes and hypertension are widely 
perceived as inevitable, often attributed to ageing or heredity:

‘For [our community], having diabetes is expected. It’s like once you turn 40, 50, you 
will be diagnosed. But from my point of view, you can prevent it. So, getting them to 
understand that it’s a preventable disease by managing your weight, managing your 
diet, I’m finding it challenging’. FG4 – Dari

TOTAL (n = 38)

Mean age (SD) 66 (SD)

Sex, n (%)

Men 9 (24%)

Women 29 (76%)

Country of birth, n (%)

Afghanistan 7 (18%)

Australia 1 (3%)

China 10 (26%)

Egypt 8 (21%)

Hong Kong 3 (8%)

Vietnam 8 (21%)

Language spoken at home, n (%)

Arabic 8 (21%)

Cantonese 3 (8%)

Dari 7 (18%)

English 1 (3%)

Mandarin 10 (26%)

Vietnamese 8 (21%)

Mean years since arrival in Australia (SD) 28 (13.6) years

Level of education, n (%)

Postgraduate degree 4 (10%)

Bachelor degree 18 (47%)

Diploma or TAFE qualifications 5 (13%)

Secondary School 10 (26%)

Primary School 1 (3%)

Chronic conditions, n (%)*

Atrial fibrillation 3

Dyslipidaemia 21

Depression 1

Cardiovascular disease 1

Hypertension 24

Kidney disease 1

Myocardial infarction 1

Stroke 7

Type 2 Diabetes 15

Table 2 General demographic 
characteristics of participants.

* Participants were asked to list 
current chronic conditions.
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‘I had prepared to accept this fact because I think it’s hereditary because my 
grandmother, my mother and my two aunts had hypertension and for my mother, 
she had hypertension when she’s in 30s’. FG5 – Chinese

Conflicting understanding of risk factors, for example, uncertainty about the role of diet in 
hypertension, may contribute to scepticism about prevention:

‘I am wondering why many people say high blood pressure is caused by eating too 
much salt, so why does her husband eat salty [food] and doesn’t have it, while she 
doesn’t eat salty [food] and got it’. FG7 – Vietnamese

While serious life events like stroke are recognised, their connection to underlying conditions is 
not always understood:

‘They [the community] know that somebody had a stroke, but I don’t think they 
really know that hypertension is one of the causes’. FG1 – Arabic

Theme 2: Lack of clarity and rationale in lifestyle recommendations (Barrier)
Participants described guidance on exercise and diet as too general and lacking clear rationale. 
Without specific guidance or visible outcomes, their benefits were difficult to recognise, 
which decreased motivation and made engagement with lifestyle recommendations more 
challenging:

‘That’s quite too general to say to exercise. Do exercise is easy to say. So, what kind 
of exercise, how long for the exercise, how often do I have to do the exercise? You 
know, walking is exercise, to the gym is an exercise. So, how can we [do it]? We can’t 
see the good of it, so if you go for exercise, half an hour a day or 10 minutes or 20 
minutes a day. We can’t see what’s the benefit of it’. FG2 – Chinese

Figure 2 Thematic map.



8Allida et al.  
Global Heart  
DOI: 10.5334/gh.1572

‘You tell people, don’t eat this. Don’t eat this. Eat this, eat that. But if you tell them 
why, they’re more prone to comply than when they don’t know why’. FG1 – Arabic

PHYSICAL CAPABILITY

Theme 3: Physical limitations affecting participation in preventive activities (Barrier)
Physical limitations were identified as significant barriers to participation in CVD and stroke-
preventive activities. Mobility challenges, chronic pain, and fear of injury restricted opportunities 
for exercise and attendance at educational sessions, even when individuals expressed interest:

‘I am interested to do some exercises, but I have back pain. I had an injury. I had 
surgery. I had a bit of – weakness in the left side of my body…and I’m scared for 
falling’. FG1 – Dari

‘It’s not convenient for me to walk to that lecture because of my legs…’ FG4 – Chinese

OPPORTUNITY

In the COM-B model, there must be conducive physical and social environments for behaviour 
to occur. ‘Physical’ opportunity refers to environmental factors such as available time, resources 
and location, while ‘social’ opportunity refers to external social and cultural factors such as 
norms, social cues and peer support that make a behaviour easier or harder to carry out.

PHYSICAL OPPORTUNITY

Theme 4: Tailoring delivery and content to community context (Facilitator)
Subtheme 4.1. Trusted and culturally familiar modes of delivery
Different communities have varied preferences for how they would like to receive CVD and 
stroke prevention information. Community radio was described as a trusted source, particularly 
among older Arabic-speaking members, with messages seen as more effective when delivered 
by health professionals in the community’s language:

‘But she [elderly mother] gets a lot of her news, a lot of the information from the 
community radio and if you have a doctor on there. Something that they can identify 
with I think is very important. Especially coming from someone that speaks their 
language’. FG1 – Arabic

Subtheme 4.2. Interactive, community-based and culturally relevant education
Participants across groups expressed a preference for interactive, face-to-face formats. 
Demonstrations, visual aids, and opportunities for discussion were also viewed as essential for 
making health information clear, memorable, and relevant:

‘Have a workshop, maybe have a video to demonstrate what is the symptom to let 
them know much clearer, with video is quite easier…’ FG2 – Chinese

‘It’s good to have an open discussion and that will probably stick in their heads 
better, that I learned this’. FG4 – Dari

Community spaces, such as mosques and libraries, were identified as suitable venues for 
prevention education, for some communities:

‘Because a mosque is a place [where] everybody goes regularly. They have that type 
of stuff for youngsters right now in the mosque. They have like a Saturday night 
where the sheikh will do a speech and then after that, to encourage the youth, they’ll 
have a barbecue and then people can sit down and talk to each other. Just to make it 
a friendly environment for people to gather and talk’. FG4 – Dari

‘After they retire [older generation], they do have time and if we have a quick little 
library session – have a library meeting room for a little group at a time’. FG3 – 
Chinese

Participants also found that taking health messages home to share with family was valuable 
because it reinforced learning and had an impact:
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‘I cannot see why not have something [written materials] to take home for the family 
as well. If you’re going to teach them how to recognise the signs of stroke and to call 
000, that might not be a bad idea as well’. FG3 – Chinese

Beyond preferred modes and settings, participants emphasised that the content of prevention 
education needed to be culturally relevant or else they may be ignored:

‘I feel like in a busy world, working and if that information is not related to me, I may 
not take the time to investigate and understand it’. FG2 – Chinese

One participant gave an example in the context of existing healthy eating advice. They felt that 
advice given is mainly focused on common or Western foods and habits:

‘That would be great based on Chinese food. Different culture have different foods. 
They cook differently but – most of the [healthy eating] advice is based on the local 
person [meaning, Western]’. FG2 – Chinese

In addition to cultural relevance, participants also stressed the need for information to be 
presented in simple, clear language to support understanding. Written materials that relied 
on complex terminology or literal translation were often set aside. Differences in language 
and dialect further complicated comprehension, with some participants noting that materials 
could remain difficult to understand even when provided in their primary language:

‘They might pick it up and just read the title – it has to be very interesting and written 
in very simple language. Because if it’s written in very complicated languages, a lot 
of terminology, they will look at it and think I will look at that later. They haven’t 
got time for that. It’s laid aside and then into the bin. In most cases, they just give 
the text to a translator. They translate it into Arabic and there, it’s translated. But 
whether everybody understands what’s written, is something else. There’s different 
types of Arabic. What we might have a word for a cupboard, [in] Lebanese, it’s a tyre 
in Egyptian’. FG1 – Arabic

Discussion among Arabic participants also stressed the importance of attention-grabbing 
messages:

‘Participant 1: The name of the video. It was the title. For example, stop, be careful.

Participant 2: When he say, be careful, don’t do that. Be careful. Eat only this five 
vegetables… Be careful from this one. It will destroy your life.

Participant 1: Unfortunately, maybe it’s wrong, but that’s what gets attention for us. 
Maybe if you are more honest, it will take our attention…’ FG9 – Arabic

Visual cues, such as the images on cigarette packaging, were also noted as effective for 
conveying health risks quickly:

‘But like smoking, that horrible package that tell people, hey, look at the pack, the 
cigarette, you know what the sign, what’s the problem if you take it. That is a quick I 
get the information without people telling me’. FG2 – Chinese

Subtheme 4.3. Acceptability of written and digital formats
Traditional printed materials were increasingly seen as an ineffective strategy:

‘I also don’t believe much now in printing a lot of those booklets. Brochures now, 
people just take it. You even hand out booklets – it might not reach their homes. After 
a community group [session], you distribute health education printed material. Okay, 
if it ends up in their home, thank God for that, but after home, it will be laid aside’. 
FG1 – Arabic

‘Because a lot of time, if you give papers, they just take it home, and they won’t read 
it’. FG4 – Dari

Participants described mixed experiences with using digital technology. Some saw value in 
emails, messages or chats for sharing health information:
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‘But the emails perhaps would be a good thing. Or messages or chats’. FG9 – Arabic

However, generational differences may influence accessibility:

‘…older generation, they don’t like the computer and on the phone’. FG8 – 
Vietnamese

The younger generation was perceived as more comfortable with digital platforms, whereas 
the older generation often relied on family support to navigate them:

‘For the younger generation, it would work but for the older generation, I don’t know. 
I’m thinking of my mum. She would probably just hand me the phone and say, just 
deal with this’. FG1 – Arabic

‘My son helps because we are not good at using this [pointing to the phone]’. FG5 – 
Chinese

There were also concerns about limited digital literacy and difficulty searching for information:

‘So mobile phone is fine, but sometimes we don’t know how to search’. FG5 – Chinese

‘They might play with their phones okay, but if you tell them to google [the] Heart 
Foundation, it maybe not be the case’. FG3 – Chinese

Suspicion of online scams also reduced confidence in digital formats:

‘You have to be very careful though nowadays because otherwise they think the 
message is a scam’. FG3 – Chinese

SOCIAL OPPORTUNITY

Theme 5: Value of community and peer support (Facilitator)
Participants valued community group-based learning for the opportunity to share experiences, 
exchange ideas and provide peer support:

‘I like group because I can hear [what] other people are saying – everybody have 
some idea, more or less, we can know about it. So, learn from each other, and 
support each other. I’m not the only one with the problem’. FG3 – Chinese

Meeting in community groups was described as fostering connection, friendship and a sense of 
not being alone in facing health challenges:

‘Meeting in community groups, when people get together who speak the same 
language and have the same background. They sit and they chat – they make 
connections and friendships together’. FG9 – Arabic

In addition to in-person gatherings, some participants also suggested using digital platforms 
for administrative purposes to help extend the sense of group support and maintain ongoing 
reminders, coordinate educational sessions and encourage accountability among peers:

‘Make a group [in WhatsApp], keep reminding each other. Let’s get together for 
something [education session]’. FG9 – Arabic

‘It’s the lecture for diabetes. On the WeChat – it always organises. So, this club is for 
eye diseases related to diabetes’. FG4 – Chinese

Theme 6: Cultural food practices as barriers to dietary change (Barrier)
Discussions among Vietnamese participants highlighted cultural dietary practices, noting a 
preference for salty foods and rice as dietary staples. These were seen as central to everyday eating 
habits but also recognised as potential contributors to health risks when consumed in excess:

‘Participant 1: Most Vietnamese people when they’re still young, they prefer to eat 
salty.

Participant 2: Dried fish.
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Participant 1: And rice, too much rice.

Participant 2: Our traditional [way] is we eat; we cook with rice’. FG8 – Vietnamese

They also reflected on the frequent use of fatty meats and the practice of cooking with rendered 
fat or oil. These habits were described as traditional but also linked to concerns about elevated 
cholesterol:

‘Pork belly – we eat a lot of that. And the fat. We’d fry them and we’d cook with 
the fat of the oil. And we eat the dry one. That’s the reason why we’ve got more 
cholesterol’. FG8 – Vietnamese

Dietary practices were closely tied to cultural identity, described as central to the preparation 
and enjoyment of food. Participants felt that reducing ingredients was seen as compromising 
taste and cultural tradition:

‘But generally speaking, the Arab community is very hard to separate salt from them. 
Like you said, if you don’t put salt and you don’t put ghee and you don’t put this and 
you don’t put that, food becomes very bland. And to us, our life is food’. FG1 – Arabic

Food was also described as central to social and cultural gatherings, making dietary change 
particularly challenging. Celebrations and community events were strongly associated with 
food preparation and sharing, reinforcing established eating practices:

‘I think the food is the most important – difficult thing to manage for me. Because 
all the occasions, you know? Generally speaking, Arabs when they get together it’s 
all about food. You celebrate and the first thing you think, what am I going to make?’ 
FG1 – Arabic

MOTIVATION

Motivation is a core component of the COM-B model, emphasising that a behaviour will only 
occur when there is sufficient motivation. Reflective motivation refers to conscious decision-
making, planning and evaluations. In contrast, automatic motivation involves more instinctive 
drivers, such as desires, needs, impulses and habitual or reflexive responses.

AUTOMATIC MOTIVATION

Theme 7: Fear of health consequences as a motivator for preventive action 
(Facilitator)
Fear of serious health consequences served as a strong motivator for adhering to self-
management practices as a way of reducing perceived risk or avoiding institutional care or loss 
of independence:

‘I know if I don’t get it [hypertension] under control then the problem, it’s going to 
come. I don’t want to have a big stroke and end up in a nursing home’. FG3 – Chinese

‘I have problem with my heart. If today I have no time to walk, and when I check in 
here [pedometer] that I did around 5,000 steps only. Just before we have dinner, I do 
some aerobics at home. I just look in the video and I try to do it to complete 10,000 
steps because otherwise I’m afraid I’ll die soon’. FG7 – Vietnamese

REFLECTIVE MOTIVATION

Theme 8: Inconsistent selfcare confidence and selfmanagement practices (Barrier)
There are gaps in self-care confidence and skills within communities. Some participants 
described taking personal responsibility for monitoring and managing their blood pressure.

‘I’m sometimes alone so, when my blood pressure goes up. I have to know how to 
treat myself’. FG4 – Dari

‘Little things I do now will prevent a bigger problem down the track. I watch a bit 
more on my diet’. FG2 – Chinese
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While these practices reflected an awareness of prevention and self-management, they were 
often applied inconsistently or only in response to symptoms, rather than as part of a sustained 
routine:

‘I had never had a measuring device before, but since it was high [blood pressure], I 
bought one to measure it because I knew when it went up. But I only measured it if I 
felt different’. FG8 – Vietnamese

These inconsistent practices were reinforced by a broader reactive orientation to health, in 
which preventive action was often postponed until problems became unavoidable:

‘The community are not well aware of health issues. Like we’ll cross that bridge when 
we get there. So, if it’s not affecting them right now, they don’t care about it’. FG9 – 
Arabic

‘Rather than being proactive, they’ll wait for something to happen which is a 
problem’. FG4 – Dari

Some participants also expressed reluctance to engage with preventive information, reflecting 
fears that reading about illness might lead to experiencing it:

‘Participant 1: Pessimists and optimist.

Participant 2: So yeah, if I read about this, I might have it.

Participant 1: Better not to read’. FG9 – Arabic

Theme 9: Difficulty sustaining consistent lifestyle behaviours (Barrier)
While participants acknowledged the importance of exercise, they highlighted difficulties 
in maintaining consistency. General advice to ‘do exercise’ was perceived as ineffective and 
insufficient, with a need for more practical guidance on how to incorporate physical activity 
into daily routines in a sustainable way:

‘My GP told me you have to do exercise, I said, I know, how. We all know, but how we 
can make it consistent’. FG2 – Chinese

Participants also emphasised the challenge of sustaining lifestyle changes in the context of busy 
lives. Even when motivated and engaged during education sessions, applying the information 
afterwards was difficult without ongoing reinforcement:

‘Even though I did take notes all the time. When did I go back to those notes and 
read and read and applied what I learned? Life, it’s so quick and busy. So, you need 
constant reminders. But because of the pressures of life. And many things you have 
to do in a day. And then not enough time. You have to prioritise things. So, you leave 
this till the end. And for, one day you forget, second day it’s not that important. Third 
day it’s gone’. FG9 – Arabic

DISCUSSION
This study highlights the complex interactions among psychological, social, and cultural factors 
that influence the capacity of CALD communities to engage in CVD and stroke preventive 
behaviours. Findings show that engagement in CVD and stroke prevention is influenced by 
social determinants of chronic disease and wider health inequities rather than by individual 
knowledge or motivation alone. Social and structural influences, including health literacy, access 
to culturally appropriate information, language barriers and the conditions in which preventive 
behaviours are expected to occur, played a central role in shaping prevention experiences. At a 
local level, the findings provide context-specific insights into how existing prevention messages 
and services are experienced by CALD communities and will inform the co-design of a culturally 
tailored education and behaviour change programme with community and health-service 
partners. These findings are also consistent with international evidence (22, 23), highlighting 
their relevance beyond this setting and confirming their applicability to other contexts where 
social disadvantage, migration and structural barriers intersect with chronic disease prevention.
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A central barrier identified was uncertainty about CVD and stroke risk and prevention. 
Participants commonly described chronic conditions such as type 2 diabetes and hypertension 
as expected or inevitable, often linked with ageing or heredity. These perceptions intersected 
with uncertainty about how preventive behaviours, particularly the role of diet in hypertension, 
affect disease risk, consistent with broader literature on the cross-cultural misinterpretation of 
biomedical health messages (24). It is also important to note that challenges in understanding 
the role of diet in hypertension are not unique to CALD communities and have also been 
reported in English-speaking populations across socioeconomic groups (25, 26). Given the older 
profile of participants, these perceptions may also reflect generational differences in exposure 
to prevention messaging and access to health information. These findings emphasise the need 
for culturally and linguistically tailored education, as well as approaches that explicitly engage 
with existing explanatory models of illness.

The preference for culturally responsive and interactive modes of delivery also aligns with 
previous findings, demonstrating that health education and promotion may be more effective 
when delivered through trusted community settings and organisations. For example, CVD 
risk reduction interventions delivered through faith-based settings/leaders have shown 
promise in African American and migrant communities in the United States (27–30). Faith-
based environments provide social connection, cultural relevance, and a supportive context 
in which health education and chronic disease management can be integrated with spiritual 
practices (31). Through these established networks and relationships, they are well-positioned 
to strengthen community resilience, reduce health inequities, and reach individuals who 
may be less likely to engage with conventional healthcare services. Similarly, the emphasis 
on community radio and face-to-face workshops in this study highlights the continued 
importance of socially embedded communication channels, particularly for older generations 
with limited digital literacy. Participants’ mixed experiences with digital formats reflect findings 
from broader research on the digital divide (32). While younger community members may 
embrace digital technologies, older adults often rely on family members to mediate access. 
This intergenerational dynamic represents both a challenge and an opportunity. Digital 
interventions risk excluding older groups, but family-based models that integrate younger 
‘digital mediators’ may extend reach and effectiveness (33).

Consistent with findings from our interviews with healthcare professionals, multicultural health 
networks and non-government CVD and stroke organisations (11), a recurrent theme of this 
study was the need for culturally tailored CVD and stroke prevention information and advice. 
This aligns with previous studies demonstrating that culturally tailored programmes can 
improve disease awareness in CALD communities, promote long-term adherence to lifestyle 
behaviours and improve health outcomes (34–36). For instance, interventions that incorporate 
culturally specific dietary examples and cooking practices have been shown to reduce weight, 
haemoglobin A1C and systolic blood pressure among Korean and South Asian communities 
(37, 38). However, the findings highlight a deeper issue where health information and advice 
are frequently translated word-for-word, producing educational materials that are accurate in 
language but culturally irrelevant. Participants in this study further noted that differences in 
dialects and overly technical terminology compounded these barriers. These insights emphasise 
the importance of co-design approaches, in which communities are actively involved in shaping 
the language and framing of CVD and stroke prevention educational materials.

The value placed on group learning, peer exchange, and collective reinforcement highlights 
the importance of social opportunity in prevention. Networks of support and trust are critical 
determinants of health behaviours (39). Social networks have the potential to influence health 
behaviours both positively and negatively (40). Findings from a systematic review and meta-
analysis demonstrate that group-based education for diabetes self-management fosters 
not only knowledge gain but also motivation through accountability and shared identity 
and improved health outcomes (41). Interestingly, participants in this study also suggested 
extending such support through digital platforms (e.g., WhatsApp, WeChat). This aligns with 
previous findings that CALD communities use digital platforms for various purposes, including 
social interaction, information gathering, everyday routines and leisure (42). However, the 
generational differences observed here caution against assuming universal digital uptake and 
highlight the need for blended models that combine in-person and digital forms of support.
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The findings also demonstrate that dietary habits, cultural identity and social traditions 
significantly influence engagement with prevention initiatives. Similar patterns have been 
reported in studies of Asian, African and Middle Eastern populations, where food practices are 
strongly tied to cultural identity and social cohesion (43–45). Efforts to modify these practices 
are often perceived as threatening cultural continuity (46), which may explain resistance to 
dietary advice that advocates reducing staple foods or traditional preparation methods.

Our study also found that some participants tended to delay engaging in prevention until illness 
became unavoidable, showing a more reactive than proactive approach to health. Similar 
patterns have been reported in other studies, often linked to competing life priorities, financial 
pressures, and cultural norms that emphasise immediate concerns over future risks (47). 
This behaviour does not reflect lack of concern but rather highlights the need for prevention 
strategies that feel tangible, timely, and personally relevant.

Motivational factors in this study showed two sides: fear of serious consequences, such as 
stroke or loss of independence, often motivated people to take preventive action, but competing 
demands and a lack of continued support made maintaining CVD and stroke preventive 
behaviours difficult. This pattern reflects broader behaviour change research, showing that 
fear can prompt short-term action (48), but lasting change requires confidence and supportive 
structures (49). This highlights the need for multi-level interventions that provide not only 
information but also social, environmental, and health system-level supports to sustain change.

While findings are presented across four CALD communities, several themes were evident 
across multiple groups, including beliefs about the inevitability of disease, preferences for 
interactive and community-based education and challenges that sustain preventive behaviours. 
Concurrently, some themes were more common within particular communities, such as the 
use of traditional media among Arabic-speaking participants, WeChat-based coordination 
among Chinese-speaking participants, and culturally specific dietary practices described by 
Vietnamese and Arabic-speaking participants. These suggest that although key behavioural 
determinants of prevention are shared, their importance and preferred delivery approaches 
vary across communities. Future programme development, including the co-design phase of 
this study, should incorporate common core components with community-specific tailoring.

STRENGTHS AND LIMITATIONS

Findings are based on a modest, non-representative sample of four CALD communities, 
which limits the generalisability of the results. However, the inclusion of these communities 
provided a breadth of cultural perspectives. Another limitation of this study is that, although 
Arabic-speaking participants were included, all were of Egyptian background, with the majority 
identifying as Christian and one as Muslim. Consequently, the findings may not fully represent 
the views and experiences of Arabic-speaking communities from other nations or religious 
contexts. Although measures were taken to ensure accurate translation and interpretation, 
it is possible that some cultural nuances may have been lost. However, conducting some 
focus groups in participants’ preferred languages enhanced inclusivity and contributed to 
the richness of the data. The sample comprised a greater proportion of women than men, 
which may have introduced sex and gender-related bias. Health beliefs and behaviours can 
vary by sex and gender, potentially leading to an underrepresentation of men’s perspectives. 
In addition, the study did not assess participants’ health literacy, which limits the ability to 
interpret how literacy levels may have influenced understandings of CVD and stroke prevention. 
Lastly, member checking could not be undertaken due to limited resources for translation and 
interpretation. This may have limited the opportunities to validate the accuracy and cultural 
context of the findings with participants. Importantly, while the findings offer valuable insights, 
they should be interpreted carefully to avoid overgeneralising or stereotyping cultural groups; 
individuals within any cultural community hold diverse views and experiences. Nonetheless, 
the consistency of themes across the four CALD communities and their alignment with existing 
evidence support the reliability and transferability of the interpretations.

CONCLUSION
Complex social, cultural, and psychological factors influencing engagement with CVD and 
stroke prevention among CALD communities. Perceived inevitability of disease and uncertainty 
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about risk factors and lack of culturally relevant information and advice hindered engagement 
in preventive behaviours, while social networks and cultural food practices played dual roles as 
barriers and enablers. The findings highlight that literal translation of CVD and stroke prevention 
educational materials is inadequate, emphasising the need for culturally tailored educational 
resources co-designed with communities. Delivering education through trusted community 
and faith-based settings, alongside blended in-person and digital approaches, may enhance 
accessibility and engagement. Multi-level interventions that build health literacy, strengthen 
social support, and address systemic barriers are essential to achieving equitable and sustained 
cardiovascular and stroke prevention in CALD communities.

DECLARATION STATEMENT ON THE USE OF ARTIFICIAL 
INTELLIGENCE
During the preparation of this work, the authors used OpenAI ChatGPT to edit and improve 
the readability of the manuscript. The authors reviewed and edited the content and take full 
responsibility for the content of the publication.

DATA ACCESSIBILITY STATEMENT
The data that support the findings of this study are available on request from the corresponding 
author. The data are not publicly available due to privacy or ethical restrictions.

ACKNOWLEDGEMENTS
SA acknowledges support from the National Health and Medical Research Council Centre of 
Research Excellence in Stroke Trial Innovation and Translation 2022–2027 Ref: 2015705.

CF is supported by a National Health and Heart Foundation Future Leader Fellowship 2026–2030 
Ref: 109825-2025.

CF and MH are grant holders of the National Health and Medical Research Council Centre of 
Research Excellence in Stroke Trial Innovation and Translation 2022–2027 Ref: 2015705.

The authors acknowledge the support of the Western Sydney Local Health District, Research & 
Education Network, Westmead, NSW, Australia.

FUNDING INFORMATION
This study was funded by the University of Wollongong Advancement and Equity Grant (RSO# 
888/008/253).

COMPETING INTERESTS
The authors have no competing interests to declare.

AUTHOR CONTRIBUTIONS
SA: conceptualisation, funding acquisition and supervision (lead), investigation (equal), formal 
analysis (equal), writing – original draft (lead), writing – review and editing (equal).

DM: investigation, formal analysis and writing – review and editing (equal).

HM: formal analysis and writing – review and editing (equal).

SW: writing – review and editing (equal).

MLH: funding acquisition and writing – review and editing (equal).

CF: funding acquisition and writing – review and editing (equal).



16Allida et al.  
Global Heart  
DOI: 10.5334/gh.1572

AUTHOR AFFILIATIONS
Sabine M. Allida  orcid.org/0000-0003-0161-8649 
School of Nursing, Faculty of Science, Medicine and Health, University of Wollongong, Wollongong, NSW, 
Australia; Centre for Chronic & Complex Care Research, Blacktown Hospital, Western Sydney Local Health 
District, Blacktown, NSW, Australia; NHMRC Centre for Research Excellence to Accelerate Innovation and 
Translation in Stroke Trials, Westmead, NSW, Australia

Della Maneze  orcid.org/0000-0001-6475-8804 
School of Nursing, Faculty of Science, Medicine and Health, University of Wollongong, Wollongong, NSW, 
Australia

Henok Mulugeta Teshome  orcid.org/0000-0001-7330-3609 
School of Nursing, Faculty of Science, Medicine and Health, University of Wollongong, Wollongong, NSW, 
Australia; Centre for Chronic & Complex Care Research, Blacktown Hospital, Western Sydney Local Health 
District, Blacktown, NSW, Australia

Scott William  orcid.org/0000-0002-2836-9606 
School of Nursing, Faculty of Science, Medicine and Health, University of Wollongong, Wollongong, NSW, 
Australia; Centre for Chronic & Complex Care Research, Blacktown Hospital, Western Sydney Local Health 
District, Blacktown, NSW, Australia; Therapeutics Initiative Department of Anesthesiology, Pharmacology 
& Therapeutics, University of British Columbia, Vancouver, Canada

Maree Hackett  orcid.org/0000-0003-1211-9087 
The George Institute for Global Health, Faculty of Medicine and Health, University of New South Wales, 
Sydney, NSW, Australia; Faculty of Health and Care, University of Central Lancashire, Lancashire, United 
Kingdom

Caleb Ferguson  orcid.org/0000-0002-2417-2216 
School of Nursing, Faculty of Science, Medicine and Health, University of Wollongong, Wollongong, NSW, 
Australia; Centre for Chronic & Complex Care Research, Blacktown Hospital, Western Sydney Local Health 
District, Blacktown, NSW, Australia; NHMRC Centre for Research Excellence to Accelerate Innovation and 
Translation in Stroke Trials, Westmead, NSW, Australia

REFERENCES
1.	 World Health Organization. Cardiovascular diseases (CVDs) [Internet]. Geneva: World Health 

Organization; 2025 [cited 2025 July 31]. Available from: https://www.who.int/news-room/fact-
sheets/detail/cardiovascular-diseases-(cvds).

2.	 Australian Institute of Health and Welfare. Heart, stroke and vascular disease: Australian facts 
[Internet]. Australian Institute of Health and Welfare; 2021 [updated 2026 May 27; cited 2025 May 
5]. Available from: https://www.aihw.gov.au/reports/heart-stroke-vascular-diseases/hsvd-facts/
contents/treatment-and-management/primary-health-care.

3.	 Stewart J, Manmathan G, Wilkinson P. Primary prevention of cardiovascular disease: A review of 
contemporary guidance and literature. JRSM Cardiovascular Disease. 2017;6:2048004016687211. 
DOI: https://doi.org/10.1177/2048004016687211

4.	 Australian Institute of Health and Welfare. Culturally and linguistically diverse Australians 
[Internet]. Australian Institute of Health and Welfare; 2023 [cited 2023 October 4]. Available from: 
https://www.aihw.gov.au/reports-data/population-groups/cald-australians/overview.

5.	 Pham TT, Berecki-Gisolf J, Clapperton A, O’Brien KS, Liu S, Gibson, K. Definitions of culturally and 
linguistically diverse (CALD): A literature review of epidemiological research in Australia. International 
Journal of Environmental Research and Public Health. 2021;18(2):737. DOI: https://doi.org/10.3390/
ijerph18020737

6.	 Marcus K, Balasubramanian M, Short S, Sohn W. Culturally and linguistically diverse (CALD): 
Terminology and standards in reducing healthcare inequalities. Australian and New Zealand Journal 
of Public Health. 2022;46(1):7–9. DOI: https://doi.org/10.1111/1753-6405.13190

7.	 Senate Community Affairs References Committee. Bridging our growing divide: Inequality in 
Australia. Canberra (AU): Commonwealth of Australia; 2014. p. 249. Available from: https://www.aph.
gov.au/~/media/Committees/Senate/committee/clac_ctte/income_inequality/report.pdf.

8.	 Taylor J. Refugees and social exclusion: What the literature says. Migration Action. 2004;26(2):16–31. 
Available from: https://library.bsl.org.au/jspui/bitstream/1/5990/1/Taylor_Migration_Action_refugees_
and_social_exclusion_article.pdf.

9.	 Joint Standing Committee on Migration. Inquiry into migration and multiculturalism in Australia. 
Canberra (AU): Commonwealth of Australia; March 2013. p. 261. Available from: https://aphref.aph.
gov.au/house/committee/mig/multiculturalism/report/fullreport.pdf.

10.	 Razieh C, Zaccardi F, Miksza J, Davies MJ, Hansell AL, Khunti K, Yates T. Differences in the 
risk of cardiovascular disease across ethnic groups: UK Biobank observational study. NMCD. 
2022;32(11):2594–2602. DOI: https://doi.org/10.1016/j.numecd.2022.08.002

https://orcid.org/0000-0003-0161-8649
https://orcid.org/0000-0003-0161-8649
https://orcid.org/0000-0001-6475-8804
https://orcid.org/0000-0001-6475-8804
https://orcid.org/0000-0001-7330-3609
https://orcid.org/0000-0001-7330-3609
https://orcid.org/0000-0002-2836-9606
https://orcid.org/0000-0002-2836-9606
https://orcid.org/0000-0003-1211-9087
https://orcid.org/0000-0003-1211-9087
https://orcid.org/0000-0002-2417-2216
https://orcid.org/0000-0002-2417-2216
https://www.who.int/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds)
https://www.who.int/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds)
https://www.aihw.gov.au/reports/heart-stroke-vascular-diseases/hsvd-facts/contents/treatment-and-management/primary-health-care
https://www.aihw.gov.au/reports/heart-stroke-vascular-diseases/hsvd-facts/contents/treatment-and-management/primary-health-care
https://doi.org/10.1177/2048004016687211
https://www.aihw.gov.au/reports-data/population-groups/cald-australians/overview
https://doi.org/10.3390/ijerph18020737
https://doi.org/10.3390/ijerph18020737
https://doi.org/10.1111/1753-6405.13190
https://www.aph.gov.au/~/media/Committees/Senate/committee/clac_ctte/income_inequality/report.pdf
https://www.aph.gov.au/~/media/Committees/Senate/committee/clac_ctte/income_inequality/report.pdf
https://library.bsl.org.au/jspui/bitstream/1/5990/1/Taylor_Migration_Action_refugees_and_social_exclusion_article.pdf
https://library.bsl.org.au/jspui/bitstream/1/5990/1/Taylor_Migration_Action_refugees_and_social_exclusion_article.pdf
https://aphref.aph.gov.au/house/committee/mig/multiculturalism/report/fullreport.pdf
https://aphref.aph.gov.au/house/committee/mig/multiculturalism/report/fullreport.pdf
https://doi.org/10.1016/j.numecd.2022.08.002


17Allida et al.  
Global Heart  
DOI: 10.5334/gh.1572

11.	 Allida SM, Maneze D, William S, Hackett M, Ferguson C. Challenges and opportunities in delivering 
and providing culturally and linguistically tailored cardiovascular disease and stroke prevention 
education: A qualitative exploratory study. Health Expectations. 2025;28(5):e70456. DOI: https://doi.
org/10.1111/hex.70456

12.	 NSW Government. NSW Plan for healthy culturally and linguistically diverse communities: 2019-
2023. NSW Ministry of Health; April 2019. Available at: https://www1.health.nsw.gov.au/pds/
ActivePDSDocuments/PD2019_018.pdf.

13.	 Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): A 
32-item checklist for interviews and focus groups. International Journal for Quality in Health Care. 
2007;19(6):349–357. DOI: https://doi.org/10.1093/intqhc/mzm042

14.	 Michie S, van Stralen MM, West R. The behaviour change wheel: A new method for characterising 
and designing behaviour change interventions. Implementation Science. 2011;6(1):42. DOI: https://
doi.org/10.1186/1748-5908-6-42

15.	 NSW Government. WSLHD Multicultural Health Plan 2022-2025. Accessed on 4 October, 2023. 
https://www.nsw.gov.au/sites/default/files/noindex/2025-08/wslhd-multicultural-health-
plan-2022-2025.pdf.

16.	 Stevens C, Fozdar F. Ethnicity, race or nation?: Census classifications as barriers to the measurement 
of mixedness in Australia. Australian Population Studies. 2021;5(1):49–55. Available from: https://
australianpopulationstudies.org/index.php/aps/article/view/81/50.

17.	 Malterud K, Siersma VD, Guassora AD. Sample size in qualitative interview studies: Guided 
by information power. Qualitative Health Research. 2016;26(13):1753–1760. DOI: https://doi.
org/10.1177/1049732315617444

18.	 Harris PA, Taylor R, Minor BL, Elliott V, Fernandez M, O’Neal L, McLeod L, Delacqua G, Delacqua 
F, Kirby J, Duda SN, REDCap Consortium. The REDCap consortium: Building an international 
community of software platform partners. Journal of Biomedical Informatics. 2019;95:103208. DOI: 
https://doi.org/10.1016/j.jbi.2019.103208

19.	 Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research electronic data capture 
(REDCap)—A metadata-driven methodology and workflow process for providing translational 
research informatics support. Journal of Biomedical Informatics. 2009;42(2):377–381. DOI: https://
doi.org/10.1016/j.jbi.2008.08.010

20.	 Clarke V, Braun V, Hayfield N. Thematic analysis. In: Smith JA (Ed.) Qualitative psychology: A 
practical guide to research methods. London: Sage; 2015. pp. 222–248.

21.	 Lumivero. NVivo. Version 15 ed: Lumivero; 2023.
22.	 Abubakar I, Aldridge RW, Devakumar D, Orcutt M, Burns R, Barreto ML, Dhavan P, Fouad FM, 

Groce N, Guo Y, Hargreaves S, Knipper M, Miranda JJ, Madise N, Kumar B, Mosca D, McGovern T, 
Rubenstein L, Sammonds P, Sawyer SM, Sheikh K, Tollman S, Spiegel P, Zimmerman C, UCL-Lancet 
Commission on Migration and Health. The UCL-Lancet Commission on Migration and Health: The 
health of a world on the move. Lancet. 2018;392(10164):2606–2654. DOI: https://doi.org/10.1016/
s0140-6736(18)32114-7

23.	 Marmot M, Allen J, Bell R, Bloomer E, Goldblatt P, Consortium for the European Review of Social 
Determinants of Health and Health Divide. WHO European review of social determinants of health 
and the health divide. Lancet. 2012;380(9846):1011–1129. DOI: https://doi.org/10.1016/s0140-
6736(12)61228-8

24.	 Kokanovic R, Furler J, May C, Dowrick C, Herrman H, Evert H, Gunn J. The politics of conducting 
research on depression in a cross-cultural context. Qualitative Health Research. 2009;19(5):708–717. 
DOI: https://doi.org/10.1177/1049732309334078

25.	 Hoare E, Stavreski B, Kingwell BA, Jennings GL. Australian adults’ behaviours, knowledge and 
perceptions of risk factors for heart disease: A cross-sectional study. Preventative Medicine Reports. 
2017;8:204–209. DOI: https://doi.org/10.1016/j.pmedr.2017.10.007

26.	 Geaney F, Fitzgerald S, Harrington JM, Kelly C, Greiner BA, Perry IJ. Nutrition knowledge, diet 
quality and hypertension in a working population. Preventive Medicine Reports. 2015;2:105–113. DOI: 
https://doi.org/10.1016/j.pmedr.2014.11.008

27.	 Berkley-Patton J, Bowe Thompson C, Bauer AG, Berman M, Bradley-Ewing A, Goggin K, Catley 
D, Allsworth JE. A multilevel diabetes and CVD risk reduction intervention in African American 
churches: Project Faith Influencing Transformation (FIT) feasibility and outcomes. Journal of Racial 
and Ethnic Health Disparities. 2020;7(6):1160–1171. DOI: https://doi.org/10.1007/s40615-020-
00740-8

28.	 Brewer LC, Jenkins S, Hayes SN, Kumbamu A, Jones C, Burke LE, Cooper LA, Patten CA. 
Community-based, cluster-randomized pilot trial of a cardiovascular mobile health intervention: 
Preliminary findings of the FAITH! Trial. Circulation. 2022;146(3):175–190. DOI: https://doi.
org/10.1161/circulationaha.122.059046

https://doi.org/10.1111/hex.70456
https://doi.org/10.1111/hex.70456
https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2019_018.pdf
https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2019_018.pdf
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1186/1748-5908-6-42
https://doi.org/10.1186/1748-5908-6-42
https://www.nsw.gov.au/sites/default/files/noindex/2025-08/wslhd-multicultural-health-plan-2022-2025.pdf
https://www.nsw.gov.au/sites/default/files/noindex/2025-08/wslhd-multicultural-health-plan-2022-2025.pdf
https://australianpopulationstudies.org/index.php/aps/article/view/81/50
https://australianpopulationstudies.org/index.php/aps/article/view/81/50
https://doi.org/10.1177/1049732315617444
https://doi.org/10.1177/1049732315617444
https://doi.org/10.1016/j.jbi.2019.103208
https://doi.org/10.1016/j.jbi.2008.08.010
https://doi.org/10.1016/j.jbi.2008.08.010
https://doi.org/10.1016/s0140-6736(18)32114-7
https://doi.org/10.1016/s0140-6736(18)32114-7
https://doi.org/10.1016/s0140-6736(12)61228-8
https://doi.org/10.1016/s0140-6736(12)61228-8
https://doi.org/10.1177/1049732309334078
https://doi.org/10.1016/j.pmedr.2017.10.007
https://doi.org/10.1016/j.pmedr.2014.11.008
https://doi.org/10.1007/s40615-020-00740-8
https://doi.org/10.1007/s40615-020-00740-8
https://doi.org/10.1161/circulationaha.122.059046
https://doi.org/10.1161/circulationaha.122.059046


18Allida et al.  
Global Heart  
DOI: 10.5334/gh.1572

29.	 Singh H, Fulton J, Mirzazada S, Saragosa M, Uleryk EM, Nelson MLA. Community-based culturally 
tailored education programs for Black communities with cardiovascular disease, diabetes, 
hypertension, and stroke: Systematic review findings. Journal of Racial and Ethnic Health Disparities. 
2023;10(6):2986–3006. DOI: https://doi.org/10.1007/s40615-022-01474-5

30.	 Sanusi A, Elsey H, Golder S, Sanusi O, Oluyase A. Cardiovascular health promotion: A systematic 
review involving effectiveness of faith-based institutions in facilitating maintenance of normal 
blood pressure. PLOS Global Public Health. 2023;3(1):e0001496. DOI: https://doi.org/10.1371/journal.
pgph.0001496

31.	 Tomalin E, Sadgrove J, Summers R. Health, faith and therapeutic landscapes: Places of worship as 
Black, Asian and Minority Ethnic (BAME) public health settings in the United Kingdom. Social Science 
& Medicine. 2019;230:57–65. DOI: https://doi.org/10.1016/j.socscimed.2019.03.006

32.	 Whitehead L, Talevski J, Fatehi F, Beauchamp A. Barriers to and facilitators of digital health among 
culturally and linguistically diverse populations: Qualitative systematic review. Journal of Medical 
Internet Research. 2023;25:e42719. DOI: https://doi.org/10.2196/42719

33.	 Nurhas I, Geisler S, Ojala A, Pawlowski JM. Barriers and wellbeing-oriented enablers of 
intergenerational innovation in the digital age. Universal Access in the Information Society. 
2023;22(2):591–607. DOI: https://doi.org/10.1007/s10209-021-00844-w

34.	 Jayaprakash M, Puri-Taneja A, Kandula NR, Bharucha H, Kumar S, Dave SS. Qualitative 
process evaluation of a community-based culturally tailored lifestyle intervention for 
underserved South Asians. Health Promotion Practice. 2016;17(6):802–813. DOI: https://doi.
org/10.1177/1524839916650165

35.	 Komaric N, Bedford S, van Driel ML. Two sides of the coin: Patient and provider perceptions of health 
care delivery to patients from culturally and linguistically diverse backgrounds. BMC Health Services 
Research. 2012;12(1):322. DOI: https://doi.org/10.1186/1472-6963-12-322

36.	 Zhang M, Coppell K, Lo J, Whitehead L. Cultural influences, experiences and interventions targeting 
self-management behaviours for prediabetes or type 2 diabetes in first-generation immigrants: A 
scoping review. Journal of Advanced Nursing. 2025;81(6):2929–2945. DOI: https://doi.org/10.1111/
jan.16621

37.	 Kandula NR, Dave S, De Chavez PJ, Bharucha H, Patel Y, Seguil P, Kumar S, Baker DW, Spring 
B, Siddique J. Translating a heart disease lifestyle intervention into the community: the South 
Asian Heart Lifestyle Intervention (SAHELI) study; a randomized control trial. BMC Public Health. 
2015;15(1):1064. DOI: https://doi.org/10.1186/s12889-015-2401-2

38.	 Kim H, Song HJ, Han HR, Kim KB, Kim MT. Translation and validation of the dietary approaches 
to stop hypertension for koreans intervention: culturally tailored dietary guidelines for Korean 
Americans with high blood pressure. Journal of Cardiovascular Nursing. 2013;28(6):514–523. DOI: 
https://doi.org/10.1097/JCN.0b013e318262c0c1

39.	 Short SE, Mollborn S. Social determinants and health behaviors: Conceptual frames and 
empirical advances. Current Opinion in Psychology. 2015;5:78–84. DOI: https://doi.org/10.1016/j.
copsyc.2015.05.002

40.	 Latkin CA, Knowlton AR. Social network assessments and interventions for health behavior change: 
A critical review. Behavioral Medicine. 2015;41(3):90–97. DOI: https://doi.org/10.1080/08964289.201
5.1034645

41.	 Odgers-Jewell K, Ball LE, Kelly JT, Isenring EA, Reidlinger DP, Thomas R. Effectiveness of group-
based self-management education for individuals with type 2 diabetes: A systematic review with 
meta-analyses and meta-regression. Diabetic Medicine. 2017;34(8):1027–1039. DOI: https://doi.
org/10.1111/dme.13340

42.	 Cunningham T, Murray C, Du JT, Evans N, Ziaian T. Digital technology uses, purposes, barriers and 
training programs for culturally and linguistically diverse older adults: A systematic scoping review. 
Aslib Journal of Information Management. 2024;77(5):914–937. DOI: https://doi.org/10.1108/AJIM-
07-2023-0257

43.	 Ojo AS, Nnyanzi LA, Giles EL, Ells L, Okeke SR, Ajayi KV, Bolarinwa OA. “I am not really into the 
government telling me what I need to eat”: Exploring dietary beliefs, knowledge, and practices 
among ethnically diverse communities in England. BMC Public Health. 2023;23(1):800. DOI: https://
doi.org/10.1186/s12889-023-15689-6

44.	 Reddy G, van Dam RM. Food, culture, and identity in multicultural societies: Insights from Singapore. 
Appetite. 2020;149:104633. DOI: https://doi.org/10.1016/j.appet.2020.104633

45.	 Vallianatos H, Raine K. Consuming food and constructing identities among Arabic and South Asian 
immigrant women. Food, Culture and Society: An International Journal of Multidisciplinary Research. 
2008;11:355–3573. DOI: https://doi.org/10.2752/175174408X347900

46.	 Pugra IW, Sutiarso MA, Joaquin CJ. The cultural significance of traditional foods in shaping 
Indonesian social identity: Challenges and preservation strategies. Journal of Language, Literature, 
Social and Cultural Studies. 2025;3:21–31. DOI: https://doi.org/10.58881/jllscs.v3i1.318

https://doi.org/10.1007/s40615-022-01474-5
https://doi.org/10.1371/journal.pgph.0001496
https://doi.org/10.1371/journal.pgph.0001496
https://doi.org/10.1016/j.socscimed.2019.03.006
https://doi.org/10.2196/42719
https://doi.org/10.1007/s10209-021-00844-w
https://doi.org/10.1177/1524839916650165
https://doi.org/10.1177/1524839916650165
https://doi.org/10.1186/1472-6963-12-322
https://doi.org/10.1111/jan.16621
https://doi.org/10.1111/jan.16621
https://doi.org/10.1186/s12889-015-2401-2
https://doi.org/10.1097/JCN.0b013e318262c0c1
https://doi.org/10.1016/j.copsyc.2015.05.002
https://doi.org/10.1016/j.copsyc.2015.05.002
https://doi.org/10.1080/08964289.2015.1034645
https://doi.org/10.1080/08964289.2015.1034645
https://doi.org/10.1111/dme.13340
https://doi.org/10.1111/dme.13340
https://doi.org/10.1108/AJIM-07-2023-0257
https://doi.org/10.1108/AJIM-07-2023-0257
https://doi.org/10.1186/s12889-023-15689-6
https://doi.org/10.1186/s12889-023-15689-6
https://doi.org/10.1016/j.appet.2020.104633
https://doi.org/10.2752/175174408X347900
https://doi.org/10.58881/jllscs.v3i1.318


19Allida et al.  
Global Heart  
DOI: 10.5334/gh.1572

TO CITE THIS ARTICLE:
Allida SM, Maneze D, Teshome 
HM, William S, Hackett M, 
Ferguson C. Understanding 
Behavioural Determinants of 
Cardiovascular Disease and 
Stroke Prevention Among 
Culturally and Linguistically 
Diverse Communities: A 
Qualitative Descriptive Study. 
Global Heart. 2026; 21(1): 52. 
DOI: https://doi.org/10.5334/
gh.1572

Submitted: 20 January 2026 
Accepted: 15 June 2026 
Published: 02 July 2026

COPYRIGHT:
© 2026 The Author(s). This is an 
open-access article distributed 
under the terms of the Creative 
Commons Attribution 4.0 
International License (CC-BY 
4.0), which permits unrestricted 
use, distribution, and 
reproduction in any medium, 
provided the original author 
and source are credited. See 
https://creativecommons.org/
licenses/by/4.0/.

Global Heart is a peer-reviewed 
open access journal published 
by Ubiquity Press.

47.	 Khatri RB, Assefa Y. Access to health services among culturally and linguistically diverse 
populations in the Australian universal health care system: Issues and challenges. BMC Public Health. 
2022;22(1):1–14. DOI: https://doi.org/10.1186/s12889-022-13256-z

48.	 Tannenbaum MB, Hepler J, Zimmerman RS, Saul L, Jacobs S, Wilson K, Albarracin D. Appealing 
to fear: A meta-analysis of fear appeal effectiveness and theories. Psychological Bulletin. 
2015;141(6):1178–1204. DOI: https://doi.org/10.1037/a0039729

49.	 Middleton KR, Anton SD, Perri MG. Long-term adherence to health behavior change. American 
Journal of Lifestyle Medicine. 2013;7(6):395–404. DOI: https://doi.org/10.1177/1559827613488867

https://doi.org/10.5334/gh.1572
https://doi.org/10.5334/gh.1572
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1186/s12889-022-13256-z
https://doi.org/10.1037/a0039729
https://doi.org/10.1177/1559827613488867

	Abstract
	﻿Introduction

	﻿Methods

	﻿Design and theoretical framework

	﻿Participants, setting and recruitment

	﻿Ethical considerations

	﻿Data collection

	﻿Data analysis

	﻿Positionality


	﻿Results

	﻿Participant characteristics

	﻿Themes

	﻿Capability

	﻿Psychological capability

	﻿Theme 1: Perceived inevitability of disease and uncertainty about risk factors (Barrier)

	﻿Theme 2: Lack of clarity and rationale in lifestyle recommendations (Barrier)


	﻿Physical capability

	﻿Theme 3: Physical limitations affecting participation in preventive activities (Barrier)


	﻿Opportunity

	﻿Physical opportunity

	﻿Theme 4: Tailoring delivery and content to community context (Facilitator)

	﻿Subtheme 4.1. Trusted and culturally familiar modes of delivery

	﻿Subtheme 4.2. Interactive, community-based and culturally relevant education

	﻿Subtheme 4.3. Acceptability of written and digital formats



	﻿Social opportunity

	﻿Theme 5: Value of community and peer support (Facilitator)

	﻿Theme 6: Cultural food practices as barriers to dietary change (Barrier)


	﻿Motivation

	﻿Automatic motivation

	﻿Theme 7: Fear of health consequences as a motivator for preventive action (Facilitator)


	﻿Reflective motivation

	﻿Theme 8: Inconsistent selfcare confidence and selfmanagement practices (Barrier)

	﻿Theme 9: Difficulty sustaining consistent lifestyle behaviours (Barrier)



	﻿Discussion

	﻿Strengths and limitations


	﻿Conclusion

	﻿Declaration statement on the use of Artificial Intelligence

	﻿Data Accessibility Statement

	﻿Acknowledgements

	﻿Funding Information

	﻿Competing Interests

	﻿Author Contributions

	﻿﻿AUTHOR AFFILIATIONS

	﻿References


