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Abstract
Background  The small Atlantic island of St Helena is a United Kingdom Overseas Territory (UKOT) with a high 
prevalence of childhood obesity (over a quarter of 4–5 and 10–11 year olds) and, anecdotally, adulthood obesity and 
its associated health detriments. St Helena have taken a whole systems approach to obesity (WSAO) to address the 
issue. A WSAO recognises the factors that impact obesity as a complex system and requires a ‘health in all policies’ 
approach. UK academic and public health technical support was provided to the local St Helena delivery team. 
This process evaluation sought to explore the early stages of the WSAO implementation and implications for the 
transferability of the approach to other small island developing states and UKOT.

Methods  Data was collected via eight semi-structured interviews, paper based and online surveys, and document 
analysis. Thematic analysis was used to analyse the data.

Results  The analysis identified three factors which aided the first phase of WSAO implementation: (1) senior leaders 
support for the approach; (2) the academic support provided to establish and develop the approach; and (3) effective 
adaptation of UK Government resources to suit the local context. Key challenges of early implementation included: 
maintaining and broadening stakeholder engagement; limited local workforce capacity and baseline knowledge 
related to obesity and systems thinking; and limited capacity for support from the UK-based academic team due to 
contract terms and COVID-19 restrictions.

Conclusions  Early stages of implementation of a WSAO in a UKOT can be successful when using UK’s resources 
as a guide and adapting them to a small island context. All participants recommended other small islands adopt 
this approach. Continued senior support, dedicated leadership, and comprehensive community engagement is 
needed to progress implementation and provide the foundation for long-term impact. Small island developing 
states considering adopting a WSAO should consider political will, senior level buy-in and support, funding, and local 
workforce knowledge and capacity to enable the best chances of successful and sustainable implementation.
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Background
Obesity is of great global public health concern [1] and 
one that is a challenge in many small islands, such as St 
Helena. St Helena is a small island located in the South 
Atlantic Ocean and is part of the UK Overseas Territory 
(UKOT) of St Helena, Ascension, and Tristan da Cunha. 
St Helena has a population of 4,534 [2]. Obesity is associ-
ated with reduced life expectancy [3, 4] and, particularly 
in adulthood, is a risk factor for chronic diseases such as 
cardiovascular disease, type 2 diabetes, at least 12 kinds 
of cancer [5], liver and respiratory disease [6], and some 
mental health conditions [7]. While BMI data for the 
general adult population is not available among St Hel-
ena adult residents (Saints), over one in three older adults 
(65–79 years) have diabetes, and one in two adults have 
high blood pressure [8]. Despite exact prevalence num-
bers being unavailable, in 2018 the St Helena government 
identified obesity as a priority health challenge to address 
(along with the high prevalence of NCDs) in their Stra-
tegic Framework for Health Promotion [9].Childhood 
obesity is associated with obesity in later life as well as 
premature death and disability [1]. Moreover, there are 
acute issues with childhood obesity such as breathing dif-
ficulties, increased risk of fractures, hypertension, early 
markers of cardiovascular disease, insulin resistance and 
psychological effects [1]. On St Helena, over a quarter of 
4–5 year olds and 10–11 year olds were living with over-
weight or obesity in 2021 [10]. Preventing and addressing 
obesity in childhood seeks to break the intergenerational 
nature of obesity [11]. As such, it is important work is 
done to address a reduction in obesity at all stages of the 
life cycle.

In response to the increasing awareness of the com-
plexity of many public health problems including obe-
sity, a whole systems approach (WSA) has become a 
promising tactic [12]. Obesity is a complex, multi-causal 
problem with no one single solution. Addressing such 
an entrenched issue requires a long-term, system-wide 
approach that needs co-ordinated action across a broad 
range of disciplines and stakeholders, is tailored to local 
needs, and works across the life course [13]. A WSA to 
obesity epitomises a ‘Health in All Policies’ [14] approach 
and works with communities and stakeholders to both 
understand the problem and to support the identification 
and testing of solutions. A WSA can offer a sustainable, 
collaborative, community centred approach to address 
the complex problem of obesity whilst also having a posi-
tive impact on other local agendas, such as employability 
and productivity and reduced demand for social care. The 
World Health Organization’s (WHO) “Acceleration Plan 
to Stop Obesity” advocates for a multisector approach to 
address obesity [15].

United Kingdom (UK) Government guidance on imple-
menting a whole systems approach to obesity (WSAO) 

provides local authorities in England with a practical 
approach to implementation [16]. This guidance includes 
a six-phase step by step process and a comprehensive 
range of supporting resources including an action map-
ping tool, network analysis tool, and guidance on sys-
tem mapping. A mixed method evaluation undertaken 
in seven local authorities in England, indicated several 
short-term impacts [17]including: commencement of 
mindset changes and a move towards systems thinking; 
increased number of engaged partners; increased knowl-
edge and understanding of systems science and obesity 
amongst partners and indicators of shifts towards target-
ing wider determinants of health rather than individual 
lifestyle factors. A process evaluation of seven local areas 
in Scotland implementing a WSAO found that the UK 
Government’s guidance helped to establish the approach 
by providing a well-structured, process-led framework 
and supported the development of a shared understand-
ing and vision [18].

In 2021 St Helena began implementation of a WSAO 
using the UK guidance [16] alongside technical support 
(capacity building in systems thinking and methods and 
advice on implementation) from a team of UK public 
health experts. This provided the opportunity to evalu-
ate the implementation of this approach. The clear need 
for such evaluation was highlighted in a recent system-
atic review, where the authors stated “evidence of how to 
operationalise a whole systems approach to address pub-
lic health problems is still in its infancy” and “evidence 
highlights the limited progress that has been made in 
the practical implementation and evaluation of WSAs to 
public health issues to date” [13]. Therefore, this paper 
aims to present the first process evaluation of WSAO 
implementation on a small island setting.

Methods
Whole system approach to obesity
The process implemented on St Helena is based on the 
UK Government’s six-phase WSAO guide [16], of which 
St Helena is currently at phase four. The guide provides a 
structured approach on how to put a WSAO into prac-
tice, including understanding the causes of obesity in 
local populations and co-producing actions and interven-
tions to reduce population levels of obesity (see Fig.  1). 
Phase one aims to secure senior-level support and estab-
lishes the necessary governance and resource structure 
to implement the approach. During phase two a com-
pelling narrative is built describing why obesity matters 
locally and creates a shared understanding of how obesity 
is currently addressed. Phase three brings stakeholders 
together to create a comprehensive map of the local sys-
tem that is understood to cause obesity in what is known 
as “workshop one”. During phase four, stakeholders come 
together to prioritise action areas in the local system and 
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propose collaborative and aligned interventions in what 
is known as “workshop two”. Phase five focuses on main-
taining momentum by developing the stakeholder net-
work and an agreed action plan and phase six aims to get 
stakeholders to critically reflect on the process of under-
taking a WSAO and consider opportunities for strength-
ening the process. St Helena has not yet begun these last 
two phases.

At the time of this report, the St Helena WSAO was 
part-way through phase four of the UK Government 
process as they had delivered workshop two, a key mile-
stone for creating a local system map. The process con-
tinues and St Helena are currently drafting the action 
plan. Therefore, this process evaluation focuses on the 

first four stages of implementation of the WSAO to learn 
lessons for implementation and disseminate key learning 
outcomes promptly.

Aims
The aim of this process evaluation was to explore the 
challenges and enablers during the early stages of the 
WSAO implementation within a small island context 
and implications for the transferability of the approach 
to other small island developing states and UKOTs. In 
theory, this approach might be transferrable to UKOTs 
because it is designed for local context (small popula-
tions), the UK guidance is often used in UKOTs, there is 
emerging evidence of it working well in local UK contexts 

Fig. 1  : Process for implementing whole systems approach to obesity [16]
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supports its use in piloting in UKOTs and there are some 
similarities in health systems.

Process evaluations seek to understand how complex 
interventions work. They also seek to understand how 
well implementation maintained fidelity to the planned 
approach, how feasible and acceptable the intervention is 
in the context, and reasons why it may not have worked 
as intended.

Technical support
The implementation team in St Helena had limited, if any, 
experience of whole systems approaches to obesity and 
limited knowledge about systems thinking and obesity 
management and prevention strategies. The team in St 
Helena is also very small with competing priorities. The 
technical assistance provided by Leeds Beckett University 
(LBU) aimed to address some of these shortfalls to: build 
local capacity in systems methods, tools, and approaches; 
advise and support St Helena with the implementation of 
the first four-phases set out in the WSA to obesity guide 
and adapting content to reflect the local context; better 
understand the local drivers of obesity from a multi-dis-
ciplinary approach.

The technical support provided by LBU, included a 
bespoke training and support package for the imple-
mentation team in St Helena consisting of three train-
ing sessions which lasted two to three hours each. The 
training, which took place prior to the main programme 
workshops, included: (1) an introduction to systems and 
systems thinking; an overview of WSA and the stages of 
the UK Government guidance; (2) a practical example of 
an English WSA to obesity from Oxford City Council; 
(3)  workshop preparation and facilitation; an introduc-
tion to systems change; and (4) training on methods and 
tools to support the process, including qualitative sys-
tems mapping, stakeholder mapping, action mapping, 
and action register completion. Fourteen people attended 
the facilitator training ahead of workshop one and six 
attended the facilitator training ahead of workshop two. 
Attendees included people working in the health promo-
tion team, core working group members, health care and 
allied health professionals, Ministry of Education staff 
and retail business owners.

LBU’s support also included facilitation of support 
from the Oxford City Council’s Public Health team which 
took the form of two virtual meetings to share learning 
about their experience of setting up a WSAO and provide 
peer support when required to the Saint Helena team. 
During phase three, LBU provided support in the form 
of reviewing presentation slides used for workshops, vir-
tual presentation of material during the workshops and 
preparation of systems maps. Throughout the first four-
phases of implementation, LBU provided support when 
needed and virtual attendance at core working team 

meetings. During the project, St Helena had several 
COVID-19 related restrictions in place, so activities were 
undertaken virtually.

Implementation
St Helena began implementation of phase one of WSAO 
in 2021 by setting up a core working team (CWT) to 
undertake the day-to-day operations and coordinate the 
approach. The CWT was made up of health promotion 
team members, partners from other sectors (e.g., repre-
sentative from the equality and human rights commission 
and a conservation officer), and senior leadership includ-
ing the Chief Secretary and Health Minister. In early 
2022, St Helena worked with the academic team at LBU 
to collect data to build the local picture of obesity (phase 
two). St Helena at the time had limited health data avail-
able so this stage involved requesting information from 
partners and making use of what scarce data there was, 
which often included qualitative data from interviews. 
Mapping the local system (phase three), brought together 
stakeholders in a half day workshop to achieve two objec-
tives (1) map out the local system to show how the dif-
ferent factors and interrelated, and (2) begin to develop 
an overall shared vision for the programme of work. A 
shared vision is a clear and aspirational statement of what 
the whole systems approach is trying to achieve. Results 
of the systems mapping exercise can be found in Appen-
dix 4. Workshop one took place in February 2022 for half 
a day. Invites were sent to 53 people and 23 attended. As 
part of phase four, stakeholders were brought together 
to prioritise areas for action in the local system and pro-
pose collaborative and aligned actions. Workshop two 
took place in May 2022 for half a day. Invites to workshop 
two were sent out to 46 people and 17 attended. Among 
the 17 attendees were representatives from the health 
promotion team, environment and agriculture sector, 
non-governmental organisations, health care profession-
als, senior government leaders, social care professionals, 
Ministry of Education staff and business sector.

Data collection
A combination of semi-structured interviews, online 
surveys, and reflections and feedback forms were used 
to collect data. Semi-structured interviews were cho-
sen because they allowed for detailed information on 
the views and experiences of people who were involved 
in implementation of the first four phases of the WSAO. 
Purposive sampling [19] was used to recruit interview-
ees to ensure a range of different stakeholders were 
represented. Purposive sampling has been adopted in 
interview and survey research previously [20] and thus, 
this sampling strategy allowed for the recruitment those 
that had significant involvement in implementation and, 
therefore, may allow us access to a diverse participant 
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pool and rich data from the quality of data collected. 
Suitable interviewees were identified by the local health 
promotion lead in partnership with LBU and OHID 
(Office for Health Improvement and Disparities). Nine 
stakeholders were invited to be interviewed and eight 
interviews were conducted from the following sectors/
groups: CWT members; senior partners (e.g., senior 
stakeholders supporting WSAO); community groups and 
Non-Governmental Organisations (NGOs); high school 
students; and local private businesses. Data collection 
took place between February and November 2022. An 
experienced qualitative researcher undertook inter-
views in person which lasted between eight and 29 min 
(Mduration=21 min). The semi-structured interview discus-
sion guide (Appendix 1) included 11 open-ended ques-
tions, based on the research objectives, structured to 
prompt discussion with probes and follow-up questions 
adopted as needed. Questions addressed participants’ 
expectations and perceived challenges and successes of 
the process of implementing WSAO so far. Questions 
were pilot tested with a member of the team in St Hel-
ena prior to any interviews, with the content and order 
subsequently agreed upon by the research team. All data 
collection locations were free from background noise, 
where interviewees could not be overheard, in isolated 
rooms. Interview data were digitally recorded and tran-
scribed verbatim. All data were anonymized to ensure 
confidentiality.

A range of other sources were used to collect qualita-
tive data to support and validate data collected from the 
interviews and add further detail including:

 	• Workshop participant feedback forms (Appendix 
2) (paper-based forms distributed at the end of 
both workshop one and two, designed with the 
implementation team in St Helena to capture the 
extent to which expectations were met, what went 
well and what needed improvement).

 	• Online stakeholder survey (Appendix 3) on WSAO 
implementation progress sent out to 47 people 
including CWT members, people who attended 
the facilitator training and workshop attendees. The 
survey was co-designed with the implementation 
team in St Helena and circulated via email two 

months after workshop two. The purpose of the 
survey was to gather a wider set of participants’ 
feedback (in addition to interviewees) and 
experiences about the implementation of a whole 
systems approach so far to better understand the 
positive and negative aspects.

 	• Other documentation (minutes from CWT 
meetings, key informant reflective notes and the 
LBU end of project report).

Table  1 gives detail to the participants who contributed 
to this evaluation. In respect of anonymity, especially on 
a small island, demographics are not provided, and ran-
dom participants numbers assigned in quotes.

Data analysis
Thematic analysis was used to provide rich, comprehen-
sive, and complex account of data [21] and to allow iden-
tification, analysis, and to report on patterns and themes 
related to the research objectives within the data [22]. 
Specifically, the six phases to thematic analysis were fol-
lowed: familiarisation with the data, generating initial 
codes, theming codes, reviewing themes, defining themes 
and writing up [22]. First, verbatim transcripts of inter-
views, survey responses and documents were read and 
re-read to allow familiarization which, assisted in coding 
relevant segments of data that addressed our research 
questions i.e. a theoretical thematic analysis approach 
rather than an inductive one. Open coding was used to be 
able to develop and modify the codes during the analysis, 
rather than pre-set codes. A charting and mapping exer-
cise was then carried out to draw out the main themes 
and sub-themes (by researcher BM). These themes were 
developed both deductively, based on the research objec-
tives, and inductively which allowed data to be classified 
in such a way that was relevant to the research objec-
tive, but while maintaining the openness for unforeseen 
themes to emerge. A second senior researcher (IFW), 
experienced in qualitative research, oversaw the data 
analysis process by reviewing the themes, prompting dis-
cussing between the two researchers to define the final 
themes.

Table 1  Participants across data sources
Data source Participant details
Interviews Health promotion team members, senior leaders, workshop attendees, core working team members
Workshop feedback form Workshop attendees (senior leaders, wider partners such as business owners, students, health professionals)
Online Stakeholder survey Workshop attendees, core working team members, wider partners such as business owners, students, 

health professionals
Core working team minutes Core working team members
Reflective notes Health promotion team lead
End of project report Leeds Beckett University
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Ethics
The study was approved by St Helena Research Council 
Ethics committee and included both the implementation 
work and the research evaluation aspects of this project 
(institutional ethics reference: 101,068). Informed con-
sent was obtained from all the participants and/or their 
legal guardians. No vulnerable individuals or those under 
the age of 16 were recruited.

Results
The main barriers and facilitators to implementation are 
summarised in Table  2. and discussed in further details 
below.

Evaluation by phase of process
Phase one: set up
Several key factors were identified by participants from 
all data sources regarding the successful implementa-
tion of the initial set up phase of the project, such as the 
importance of senior level support such as senior civil 
servants to help progress the early stages of the approach. 
CWT participants frequently mentioned in interviews 
the lack of capacity to become a member of the CWT 
(phase one barrier):

“We’ve had several different partners who have 
wanted to be a part of the CWT but have been 
unable to commit due to other priorities and com-
mitments” (participant three).

Participants also noted the need to broaden CWT mem-
bership to include a more diverse range of people (phase 
one barrier). One participant explained how a more rep-
resentative CWT would make it feel more like a com-
munity project rather than a government project. One 
participant suggested having less frequent CWT meet-
ings may have attracted more members.

Although one participant attributed their prior knowl-
edge and experience of using the UK Government’s guid-
ance and implementing a WSA in the UK to helping with 
the set up and early stages of implementation, this was 

not the case for all participants. Overall CWT mem-
bers had limited baseline knowledge and understanding 
of obesity, public health, and WSAs. Related challenges 
included internet restrictions meaning pre-reading was a 
challenge; the transient nature of the CWT membership 
which meant new people joined later and needed to be 
caught up; and the public health team having low knowl-
edge and experience levels of systems thinking (phase 
one barriers):

“Before initiating a WSA on a small island develop-
ing state (SIDS) [UKOT] it would be helpful to assess 
the knowledge, experience, and capacity of the pub-
lic health team leading the WSA to identify if pre-
liminary work to support the team’s knowledge and 
experience in healthy weight and obesity should be 
completed first”. (participant nine).
 
“Partners, including CWT partners have limited 
access to the internet and printers. Therefore, some-
times information needs to be printed out for part-
ners and time allocated in meetings for people to 
read information, that would usually be sent and 
read ahead of attending a meeting.” (participant 
nine).
 
“Current and former members [of the CWT] have 
joined/left at different stages which has perhaps con-
tributed to differing baseline knowledge and under-
standing of the WSA.” (participant nine).

Participants found the academic support useful (phase 
one facilitator):

“Without the collaboration I think it would have 
been difficult for St Helena to have established the 
approach as far as we have, particularly in regard 
to the practical expertise and experience from LBU 
and OHID (Office of Health Improvement and Dis-
parities) in having implemented this approach in 
different areas…. Having the collaboration and 
expertise has helped to gain interest and engage-

Table 2  Landscape summary:
WSAO Phase Main barriers Main facilitators
Phase 1 Lack of diversity in CWT.

Lack of capacity from CWT members.
Limited baseline knowledge of obesity and systems thinking.
Internet restrictions meant pre-reading was a challenge. Transient nature of the CWT membership 
meant new people joined later and needed to be caught up.

Senior level support.
Academic support.
Peer learning 
from English local 
authorities.

Phase 2 Lack of local data on obesity and NCD burden.
Stigmatising language.

Phase 3 More time needed during workshops for contextual/background information.
Workforce constraints.
Participation fatigue.

Phase 4 Limited time in workshops to complete activities.
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ment with partners across the island. It is seen as 
an opportunity by partners for St Helena, especially 
in being part of an academic partnership with LBU 
and the UK government, but in also being a pilot for 
UKOTs” (participant three).

The academic teams’ whole systems and facilitator train-
ing was outlined as being helpful in the online stake-
holder survey, as it improved confidence and competence 
in the local workforce. The use of well-chosen locally 
relevant examples and the theory helped understanding 
for the whole process and was highlighted as essential in 
future projects.

LBU’s presentations in workshop one were well 
received as participants felt their expertise added value 
to the workshop. However, meeting minutes showed 
that the CWT felt LBU’s workshop facilitator training 
was rushed and the academic team felt the technologi-
cal issues of delivering virtual training meant two-way 
interaction was extremely difficult, which is an important 
part of participants understanding concepts that are new 
to them. One participant from the CWT explained that a 
wider range of people needed to attend the training.

The opportunity to learn from a local authority in Eng-
land and how they adapted UK resources for their con-
text was reported as useful, particularly developing the 
system maps (phase one facilitator). Some participants 
felt that the timeframes, rather than the amount or type 
of support, for the academic support contract were too 
short as its mis-aligned with the normal ways of work-
ing on the island which meant that it had a detrimental 
impact on other health promotion work.

Phase two: building the local picture
Fifteen responses were received from the online stake-
holder survey (32% response rate). A total of 86% of 
online survey respondents said that a clear local picture 
about obesity in St Helena was “fairly well” developed 
suggesting that the lack of local data that was available 
for collection limited the ability to accurately and fully 
describe the burden of obesity in St Helena.

A member of the health promotion team noted in 
reflective notes that there were challenges in obtain-
ing statistics for obesity and noncommunicable diseases 
(NCDs) for St Helena and other SIDS/UKOTs (phase two 
barrier):

“UKOTs will have differing levels of local health 
data available to be collated and analysed. This 
will need to be considered during the early stages of 
the WSA when collating information to share with 
stakeholders to help set the local scene in relation to 
obesity, and when trying to monitor changes” (par-
ticipant nine).

Also stigmatising terminology and language was per-
ceived to be a key issue, as noted in reflective notes 
(phase two facilitator):

“Consider language used (healthy weight, living with 
obesity, etc.) as the use of ‘obesity’ was highlighted 
quite early on by partners, especially from a stigma 
point of view and partners highlighting that this 
could disengage people. At several different points 
people asked what obesity is, so this should be con-
sidered when thinking about when engaging partners 
and when facilitating workshops (UK starting point 
vs UKOT starting point). Consider cultural norms 
around body weight/shape and the language used 
around this. This was highlighted by partners in 
workshop two and is an important point to consider 
when empowering, educating, and engaging part-
ners”. (participant nine).

An addition was made to workshop one activities out-
lined in the UK guidance [16]. Stations around the room 
were created, with questions posted on flipchart paper on 
the walls such as “What Should we Call our Approach?” 
and “Language we Want to use”. These stations served as 
an interactive tool which encouraged participants to dis-
cuss ideas and were then used as a springboard for dis-
cussions in workshop two.

Half of the survey respondents were satisfied with the 
information and support that was given to prepare and 
participate in the workshops. Suggestions for further 
information and support included: system mapping exer-
cises, online talks by health experts on healthy living 
and systems mapping, information about the academic 
team’s input into the project, case studies on systems 
approaches implemented around the world, strengths, 
weaknesses opportunities and threats analysis of the 
existing system in St Helena and more information on 
obesity with specific relevance to St Helena.

Phase three: mapping the local system
Responses were received from 18 participants responded 
to the feedback forms (78% response rate) and 10 par-
ticipants (59% response rate) for workshop one and two, 
respectively.

After workshop one, most (90%) workshop feedback 
survey respondents felt they had a better understanding 
of how obesity connects with their work. All respondents 
felt they had a better understanding of systems think-
ing and how it applies to their work (100%). Most (90%) 
said that the workshop increased their awareness of the 
complexity of obesity and the types of actions required 
to address obesity. However, it was noted by workshop 
attendees that there was a need for more introductory 
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material to be provided, such as attendee introductions 
and contextual information (phase three barrier).

Following workshop one, most survey respondents 
(94%) felt the WSAO process would deliver change. One 
participant explained that funding from other sources 
was needed and there was limited budget for stakeholder 
engagement activities:

“… we want to promote stuff and we got no funding 
so that will be a challenge” (participant six).

Conversely, another participant thought it was encourag-
ing that there was a St Helena Government (SHG) bud-
get for this work and indicated that SHG wants to see 
change:

“I think the fact that the government has continued 
to fund the Health Promotion workers post submis-
sion indicating that they want to see change” (par-
ticipant seven).

Workforce constraints including sustainability issues of a 
transient workforce and competing priorities with other 
health promotion work was a frequently mentioned con-
cern regarding successful delivery of the WSAO (phase 
three barrier). Concerns around the lack of momentum 
of the work were also made, partly due to the challenge of 
competing public health priorities.

“Three participants out of the eight who were 
interviewed, alluded to the need to measure prog-
ress against more regular, incremental milestones 
to improve stakeholder and senior level engage-
ment with this work as ultimately it is a long-
term approach where impact will not be seen for a 
while: “… if you’ve been able to see results a little bit 
quicker, then people might have been able to stay on 
board with something actually happening rather 
than just talking about what we’re going to do” (par-
ticipant five).

After workshop one, all feedback survey respondents 
(100%) felt that the time, resource, and work capacity 
commitments required from them were feasible. Most 
feedback survey respondents (94%) felt that the WSAO 
process will help them to engage and collaborate with 
other stakeholders on the issue of obesity. Participants 
noted that the opportunities and activities for group 
thinking were useful in workshop one. Survey feedback 
indicated that the workshop provided a good opportunity 
to hear views from a range of different stakeholders from 
different sectors:

“…great opportunity to hear from other people from 
different areas of work and ages” (participant 10).

All participants explained that a broader range of stake-
holders was needed at the workshop (phase three 
barrier). For instance, the private sector were not repre-
sented well as the workshop clashed with a key cargo ship 
arrival for merchants. This may have resulted in under-
representation and diversity of workshop attendees. One 
participant suggested a way to address this issue in the 
future:

“I think we went about the approach backwards. We 
chose people and now we want to promote it, but we 
should have promoted it and seen who wanted to 
come with us and then invite people” (participant 
six).

92% of respondents agreed that a shared vision had 
started to develop during workshop one through stake-
holders coming together in workshops and agreeing pri-
orities and actions that everyone could take to address 
the common challenge of obesity. The systems mapping 
and action plan activities had helped to create this shared 
vision. All respondents agreed that during workshop one, 
stakeholders started to effectively map the local system to 
see where and how they can help to prevent and manage 
obesity and what they are collectively trying to achieve 
(i.e., “a healthier population”). The final versions of these 
maps can be found in Appendix 4. The creation and 
development of these maps were inspired by the Fore-
sight Obesity System Map [23]. During the workshop, as 
per the UK Government guidance, attendees mapped out 
local causes and contributors to obesity to see where, and 
how, they can help to prevent and manage obesity in their 
own personal and professional fields. Mapping the local 
system also helped to identify where actions may have 
the greatest potential leverage. Some respondents men-
tioned the value of exchanging ideas and views amongst a 
broad range of stakeholders when developing and agree-
ing the map of the local system.

Respondents mentioned time constraints of workshop 
one as something that did not work well during the devel-
opment and agreement of the map of the local system 
although they did not specify how much more time was 
needed (phase three barrier). Respondents felt that four 
hours was not enough time to work through the map, to 
add detail and allow all participants to contribute. Fur-
thermore, participants said that the mapping exercise 
was challenging but useful. Some participants felt more 
time was needed for attendees to ask questions and per-
haps another break. These challenges were illustrated in 
reflective notes:
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“The system mapping was quite a difficult exercise 
for many as people were unsure as to which direc-
tion the arrows so, I think having trained facilita-
tors at each table really helped. I’d recommend 
training/run through of the activities for any future 
islands in this approach, especially as systems think-
ing is a new way of working for the area, or of it is a 
small team delivering the workshops. When walking 
around there were lots of queries, so one lead person 
walking around the room could not answer all of the 
questions coming from the tables.” (participant nine).

Participation fatigue was discussed in slightly differ-
ent contexts. One participant explained that it is often 
the same people on island that get asked to participate 
in projects such as this which can result in participation 
fatigue but also means that some people may be being 
consistently missed out in these types of projects (phase 
three barrier):

“With a smaller population and workforce on a 
SIDS/UKOT, there are less people available to be 
surveyed and request information from. Teams lead-
ing the WSA should be mindful of survey fatigue and 
novel approaches to data collection may be required, 
especially in communities with limited access to the 
internet and e-mail” (academic partner).

There were practical issues in the delivery of the work-
shop, such as not enough expert leads and trained facil-
itators to facilitate the discussions. Generally, there 
was positive feedback on the pace, planning, delivery, 
and informative content of the workshop. Most survey 
respondents said the workshop’s activities were above 
or met their expectations. Furthermore, interviewees 
said that the information in the workshops was easy to 
understand, despite the complex nature of the work. A 
key learning identified was to provide a more in-depth 
introduction to the topic of obesity and to introduce all 
attendees to each other at the start of the workshop. Par-
ticipants said that the main outcome from workshop one 
was around awareness of the issue of obesity.

One participant explained that the templates in the 
UK Government implementation guidance were useful, 
however others described some examples of local context 
adaptions were needed. In addition to the need to use 
local examples in training and presentations, the impor-
tance of using culturally appropriate language when talk-
ing about obesity was stressed, for example, the term 
“obesity” and “overweight” was considered offensive and 
stigmatising:

“the use of “obesity” was highlighted quite early on 
by partners, especially from a stigma point of view 

and partners highlighting that this could disengage 
people” (participant three).

Phase four: action planning
The aim of this phase was for stakeholders to refine the 
shared vision and to propose actions that may provide the 
greatest opportunity to change the system. A facilitated 
workshop (workshop two) helped participants with this 
process. While an action plan has not yet been agreed at 
the time of this early phase process evaluation, most sur-
vey respondents (80%) felt they had a better understand-
ing of how obesity connects with their work and that the 
process will help them engage and collaborate with other 
stakeholders about obesity (90%) after workshop two. 
Most respondents (90%) also felt they had a better under-
standing of how the WSAO on St Helena will operate and 
how it will deliver change (80%).

After workshop two, most respondents (70%) felt that 
the time, resource, and capacity commitments required 
from them were feasible. However, many (75%) noted 
that there was not enough time in workshop two, espe-
cially for feedback from the activities, networking, and 
reviewing the maps (phase 4 barrier). This was echoed in 
interviews by the team leading the implementation on St 
Helena. One key enabler of the workshop that was noted 
was the senior level support shown by the attendance of 
the Minster and Chief Secretary.

Whilst LBU noted that most of the preparation for the 
workshop was carried out in-line with the UK guidance, 
some additions were made to the content. An additional 
activity was added to review and provide feedback on the 
system maps:

“Adding the activity to review and provide feedback 
to the local system map was a very valuable inclu-
sion to the workshop agenda. It provided an interac-
tive opportunity for the CWT and LBU team to show 
the development of the local system map and for the 
attendees to see how their initial input had been 
developed. The review of the system map enabled 
further discussions about the local system to happen, 
that had not been made at workshop one, e.g., using 
other priorities (food security and climate change) to 
engage and initiate change” (participant nine).

All participants said they would recommend implement-
ing a WSAO for other UKOTS:

“I would say just go for and get stuck into it and take 
advantage of the opportunity” (participant four).
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Phases five and six: next steps in implementation
At the time of this report, St Helena had not yet begun 
phases five and six, however participants shared plans 
and proposed suggestions for how the WSAO would 
progress during these final two phases. For example, 
participants discussed the need to develop a clear stake-
holder engagement strategy to spread awareness and 
knowledge about obesity causes and consequences 
amongst the St Helena community and use consistent 
messaging. Getting the community involved in what type 
of messaging would resonate locally is a key consider-
ation for the future steps of implementation. One partici-
pant explained that it was important to embed this work 
into other public health initiatives to align efforts:

“The limited capacity of the CWT and the lack of 
budget potentially makes the sustainability of the 
project a risk. It is therefore important when iden-
tifying possible actions, strategies, and policies that 
they tie in with local priorities (e.g., climate change, 
food security). This will help ensure the work is 
embedded and sustainable.” (participant nine).

A number of wider issues were also raised by participants 
that may be pertinent to the approach going forward and 
are outlined in Table 3 below.

Discussion
Overall, the early stages of the WSAO were successfully 
adapted and implemented on this small island. All par-
ticipants were supportive of the approach and recom-
mended it to other small islands to adopt. Awareness and 
understanding of obesity and whole system approaches 
grew and there was reasonably good engagement across 
most sectors. Several concerns were expressed about the 
continuation of the approach to lead to multi-sectoral 
action.

Key findings in the context of existing evidence

1.	 Local context and adaptations to the implementation 
guide

The suggestions made for further information and sup-
port that would have been helpful in advance of the 
workshops, mirror the insights from Halton Borough 
Council’s pilot which showed ideas to help familiarise 
new attendees with the process up until that point by 
providing a written overview of workshop one [16].

As part of the stigmatising language issues that arose, 
the name of the WSAO was also highlighted as some-
thing that would need to be changed for St Helena as 
workshop attendees felt it was important to contextualise 
the work and not include “obesity” in the title. A similar 
issue was mentioned by Gloucestershire County Coun-
cil, a pilot site for the WSAO. Community insight from 
Gloucestershire County Council showed that families 
would not engage with the planned “Food and Health” 
project but changing the name to “Food and Fami-
lies” made the project more relevant to the community, 
improving engagement [16].

These are encouraging findings as they suggest that 
there are not significant barriers to implementation 
of the UK Government’s guidance to a WSAO in small 
islands and with existing guidance and expert support, 
early stages of successful implementation are possible.

Whilst this process evaluation on WSAO is valuable for 
small island contexts in particular, more should be done 
on other WSAO projects around the world to gain practi-
cal evidence of implementation.

2.	 Senior level support and stakeholder engagement

Strong leadership for the approach from the health pro-
motion team and from senior civil servants and politi-
cians was recognised by interviewees and appeared to be 
the main aspect that has been working well so far.

Table 3  Wider issues raised about the future of WSAO in St Helena
Wider issues raised Quotes
The need for “on the ground” experience to support the CWT “ [There was a] lack of resources in the sense of specialists on the ground 

that are fully dedicated to that because comparing it to the oxford team and 
our core working team, I mean they were all experts” (participant eight)”

Clarity was needed on expected outputs “What happens after the [action] plan and how will it continue to be voiced 
and consistent after the end of the plan?” (Survey responder)

Some felt it was not yet feeling like a community approach “It’s not only St Helena Government’s responsibility, it needs to become a 
community thing” (participant eight)

Participants acknowledged that there were unknown consequences of the 
new internet sea cable coming in the near future

“Considerations about changing the narrative and awareness about when 
the cable will land/ arrive. It’s an interesting transition period.”(participant 
nine)

The sheer number of big issues to overcome in St Helena such as restricted 
food supply which could affect the successful implementation of a WSAO

“and then start to think about the big problems like there’s probably not a lot 
of gyms or like import and export, and with the food [supply]….So you kind 
of see the bigger picture” (participant four)
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The importance of strong and trusting relationships 
between multi-sector stakeholders within whole sys-
tems approaches are stressed in the UK implementation 
guidance especially for creating a sustainable founda-
tion to encourage community ownership of the approach 
[16]. Work that is co-produced and an approach that 
works closely with local people will help to successfully 
deliver change [24]. This process evaluation found evi-
dence that key stakeholders and community members 
have been identified and participated in the early phases 
of the approach. Insights from the London Borough of 
Lewisham and Oldham Council’s pilot showed having a 
senior representative present made stakeholders feel lis-
tened to and stressed the importance of the issues being 
discussed. Efforts to build strong relationships with the 
private sector and wider community are needed as this 
is considered a key aspect to influencing effectiveness 
[25]. Participants from the health sector talked about the 
need to engage people who don’t normally get involved 
with projects such as this. Engaging these non-traditional 
partners such as community champions can help to dis-
seminate messages and actions [26].

It was recommended by a member of the health pro-
motion team that other UKOTs should conduct early 
community engagement before the workshops. Doing 
so promotes the project to the community first, indicat-
ing who is interested in being involved and this may lead 
to increased workshop attendance and future commu-
nity engagement. This aligns recommendations made by 
partners in a similar process evaluation in Australia to 
“engage community members first through assets they 
provide for community action, not agencies or organisa-
tions they represent” [27].

Common features of successful multi-level, commu-
nity wide interventions reported in process evaluations, 
and deemed key to building a successful WSA, included 
engagement of partners and community; time to build 
relationships, trust, and capacity [13, 17, 27]. Engaging 
communities in a WSA is a key implementation element. 
Participants from the CWT talked about how stake-
holder engagement momentum has been lost over time 
and there is a need to maintain this community interest 
as well as keeping senior leadership team engaged. Par-
ticipants from the CWT explained the challenge of part-
ner commitment issues and whilst they may have interest 
in the work their capacity to be involved is limited. These 
are a similar finding to Scotland’s process evaluation of 
early adopters, where stakeholder engagement has been 
difficult because of limited capacity to be involved and 
difficulties encouraging certain sectors to recognise their 
role and influence [18]. Maintaining stakeholder engage-
ment will be challenging as WSAO is a long-term initia-
tive and significant impact on population weight status is 
unlikely to be seen for several years. The importance of 

recognising that the WSAO is an iterative approach and 
no immediate results seen was highlighted by partici-
pants. Instead, long-term change will be the impact and 
success of the approach.

Stakeholder fatigue has also been found to be an issue 
during the implementation and was experienced due 
to the demands the stakeholders experienced, particu-
larly due to the frequency of the meetings stakeholders 
were required to attend. This was cited as a reason for 
limited stakeholder engagement in Scotland [18] and, 
therefore, is something that future WSAs, especially in 
small islands, need to be mindful of when working with 
stakeholders.

3.	 Capacity issues affecting implementation

Participants from the health promotion team discussed 
the starting point for the workforce and stakeholder’s 
baseline understanding of obesity and public health was 
lower than that typically of a local authority in England. 
This is an important consideration when implementing 
such an approach on St Helena and should be addressed 
through improved communications and information 
sharing with stakeholders to develop their understanding 
of the issue and the approach. Some suggested topics to 
improve on are listed in the local context and adaptations 
section. In Scotland, communications activities before 
workshops were used to “warm [stakeholders] up to the 
WSA process” as well as informal sessions to shape stake-
holder’s expectations of the process and provide further 
information [18].

Limited capacity of a small workforce was also noted 
as an implementation challenge, especially as unex-
pected situations such as the COVID-19 pandemic 
impacted heavily on the team’s small resource, and it also 
had knock on effects of pausing other health promotion 
related work as there was a time pressure of LBU’s con-
tracted support. As found in St Helena, other SIDS and 
UKOTs typically have small populations and workforces 
can be more transient compared to larger countries. 
However even in Scotland, communities struggled with 
staff capacity to deliver the process as the time required 
for preparing and delivering a WSA was an extensive 
commitment, especially on local leads and administrative 
support but also on CWT members and wider partners 
[18].

The difficulties of establishing the project because of 
workforce limitations (e.g., small team, limited baseline 
knowledge, and competing work priorities) were miti-
gated somewhat by the technical support provided by 
LBU and OHID such as taking on some tasks from the 
local team. However, maintaining sustainability with a 
limited and transient workforce and population was a 
concern of many of the participants. Adaptations to the 
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structure of the CWT and the networks that surround 
the CWT are needed to ensure knowledge and labour are 
spread broadly across a wide network of individuals and 
organisations. These human resource factors are com-
mon to other complex implementation experiences [28].

4.	 Infrastructure

The nature of St Helena being a small island was 
described as being an opportunity for success as there is 
potential for this work to reach across the whole popula-
tion through existing communication channels like radio 
which has a very large audience, and word of mouth, 
through a closely knit community. There is also oppor-
tunity for strong measures and levers to be used such 
as fiscal and legislative measures to the food and built 
environments.

Limitations
Limited venue space, unreliable internet, and limited 
equipment availability meant logistics for CWT meet-
ings took more time to coordinate which had a knock-on 
effect on speed of implementation and on the delivery 
team’s workload.

A key limitation of the academic support was that it 
was all virtual/remote due to the COVID-19 pandemic 
restricting travel. Two-way interaction was difficult and 
made it harder for participants’ understanding new and 
complex concepts and the unreliable internet connection 
in St Helena interfered with this support offering. Prior 
research notes the superiority of in-person attendance 
and interactions in increasing local understanding and 
building rapport [16]. This is in accordance with partici-
pants’ views that physical attendance from the academic 
team would have been really valuable, particularly during 
the workshops.

Limitations of this evaluation included that only a small 
sub-sample of stakeholder groups were recruited. This, 
along with a lack of representation of some community 
members, means that the results may be limited in their 
generalisability. The self-reported nature of the data are 
also a limitation, as is the presence of self-selection bias 
which resulted from the sampling methods adopted. 
There was a relatively large variation in interview length 
(between 8 and 29  min) which suggests that certain 
interviewees provided more detail and thus insightful in 
responses, perhaps because some were more involved in 
implementation compared to others.

This process evaluation was conducted by staff who 
had been involved in some of the support provided to St 
Helena. Therefore, it was not an independent evaluation. 
However, the research team was not heavily involved in 
the early implementation processes as most of the tech-
nical expertise and support was provided by LBU and 

other staff with specific WSAO experience. This pro-
cess evaluation was conducted during the first phases of 
implementation. A second process evaluation should be 
conducted during the next phases of implementation to 
ensure adaptations, challenges and enablers are reflected 
to contribute to the evidence for and support other SIDS/
UKOTS with their implementation of WSAO.

Conclusions
Early stages of implementation of a WSAO in a UKOT 
can be successful when using the UK’s resources as a 
guide and adapting them to the local context, providing 
academic and expert support to the local workforce and 
securing senior leader support and participation. This 
process evaluation has identified risks to the future stages 
of implementation and sustainability of the approach. 
Dedicated leadership, securing appropriate budget, and 
comprehensive stakeholder engagement plans are needed 
to drive the future stages of implementation. There is 
an urgency to embarking on the next stages as there is 
risk of the work losing momentum, stakeholder inter-
est and senior buy-in. It is recommended that another 
process evaluation takes place once St Helena imple-
ments the remaining phases (five and six) included in the 
UK WSAO guidance to identify lessons learned for this 
approach in small island settings.
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