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Abstract

Objective: To investigate the differences in acculturation experiences between
parent and adolescent refugees from the Horn of Africa in Melbourne, Australia
and to explore food beliefs and perceived health risks from an intergenerational
perspective.

Design: Qualitative cross-sectional study involving a combination of semi-structured
one-on-one interviews and focus group discussions.

Setting: North-West suburbs of Melbourne, Australia.

Subjects: Eritrean, Ethiopian, Somali and Sudanese refugees.

Results: Using a purposeful sampling technique, twelve semi-structured face-to-face
interviews (nine adults and three adolescents) and four in-depth focus groups
(two with adolescents each containing six participants and two with adults one
containing six participants and the other ten participants) were carried out. Thus
overall data were obtained on fifteen adolescents and twenty-five parents. Quali-
tative analysis identified differences between parents and adolescents in relation to
lifestyle, diet and physical activity. Views regarding health consequences of their
changed diets also differed. Parental feeding practices encompassed a variety of
methods and were enforced in an attempt by parents to control their children’s
dietary behaviours and prevent their drift away from traditional eating habits.
Conclusions: These findings call for more research to contextualise dietary accultura- A f N

. . o . . rican refugees/migrants
tion among refugee youth and the impact of migration on parenting styles and feeding Intergenerational
practices in communities from the Horn of Africa. Preventive health programmes with Diet
Horn of Africa refugees need to acknowledge the effect of acculturation on diet and Physical activity
physical activity levels and a socio-cultural framework needs to be developed with Feeding practices
respect to the importance and influence of the family environment. Parenting styles

Keywords

Both natural and human-made disasters as well as poverty
have resulted in increased population displacements. The
UN Department of Economic and Social Affairs estimates
that in 2011 there were 214 million international migrants
worldwide, representing 3-1% of the world’s population,
which does not include the 33-9 million people who were
refugees, asylum seekers, internally displaced people and
stateless persons”. Extensive numbers migrate from low-
and middle-income countries to high-income countries,
either as part of voluntary migration (e.g. economic/skilled
migration or family reunion) or forced migration (e.g.
refugees and asylum seekers)®. With the 2011 census
revealing that 26 % of the Australian population were born
overseas'”, Australia remains a preferred destination for
both voluntary and forced migrants. A significant number
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of sub-Saharan African migrants have relocated to Australia
under the Refugee and Humanitarian Entrants Scheme and
now represent 1% of the Australian population'®.

Once in Australia, migrants from developing countries
often experience health inequalities due to their generally
poor socio-economic position relative to the average
Australian. Migrants are more likely than their Australian-
born counterparts to experience poverty (i.e. insufficient
resources and income) and to be on low incomes, live
in rental accommodation and to experience social exclu-
sion due to loss of networks”. Hence, migration from
sub-Saharan Africa to affluent, Westernised countries is
associated with an increased risk of chronic disease,
especially obesity and diabetes™. Data from Ghanaian
migrants in Sydney((’), Ethiopian migrants in Israel”® and
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African refugees in Australia®'” and the USA'" indicate
that African refugees and migrants to industrialised
countries gain weight rapidly and are at increased risk
of obesity-related chronic diseases following migration.
The underlying mechanisms which predispose migrants
relocating from developing to developed countries to
an increased risk of obesity and obesity-related diseases
are complex and multifaceted'®. There is currently no
framework which can be used to assist researchers and
health professionals to understand the post-migration risk
factors that predispose sub-Saharan African migrants to
obesity and obesity-related diseases.

There is some emerging evidence that lifestyle changes
and dietary acculturation are key factors'®. The term
‘acculturation’ has been used in the literature to describe
both the cultural and psychological changes that occur
when two cultures come into contact with each other™?.
While a number of acculturation domains have been
identified in the literature (see Flannery et al'® and
Padilla and Perez'®), they fall under two models
of acculturation: the linear acculturation model and the
bi-dimensional acculturation model. The discussion of
these models is beyond the score of the present paper.
Nevertheless, lifestyle changes that sub-Saharan African
migrants experience following migration to Australia are
better explained by the bi-dimensional acculturation
model, which describes four coping mechanisms asso-
ciated with acculturation: (1) integration (accepting both
the host culture and the culture of origin as a way
of life); (i) assimilation (rejecting the culture of origin
and fully accepting the host culture as a way of life);
(ii) marginalisation (rejecting both the host culture and
the culture of origin as a way of life); and (iv) traditional
(maintenance of the culture of origin and rejection of
the host culture as a way of life)®. These coping strate-
gies dictate how individuals interact with their environ-
ment and access and utilise available health promotion
programmes""”.

Therefore, migrating to Australia presents sub-Saharan
African migrants with a new food environment and the
ways in which refugees and migrants understand and
negotiate the different food system can impact their food
choices, dietary habits and subsequent chronic disease
risk™®. Poor health literacy offers an alternative explana-
tion. This refers to the ‘degree to which individuals have the
capacity to obtain, process and understand basic health
information and services needed to make appropriate
health decisions™?. Available data indicate that a low level
of health literacy is independently associated with poor
nutrition and health. However, for migrant populations,
young people often demonstrate adequate knowledge of
nutritional and health risks due to better English proficiency
than their parents, school attendance or following health
programmes on television. Hence children can become a
reliable source of health promotion at the family level.
Whether this is true for Horn of Africa refugees and
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migrants, most of whom migrate to industrialised countries
from refugee camps and with little English, is unknown.
Therefore, the purpose of the present study was to examine
the attitudes and beliefs about food and perceived health
risks among Horn of Africa migrants settling in Melbourne,
Australia.

Methods

Design and participant recruitment

An exploratory qualitative research design was employed
to assist the researchers to understand the acculturation
experiences, beliefs about food and perceived health risks
of refugees from the Horn of Africa. A thorough account
of the study design and participant recruitment has been
previously described ™. Briefly, participants were Eritrean,
Ethiopian, Somali and Sudanese refugees living in the
North-West suburbs of Melbourne, Australia. Using pur-
poseful sampling, participants were recruited with the
assistance of the African Review Panel’® and through
the African Family Relationship Centre, the North Yarra
Community Health Centre, the Centre for Multicultural
Youth Issues and the Ethiopian Community Association.
Through activities provided by these organisations such
as women’s art and craft classes, girl's groups, English
classes, indoor soccer competitions and church choir,
the researchers met with the community members and
explained the study’s objectives and its intended outcomes
to them through a plain language statement. After the
study was explained, participants were invited to take part
and the researchers stressed that taking part was voluntary.
Those who accepted to take part were asked to sign a
consent form. A total of forty participants consented to take
part in the study.

Data collection

A two-pronged approach was used to enhance data
richness. In the first instance, twelve semi-structured
face-to-face interviews were carried out (nine parents
and three adolescents). After conducting the twelve
interviews, key concepts which required further dialogue
in focus groups were uniformly identified by adult and
adolescent participants. Therefore, the major themes
identified in the initial face-to-face interviews were
further explored during focus group discussions. A total
of four focus group discussions were carried out. Of
these, two were with adolescents and each contained
six participants (n 12) and the other two were with
parents (one containing six participants and the other ten
participants, 7 16). A literature review*” informed the
framework of the interview guides which were carefully
reviewed and expanded upon in consultation with the
African Review Panel. Interview guides were developed
separately for adults and adolescents. Interviews and
focus groups were conducted in familiar venues for
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participants including homes, community centres, churches
and sporting centres. Data were collected until the
researchers were satisfied that the data were rich enough
and covered adequate dimensions of the topics being
investigated (data saturation). All interviews and focus
groups were conducted in English or the given community
language with the aid of a professional interpreter.

To minimise threats to authenticity and validity of
interpreted accounts arising from the translation by the
interpreter from English to community languages, multi-
ple strategies were utilised. First, all participants agreed
to have their voices audio recorded except six, in which
case detailed notes were taken and checked with parti-
cipants at the end of the session. The tape and field notes
were independently reviewed by the African Review
Panel members (all of whom are bilingual) to establish
the reliability of responses and their comments were
taken into account when analysing the data. Second,
participants were told that all interviews would be con-
fidential and under no circumstances were interpreters to
discuss the information imparted during the interview
with any other person outside the research team. Finally,
to maintain the interpreters’ degree of independence,
they were selected from outside the communities being
interviewed.

For the semi-structured interviews, the first 10 min were
spent getting the consent forms signed and collecting
demographic data. Once demographic characteristics were
obtained the interview lasted approximately 20—40 min
depending on the level of English literacy. For the focus
group discussions, consistent with the African cultures™*®,
a platter of fruit and a light meal were provided at the
beginning of the focus group discussion to allow partici-
pants to intermingle, sign consent forms and obtain
demographic data. This process took about 20 min. Then
the participants answered questions for an additional
40min to 1h. Interviews and focus group discussions
were transcribed verbatim and participants were given
the opportunity to check and verify discussions recorded
and notes written.

Data analysis

Interview transcripts were manually analysed using a
thematic analysis approach as this enabled the research-
ers to inductively find themes in the data and expose
concepts that were not preconceived or anticipated*".
Open coding was used by the researchers (A.W. and A.R.)
to code responses from transcripts and field notes. A
process of focused coding and constant comparison was
used to consolidate the code list and re-sort concepts
into groups until clear, consistent themes emerged.
Emerging themes were discussed between the research-
ers until a consensus was reached. Key themes were
then described and interpreted by the researchers and
narrative responses selected to best illustrate the findings
and themes.
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Results

Forty Horn of Africa refugees took part in the study
(Table 1). Twenty-five (62:5%) were adults and fifteen
(37-5 %) were adolescents. Of the forty participants taking
part in the study, twelve took part in face-to-face semi-
structured interviews and twenty-eight in focus group
discussions. Eighteen were Somali (45-0 %), thirteen were
Sudanese (32-5 %), five were Ethiopians (12-5%) and four
were Eritreans (10-0%). Participants’ demographic profile
is summarised in Table 1.

Three distinct themes emerged from the thematic
analysis: (i) acculturation; (ii) food beliefs and perceived
health consequences; and (i) parental feeding practices.
All themes emerged simultaneously from both the parents’
and adolescents’ data regardless of ethnicity (as defined by
country of birth), except for parental feeding practices
which was isolated to the parents’” findings.

Theme 1: Acculturation

Parents’ views

Among parents, two main forms of acculturation were
evident: changes in lifestyle and change in dietary prac-
tices (dietary acculturation).

Lifestyle changes

In terms of changes in lifestyle, parents spoke of a signi-
ficant lifestyle change, from a traditional, easy-going,
community-oriented lifestyle to one which was hectic and
time-constrained. Changes in lifestyle were also described
in relation to differences in the amount of physical activity
and manual work undertaken in Africa compared with
Australia. Parents described how they were able to
maintain a healthy weight in Africa from walking as the
main source of transport and partaking in significant
amounts of manual labour. Since arriving in Australia they
considered themselves to be more sedentary, having a
greater reliance on cars for transport and spending long
hours sitting at their desk at work and in front of the
television at home. Parents also commented on the cooler
climate in Melbourne and lack of recreational areas
such as parks and open spaces. The majority of parent
participants lived in high-rise estates and hence they felt
limited in their capacity to exercise and play with their
children. In regard to diet, parents described how their
change in lifestyle had similarly changed their dietary
habits. Working long hours and having a generally busy
life often persuaded them to opt for food which was
quick and easy. One Somali mother summed up the
change in lifestyle, pervasively presented by participants:

‘So it’s a different lifestyle... you are in the office or
you are in the house. Every day you start the same,
tomorrow you coming work, 5 o’clock you finish,
you go home. The only thing you can do is cook
and clean inside the house. No time even to walk,
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no time to exercise... In Somalia I used to walk all
day... You walk a lot [in Africal, it's a kind of
healthy lifestyle there. So it’s completely another
world.” (Maca, 34 years)

An Eritrean mother added:

‘People are very active [in Africal. Not many people
have cars. People move a lot. Walk a lot too. ...the
weather is hot and sweaty. But here [in Australia] we
use car for little distance. Sit at home in front of the
TV. That's why people get diabetes... T haven’t
been going out. And the kids, no backyard to run.
You see there is no yard... House is small, nowhere
to move.” (Salome, 39 years)

Dietary acculturation

In terms of changes in dietary practices, dietary accultu-
ration emerged as a significant indication of acculturation.
Dietary changes occurred in many forms. The most recur-
ring forms included children’s preference for Australian
food (Table 2), choosing Australian food over traditional
food for convenience, changes to shopping and cooking
habits, changes to meal formats, decreased family com-
mensality and altered social roles with women entering the
workforce. Parents described how children would choose
Australian food to fit in with peers. In terms of meal format
changes, parents described the biggest change was in
relation to lunch which they believed was the most
important meal of the day in Africa. Parents explained
how families would come home from work and school
to eat a hot, freshly cooked meal together, have a rest
and then return to their daily activities for the rest of the
afternoon. However, in Australia parents felt there was
a greater emphasis on the evening meal as the main
family meal. Many of the mothers had compensated for the
loss of the shared family lunch by adopting a late after-
noon/early evening lunch (4-5 pm) after their children had
come home from school. This meal would be followed
by a light supper later on in the evening consisting of
cereal, toast or fruit. A Somali mother explained the
importance of lunch:

‘Lunchtime is most important... In Somalia, the
main meal at lunchtime... That's when you have
the family meal.” (Roberta, 46 years)

Another Somali mother felt that her family was losing its
culture by not sharing the main meal with the immediate
family in the middle of the day:

‘...the lunch is not the way it used to be in Somalia
because people [are] busy and kids have school and
the lunchtime usually back home, we don’t have that
culture [in Australia] anymore you know. Lunchtime
people come together and eat together, sometimes it
is happening here but it is not the culture we used to
have, its different now.” (Clarice, 34 years)
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Table 2 Australian foods eaten by adolescents as identified by
parents and adolescents; refugees from the Horn of Africa in
Melbourne, Australia

Food category Food items

Nutella

BBQ sauce

Jam

Peanut butter
Cheese

Chips (packets)
Muffins

Yoghurt

Two minute noodles
Chicken nuggets
Toast (sliced bread)
Jelly

Pepsi

Coca-Cola

Juice

McDonalds

KFC

Pizza

Chicken/beef burgers
Kebabs (‘Ali Baba’)
Nandos

Fish and chips
Noodles

Lasagne

Hot dogs*

Meat piest
Sandwiches

Pasta

Condiments

Snack foods

Beverages

Takeaway foods

Other

*Predominantly Sudanese.
tHalal pies for Muslims.

A Sudanese mother explained how she had adjusted the
timing of the lunch meal to fit in with the different school
times in Australia:

‘...I cook for the lunchtime. The lunchtime is when
the children come back straight away from school...
Yeah 3-30 to 4 is when the mothers always stay home
and cook and when the children come back they eat
the main meal.” (Mohamudu, 30 years)

Interestingly, women described feelings of identity loss
as their role as the family cook. Changed social roles
manifested in response to changed meal formats and
women spoke about how their husbands were taking on
a greater role in food preparation and provision as they
entered the workforce and worked long hours. Parents
explained that in Africa every meal was prepared at home
by the women to be eaten together as a family, yet in
Australia this differed. First, the increased number of food
choices available in Australia meant that children had
more variety to choose from. Second, as children became
more accustomed to the ‘individualistic’ society present
in Australia they were empowered to make their own
choices, including their own food choices, and did not
feel compelled to eat the same food as the rest of the
family. Mothers were distressed by this and felt that family
commensality was deteriorating. In collective societies
such as Africa, mothers often demonstrate and reaffirm
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their identity through cultural practices, such as preparing
traditional family meals. In Australia, dietary acculturation
appeared to have impacted on family commensality and
hence the mothers’ sense of identity and purpose. A
Somali mother described how the breakfast meal had
been disrupted since migrating to Australia:

‘I miss back home our traditional breakfast, we used
to have every day. We eat injera and breakfast is
prepared for the whole family and everyone knows
the time for the breakfast, everyone eats together...
but that’s not the way anymore here... one child
wants weet-bix and one child wants slice toast and
then you see seven people in my house and
everyone wants [something different]... back home
we used to have one breakfast meal, and everyone
used to eat [the] same... it's really a lot of cultural
food habits and all that we miss a lot. So that’s
the problem... [I] feel no more of that happiness
anymore..." (Olga, 39 years)

This was further illustrated by an Ethiopian mother:

‘It takes time to cook our food. You need time.
And I'm working full time... I'm not home. I have
breakfast at work. Their dad gives them breakfast.’
(Sabina, 40 years)

In regard to meal composition, parents and adolescents
described how breakfast was a meal that had generally
become completely ‘Australian’, with cereal and toast
eaten. A Somali mother summed it up:

‘Every day, it’s normal we have what the Australians
have for breakfast. Could be cereal... different kinds
of cereals for breakfast and bread.” (Musha, 34 years)

Similarly a Sudanese mother felt that her children had
adopted Australian food for breakfast:

‘For breakfast we only have tea but kids will have
cereal.” (Abra, 37 years)

One Eritrean mother represented the views of many
when she explained:

‘I don’t want them to feel too different... like I want
them to mix in with Australians, you know, with the
other kids. Because they go somewhere birthday or
anything and they see sausage I don’t want them to
be like “I don’t eat this blah blah”. I don’t want that.
You want them to be able to eat everything.’
(Makulata, 38 years)

The convenience of Australian food was described by a
Sudanese mother:
‘It takes long so I just give them Australian food,

much easier to cook.” (Fatu, 32 years)

Parents outlined a number of reasons for their children’s
refusal to eat traditional food. First, because African food
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was considered impractical for children to take to school
as it is usually eaten hot and the children did not have
access to a microwave. Second, parents believed their
children rejected traditional food because it was ‘too hot
and spicy’ for them as growing up in Australia resulted in a
preference for mild food. A Sudanese father described the
ease of Australian food:

‘...[Australian] food doesn’t require heating... you
know you can make it quickly...” (Karibu, 39 years)

An Ethiopian mother added:

‘Too strong for them [the children]. And hot. Our
food is normally spicy.” (Sabina, 40 years)

Parents were receptive to nutrition and health promotion
messages in Australian society and commented on how
they looked for the ‘Heart Foundation Tick’ and read food
labels, nutrition messages and nutrition information
panels presented on food packages when shopping to
assist them to make healthier choices. An established
Ethiopian father used well-known nutrition symbols such
as the Heart Foundation Tick to assist him in choosing
‘healthier’ products when shopping:

‘Of course I look at packages when shop. Every
shop look for Heart Foundation Tick. Need to look
at every box... [I compare] cornflakes and home-
brand ones and home-brand is cheaper and less
calories, less fat.” (Musa, 35 years)

An Ethiopian mother described her health-oriented shop-
ping practices:

‘Sometimes when I shop yes I look... I have to look
which one I buy like cholesterol free. Most of them
say that. Like light... Most of the time I check fat.’
(Alberta, 38 years)

A Somali mother similarly described how she would read
food labels to help her make healthy choices:

T read... like you know skim what’s it called? Not full
cream, skinny milky, healthy and all that... our tea we
put lots of sugar... so yes we worry about it and my
friends if they come and I wanted to make cup of tea
and I think maybe I [should] make the sugar less... we
have a lot of diabetes [in our community]... We fry
food with oil. Here [in Australia] used to boiling food.
Healthier cooking here. Plain but doesn’t taste nice. Still
fry here because we are used to it.” (Maca, 34 years)

Adolescents’ views
Like parents, the adolescents similarly identified two modes
of acculturation: lifestyle changes and dietary changes.

Lifestyle changes
Adolescents felt that the lifestyle in Australia was much
easier than in Africa. Technology such as telephones,
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vacuum cleaners and washing machines had removed the
exercise provided by hard, manual labour done back
home. Young girls spoke about getting down on their
hands and knees and vigorously mopping floors when
cleaning the house in Africa. Visiting friends was also a
more sedentary process in Australia with adolescents
describing how in Australia they could ring friends and
organise to meet up, whereas in Africa they would phy-
sically walk to their friends house (which could be many
kilometres away) to see if they were free. In addition, the
adolescents felt that the busier lifestyle had reduced
the community feeling that they were familiar with in
Africa. The adolescents felt that in Australia people had
‘their own agenda’, had less time available for others
and were always complaining of being busy. A Somali
girl described the greater amounts of physical labour
conducted in Africa compared with Australia:

‘But in Africa it’'s more like you know it’s not like
this easy life, it's more like hard working you know,
you use your body working... that’s why people
seem to be more fit but then here [in Australial
there’s dish washers, there’s washing machines. In
Africa you have to get your whole arms [on the
floor] to mop...” (Ushab, 16 years)

Another Somali girl supported her views that the Aus-
tralian lifestyle was less physically demanding:

‘You do more walking [in Africal, let’s just say your
close friend lives somewhere a bit far from here...
you could actually walk there you know, its like a
normal thing... like there is no telephone, “hey I'm
coming over”’... you just get your neighbour
knocking on your house “hello”, “hey what a
surprise!”... Not here, everyone’s... like “I'm busy,
I can’t do this and I can’t do that”, more like there
[in Africa] people are helping each other more so it’s
not like a busy life you know... Whereas here
people just have their own transport, like why walk
when 1 can just call her [my friend]..." (Kobia,
15 years)

Dietary acculturation

In contrast to parents, the adolescents described changes
in food habits as part of their dietary acculturation. Disso-
nance between how frequently traditional food was eaten
was evident between parents and adolescents. While
parents consistently stated that their children preferred
Australian food and ate traditional food infrequently,
the adolescents felt that they ate traditional food every
day. The dissonance may have arisen from parents’
expectations for children to eat traditional food for all
meals, while adolescents felt they were eating enough
traditional food to satisfy their parents’ expectations.
Adolescents described opting to eat traditional food
especially at special occasions such as weddings or
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birthdays to satisfy their parents but that they would
prefer to not eat it on a daily basis. As an Ethiopian boy
explained:

‘I don’t find it disgusting. I just don’t want to eat it as
much as they [parents] do. If it’s like a special
occasion like a wedding or something or someone
comes to our house then I might eat with them but
if it's generally just like for dinner I won'’t eat it. T'll
eat cereal or something like that.” (Nzonio, 14 years)

Although young people contradicted parents’ assertion
that they rejected traditional food, there was a consensus
around a preference for Australian food (Table 2). For
young people, Australian food was ‘cheap’, ‘tasty’ and ‘faster’
and eaten by their peers. In contrast, African food was
described as ‘boring’, ‘monotonous’ and ‘time-consuming’ to
prepare. Like the parents, the young people also described
African food as being impractical to take to school as it
required heating and was best eaten hot and fresh.
One Sudanese girl explained how lack of cooking knowl-
edge hindered the adolescent’s ability to prepare traditional
food. In addition, the amount of time involved in making
traditional food encouraged children to opt for easier and
faster foods:

‘Kids don’t want African food, ate it for a long time.
Kids want sandwich, KFC, Maccas like because it is
new and easy. Our food takes long time to cook
and kids don’t know how to cook it. Takes about
2 hours. When only 10 to 12 [years old] can’t make it
[African food] now they do make a sandwich and
other things. Eat it.” (Chiata, 16 years)

One Ethiopian boy explained how he had been encouraged
to try burgers after seeing his peers eating them:

“You might want to buy a burger just like friends...
when T came from Africa and 1 never knew any
burgers but my friends at school were eating burgers
and I thought hey I'm gonna give that a shot and then
I tried it and 1 digged it.” (Solomo, 14 years)

Religious-bound values related to food influenced food
choices for Muslim Horn of Africa adolescents. The young
Muslims upheld their religious values in relation to eating
‘halal’ food despite the fact that there was often a limited
range of choices available, especially in the school set-
ting. Some Muslim adolescents explained how they could
only eat at school one or two days per week when the
school canteen would provide halal food. However, the
children also spoke about a greater array of halal foods
becoming available and that they could now even eat an
Australian meat pie and buy ‘halal pies’ from their local
bakeries. A Somali girl explained her inability to eat food
provided by the school canteen on certain days:

‘On Thursday I bring something else, I can’t eat it
[school canteen foodl]. It’s not halal.” (Arabia, 15 years)
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Unlike the parents, the adolescents did not allude to
changes in the timing or composition of family meals
post-migration. However, they did feel that they ate fewer
meals at home. The adolescents explained that if they did
eat at home it would usually be by themselves, due to
other family members having already eaten or not being
home for meals. Both boys and gitls reported erratic
eating behaviours and commonly skipped meals most
days. Reasons for skipping meals revolved around being
late for school, lack of motivation to make a meal and
poor appetite. One Sudanese boy represented the views
of many of the boys when he explained how his social
life impeded his ability to eat with the family:

‘I eat alone... Because they [family] have set time to
eat and we’re never home. We're always at soccer or
playing basketball or going out with the boys.’
(Koblia, 15 years)

Skipping meals, especially breakfast, was common in
both girls and boys. As explained by a Somali girl:

‘Well I've realised I eat at school and then I eat at
home again...That's weird, two lunches... But
I don’t eat dinner... I never eat breakfast.” (Buleza,
14 years)

This view was supported by one of the Somali boys:

T don’t eat breakfast here [in Australial... I get
up in the morning and all I want to do is get a
shower and go to school. There is not time for
you to wait and make food and stuff...” (Kengoti,
15 years)

Theme 2: Food beliefs and perceived bealth
consequences

Parents’ views

Among parents, food beliefs and perceived health risks
were often religious-bound. For Horn of Africa refugees
of Islamic faith, religious beliefs appeared to influence
self-perceptions about health risk and health status. There
was a belief that their life and health were in ‘Allah’s
hands’ and they exercised little control over it. While
Muslim parents spoke of the role of healthy eating and
regular exercise in achieving and maintaining good health,
they strongly believed that whether or not they developed
a disease was ‘God’s decision’. The development of a
dietary-related disease was generally not considered to be
the outcome of other factors such as genetics, diet or
lifestyle. Some noted that if they developed diabetes
or high blood pressure this was part of ‘God’s plan’ for
them. A Somali mother summed up the view of Muslim
respondents well when she explained:

‘T don’t worry if the doctor say you have diabetes or
high cholesterol, maybe I listen to what the doctor
says to minimise it but not to worry about it. Ok
because that’s up to God... because of the Muslim
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tradition nobody knows what will happen to
them... your life comes from God. No matter how
you think you are doing well, everything depends
on God, what you get and what you don’t get... it
doesn’t worry myself or my children, we will just
cook and eat and we don’t care. We trust God to
save us.” (Maca, 34 years)

Some non-Muslims identified other factors they thought
were risk factors for the development of chronic diseases.
These included genetic predisposition, dietary traits espe-
cially large portion sizes, the role of individual nutrients
(ie. fat, sugar and salt) and environmental exposure.
Particular cultural food habits were considered by parents
to represent a significant health risk. For example, tradi-
tionally tea is prepared with a large amount of sugar and
this was blamed by some parents as the cause of the
increase in overweight and obesity observed in the Horn of
Africa community. The role of individual nutrients was
described by a Sudanese mother:

‘Everybody knows if you drink too much sugar
you will get sick, if you add too much salt you have
sick. In Africa sometimes elderly people have it
[diabetes]. For young people not much... But here
lin Australia] everybody has diabetes. Eritreans a
lot, most of them have diabetes. All my cousins
have [diabetes] from my mothers side.” (Mohamudu,
30 years)

A Somali mother described the link between traditional
tea and weight gain:

‘Have [our traditional] tea with a lot of sugar and
milk... so we are getting heavier and heavier.’
(Clarice, 34 years)

Possession of certain genes was seen to determine whe-
ther a person developed certain diseases or not. The role
of age was also implicated in the development of dietary-
related diseases and established parents reported that
obesity and diabetes could affect people at any age. A
Sudanese mother explained the role of genetics:

‘...if there’s any disease it's according with that
family, contain that information within the gene
family, so you don't see that you get that [diabetes]
much outside food or anything...” (Karibu, 39 years)

Dietary-related diseases and lack of physical activity were
seen to represent the main health consequences of Aus-
tralian food and lifestyle. The dietary-related diseases
identified included obesity, diabetes and CVD:

‘I know how I gained the weight. I don’t do a lot
of activity with swimming and those stuff. [My
daughter]... is 17 and 73 kilo. I worry about her and
I always say to her “Don’t eat this, don’t eat that.
Stop that. Go out, play soccer, go to the hip hop”.
I worry about her.” (Alabchia, Somali father, 38 years)
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‘Sugar means diabetes. Salt means blood pressure.
Fat means cholesterol.” (Abra, Sudanese mother,
37 years)

A Sudanese father demonstrated his concern:

[We are] worried about the sugar in the blood that is
diabetes...” (Karibu, 39 years)

However, many parents were keen for their children to
put on weight as this was a sign of prosperity in their
homeland and was also thought to increase marriage
prospects. A Somali father expressed his desire for his
daughter to put on weight:

T tell her [my daughter] she’s too slim and I tell
her to eat fatty food. I push her to eat meat.” (Musa,
35 years)

Similarly, a Sudanese mother expressed her support of a
higher body weight:

‘Normal when fat. That's ok, that’s healthy. Our fat
is not obese, our fat is healthy, beautiful. You can be
big and healthy.” (Zultina, 36 years)

Adolescents’ views

Congruent with the parents’ findings, the adolescents
identified their perceptions of the health risks associated
with consumption of Australian food; the main emphasis
being on diabetes. In parallel with the parents’ findings,
the role of individual nutrients in the development of
dietary-related diseases was alluded to by adolescents.
Similarly, the adolescents failed to acknowledge a ‘whole
diet concept’ in disease progression nor did adolescents
refer to overweight or obesity as a risk factor for other
dietary-related diseases such as type 2 diabetes or heart
disease. The need to limit certain nutrients to prevent
dietary-related diseases was acknowledged by a Somali girl:

‘Like for my mum, cause she has diabetes so she
tries not to drink or eat anything that has sugar
in it... like sweets or stuff like that...” (Wangapi,
14 years)

Interestingly the young people did not feel that they
were ‘at risk’ of developing dietary-related diseases.
In contrast, the adolescents described their parents as
being significantly ‘at risk’ for a number of reasons. These
included parents’ continuation of cultural eating and
drinking traditions, lack of physical activity and age. The
young people spoke of their parents’ continuation of
cultural food habits, such as adding significant amounts of
sugar (4 teaspoons or more) to drinks and cooking with
large amounts of oil. The adolescents explained how they
rejected these cultural food habits and this helped to
protect them from developing dietary-related diseases:

‘I think it’s because they’re [parents] getting old...
My aunty was diagnosed a diabetic and I was just
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like “don’t worry aunty you’re just growing old”...
she’s about fifty and she has diabetes and she’s like
“...be careful what you eat, don’t eat too much
sugar, don’t do this, don’t do that” and I'm like “oh
you’re just growing old... relax we're the youngest

0

you know”.” (Omba, Somali boy, 15 years)

‘Because you burn it [burgers] out during the day,
see at lunchtime you have the burger and for
the rest of the day you play footy or soccer or
rugby... the whole food processes down...’
(Kapita, Ethiopian boy, 15 years)

The girls explained how their mothers were always
making excuses for not exercising, such as, being too old,
tired and not wanting to wear ‘sports clothing’. A Somali
girl explained:

{The mums tell me] “I'm putting on weight”... and
I'll be like “have you guys tried walking?”... and
they’ll be like “nah I'm too old”... And they say
were just too embarrassed to wear runners... “oh
my god I'm not going to wear a skirt with runners,
how stupid do you think I look, I'm your mum
ok?”. (Arabia, 15 years)

Theme 3: Parental feeding practices
This theme emerged only from parents’ findings and
encompassed the role of parenting styles and the use of
feeding strategies to regulate children’s dietary behaviours.
Regulation of children’s dietary behaviours was a focal
point for parents in order to attain their desired goal of
family commensality. Parents displayed a strong desire for
children to retain cultural food habits, limit consumption
of Australian foods and take part in family, home-cooked
meals. Parents felt that their children were deviating away
from family commensality and this resulted in deterio-
ration of the identity of the family. Through parental
feeding strategies, the parents attempted to achieve and
maintain family commensality. Different parenting styles
were evident in the parents’ transcripts, with two main
forms identified: authoritarian-like and authoritative-like.
Authoritarian-like parents were predominantly newly
arrived refugees. These parents displayed a strong desire
to control their children’s eating habits. In contrast,
authoritative-like parents were more willing to accept
input from their children regarding eating habits and
gave their children an opportunity to assist in food
decision-making processes. Parents who demonstrated
authoritative-like parenting characteristics were generally
more established and the majority were mothers.
Authoritarian-like or controlling parents conducted a
high level of control over their children’s diet in regard
to what they consumed and where. Parents attempted
to control what food their child ate, where they ate it
and who they ate it with. Controlling feeding strategies
included: () controlling eating habits; (i) restricting
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food choices; and (iii) using Australian food as a reward.
For example, Australian food (‘junk food’) was used as an
incentive to encourage children to eat traditional food.
If children ate and finished their traditional food first
then they were entitled to a ‘reward’ of Australian food.
In one instance, a mother explained how she had bribed
her children with McDonalds to persuade her children to
eat a family-cooked meal. In most cases, input from the
child regarding food choices was either discouraged or
prohibited. These parents encouraged children to eat
traditional food at home to achieve family commensality,
regulate their social life and keep them at home more
often. These children were also not allowed to leave the
house on their own and buy ‘outside food’. If children
bought ‘outside food’” with friends this was considered to
be highly disrespectful and breaking cultural traditions.
As explained by a Sudanese mother:

‘Kids trying to be responsible for themselves when
not supposed to. Is big problem in our culture...
Doesn’t matter how old they are, [if they are]
not married they cannot leave the house and eat
elsewhere, must be at home to eat. Not married,
don’t go out alone.” (Abra, 37 years)

This was supported by a Sudanese father:

‘They come home for the time they want to eat then
they go out and then they come home again, that
way keeps them at home... if you allow your child
to eat only the junk food or the restaurant’s food,
she or he will not be able again to eat the food you
cook at home and that encourage the kid to stay
outside longer...” (Karibu, 39 years)

A Sudanese mother similarly noted:

‘Parents say to children if you don’t eat traditional
food you can’t have Australia food. They have no
choice, eat African food or they won’t get any.
(Conciata, 40 years)

The use of Australian food as a reward was well summed
up by a Somali mother:

‘...I always say to them, have the food that T cook
first and when you had that you can and if you
feel like you want to eat something else then that
is maybe when you have, the special one, the
Australian food...” (Musha, 34 years)

Parents who appeared to exhibit an authoritative-like
parenting style were more lenient on their child’s eating
habits and gave their child greater input towards their
food choices. For example, one mother explained how her
children were encouraged to take turns in choosing what
they wanted the family to eat on ‘Friday takeaway night’.
These parents also recognised that as children grew
and entered adolescence parents had little to no control
over what their child ate (due to a disposable income from
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part-time work for example) and accepted this. A Somali
mother described how she gave her children input over
their food choices:

‘If they want to choose what to have Friday night
and the kids want... once a week pizza then they
can have takeaway pizza.’ (Olga, 39 years)

A Somali recognised the fact that as children grew into
adolescents, parents were less able to control their child’s
dietary intake:

‘For me [junk food] once a week is ok. When the
children grown like 15-16 they're free to choose
what they want. When they’re in primary school,
we give once or twice a week.” (Makulata, 38 years)

An established Ethiopian father demonstrated how he did
not control his daughter’s food choices and would simply
guide and assist her to make the best decision:

‘Food is not compulsory, not a big deal. [My
daughter] she choose what she want to eat... I don’t
think fathers or parents should tell their kids what
to do should just give guidance. Be supportive.’
(Musa, 35 years)

Discussion

The present research found that acculturation occurred
in the study population in two different forms: changes
in lifestyle and dietary acculturation. These findings are
congruent with previous studies among migrants from
South America, Asia, South-East Asia and Africa to the
USA, Canada and Australia?*'***7*>_ The findings from
the study suggest that lifestyle changes encountered
by refugees related to adapting to the fast-paced and
time-constrained lifestyle in Australia which, coupled
with a cooler climate, created less time available for
physical activity hence increasing the risk of obesity. This
is supported by a study by Renzaho et al” which
examined lifestyle changes among sub-Saharan African
migrants and identified four levels of acculturation:
integration (accepting both African and Australian ways
of life), assimilation (rejecting African orientation and
fully accepting Australian ways of life), marginalisation
(rejecting both African and Australian orientations)
and traditional (maintenance of Africa orientation and
rejection of Australian way of life). Migrants who were
more assimilated were found to be more sedentary while
maintenance of traditional orientation was associated
with better nutritional outcomes. The finding from the
current study that migrating to a developed country is
associated with a more sedentary lifestyle is consistent
with other studies involving African migrants in Melbourne,
Australia®®. In addition, the finding that a cooler climate
may reduce physical activity levels in migrants is consistent
with international studies. A Canadian study found that the
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cooler climate in Canada led to decreased physical activity
levels in South Asian Fijian women post-migration‘*?,

In the current study, dietary acculturation was char-
acterised by children’s preference for Australian foods
and rejection of traditional foods, parents’ adoption of
health-oriented shopping and cooking practices, and
fathers taking on a greater role in meal preparation and
provision. These findings are consistent with the current
literature 13222427229 " A interesting finding from the
present study was in relation to the mothers’ frustration at
their children’s willingness to reject traditional foods and
abandon family commensality. Mothers disapproved of
accommodating children’s food preferences for Western
convenience foods, such as pizza, hamburgers and
spaghetti, and insisted that their children ate the tradi-
tional food they had prepared at home as a family. The
preparation and provision of meals has been previously
identified as central to a mothers’ sense of value, moral
worth, self-fulfilment and identity®”. The desire of the
mothers in the present study to maintain family com-
mensality of traditional meals reflects their desire to
demonstrate, maintain and affirm their own identity.
Another form of cultural identity connected to food
preparation that has been documented in the literature
among African migrants to developed countries is that of
the serving of meals to husbands. A Swedish study found
that Somali women were concerned with the loss of
identity attributed to failing to prepare and serve meals to
their husbands due to less time available with women
entering the workforce®”. However, the need to serve
husbands to affirm and maintain cultural identity was not
alluded to by the mothers in the current study.

Dietary-related diseases including obesity, diabetes and
CVD were identified as the major health consequences
associated with dietary changes post-migration and this
was consistent across the ethnic groups included in the
present study. However, there were a few exceptions,
where Muslims tended to believe that the development of
these diseases was ‘Allah’s decision’. Perceived health
risks included the role of individual nutrients in disease
development (i.e. salt and high blood pressure, sugar
and diabetes), lack of physical activity and some specific
cultural food habits (i.e. addition of large amounts of
sugar to drinks). The role of obesity as a risk factor for
dietary-related diseases was not discussed by any of the
study participants. While every adolescent could name an
immediate or close family member with a chronic dietary-
related disease, particularly diabetes, they did not perceive
themselves to be ‘at risk’ of developing these diseases.
The adolescents claimed that their youth, high levels of
physical activity and rejection of the ‘problematic’ cultural
food habits protected them from these diseases. The
perceived health risks and consequences associated with
dietary changes post-migration have not been previously
documented among African migrant groups. In the current
study, both parents and adolescents identified individual
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nutrients as risk factors for dietary-related diseases.
In contrast, a study among British Bangladeshis identified
an imbalance in the consumption of ‘strong’ and ‘weak’
foods as a risk factor for diabetes post-migration®?.
This suggests that perceived health risks associated with
dietary-related diseases vary significantly among migrant
groups according to their country of origin and appear to
be culturally derived.

In regard to parental feeding practices, parents in the
current study displayed a strong desire for children to
retain cultural food habits, limit consumption of Western
(Australian) foods and maintain family commensality.
Regardless of their level of acculturation and the length of
stay in Australia, parents feared that a loss of cultural
values such as family commensality would coincide with
a loss of family closeness and hence parents employed a
number of different feeding strategies to coerce their
children into maintaining traditional eating habits. Parents
would achieve control of their children’s eating habits by
demanding that children came home to eat and they were
prohibited from eating ‘outside food’ from fast-food
restaurants with friends. The goal was the preservation
of cultural values related to eating; rejection of cultural
values was seen as a significant source of conflicts
between parents and children. Renzaho et al*® similarly
found a greater emphasis on preservation of cultural
values and family closeness by Arabic-speaking migrant
parents and their children. In an intergenerational study
involving African migrant parents and adolescents in
Melbourne, Australia, it was found that parents wanted to
reinforce pre-migratory beliefs related to food practices
whereas children would find coping mechanisms to
withstand these parental pressures®?. However, among
parents who were integrated and had been in Australia
for a long time, they exhibited an authoritative approach
to parenting, characterised by bribing children with
Australian foods and using it as a ‘reward’ for children
to retain some of their cultural values. One mother
described giving her children the reward of a McDonalds
‘happy meal’ for taking part in and finishing a traditional
family meal. Such rewards were facilitated by the exposure
to far more food choices both in terms of accessibility
and affordability, and such food abundance influenced
individual food choices and allowed parents to use food as
a tool for negotiating with children, rather than the punitive
approach that characterised their pre-migration parenting
style®. In contrast, food was used for restricting and
controlling children’s decisions and behaviours among
newly arrived parents (<5 years in Australia) and those
who maintained traditional orientation. The use of fast
food as a reward for children among African migrants in
Australia has been previously identified in the literature®®.
The literature is scarce in relation to identifying the con-
sequences of parental feeding strategies employed by
migrant parents. In spite of this, existing data in Caucasian
populations suggest that feeding strategies such as the ones
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exhibited by the parents in the present study (i.e. control-
ling, restricting and rewarding) can affect a child’s ability to
self-regulate appetite and hence increase the risk of the
child becoming overweight or obese™.

The use of food as a reward has been documented in
studies among Australian parents(s(”. Australian parents
were found to frequently use dessert as a reward to
encourage their children to finish their meals, in response
to parental concern that the child had not eaten enough.
The use of food rewards by Australian and African migrant
parents differs in that African parents in the current study
used rewards to maintain traditional family food practices.
However, similarities do exist among Caucasian and
migrant parents in the use of food rewards to encourage
children to ‘finish’ meals, which has been documented
among both Caucasian®® and Hispanic migrant parents®”.
Studies investigating parental feeding strategies in migrant
groups are limited to Hispanic migrants in the USA®"
Kaiser et al® found that more acculturated Hispanic
mothers were less likely to view bribes, threats and
punishments as effective feeding strategies. Different
methodologies used in these studies make it difficult to
obtain a clear picture of the types and purposes of
feeding strategies used by migrant parents. Despite pre-
vious studies among Hispanic migrants demonstrating
that migrant parents certainly employ feeding strategies to
attain desired eating behaviours in children, none of the
specific strategies used by sub-Saharan African migrants
were evident in other studies. There is also a limited
description of the role of migrant fathers on parental
feeding strategies. Furthermore, a lack of demographic
data on study participants in previous studies®®, such as
migration status, length of stay, socio-economic status or
measures of acculturation levels, makes it difficult to take
the life experiences of study participants into account and
therefore critically compare study results.

The present study encountered methodological limita-
tions commonly encountered in qualitative cross-cultural
research”. Grandparents were not included in the study
sample. Inclusion of grandparents may have provided
greater insight from the perspective of an older genera-
tion into determinants of post-migration food habits and
subsequent perceived health risks. In spite of this, two
generations (parents and children) were sufficient to
show that there are significant intergenerational differ-
ences regarding food-related beliefs, attitudes and values
and health risks, leading to family conflict. Men were
also under-represented in the study sample. However, men
are commonly under-represented in research and more so
in migrant studies*”. A gendered interest in the domain of
food and health may also have encouraged more women
to partake in the study. Another potential limitation of the
study is that it was not possible to recruit participants by
migration status. Preliminary discussions with African
community leaders identified questioning about migration
status to be a sensitive topic for participants who entered
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as refugees under the humanitarian scheme. We attempted
to address this by recruiting participants by country of
origin as an indicator of migration status in order to
diversify the study sample. In addition, although we used
data saturation to guide our sample size, Eritreans were
under-represented. It is possible that our sample contained
a larger number of migrants who migrated as refugees
and therefore the findings from the study may not trans-
ferrable to Horn of Africa migrants who migrated with a
higher level of educational attainment under the skilled
migration scheme.

Policy implications and conclusion

Findings from the current research highlight the need for
health professionals and organisations servicing African
migrant communities to be aware of culturally mediated
values and beliefs towards food and poor health literacy
among these communities, and to ensure that health
promotion programmes put in place to address their
needs are informed by an acculturation framework. The
current research also ultimately highlights directions for
future research among sub-Saharan African migrants
in Australia and contributes to the current body of
knowledge regarding post-migration dietary changes and
chronic disease risk perceptions in this subpopulation.
The findings from the present study support the need for
further research in a number of areas. First, more research
is needed to contextualise dietary acculturation among
migrant youth. It was not evident from the results whe-
ther rejection of traditional food by the adolescents was in
general or in relation to specific food items. Additionally,
whether the migrant adolescents’ rejection of traditional
food was related to general ‘rebelling’ in adolescence or if
it persists into adulthood requires further investigation.
The rejection of traditional foods and parents’ demand for
children to consume traditional foods could be a result of
poor health literacy in relation to healthy food choices
in both generations. Greater understanding is needed in
relation to the impact of migration and acculturation on
sub-Saharan Africans’ parenting styles. Moreover, the
influence of parenting styles on feeding practices and
child eating behaviours needs to be explored within an
anthropological framework. Importantly, the study high-
lights the need for future research in migrant groups from
an intergenerational perspective. This will ensure that the
spectrum of views and beliefs about food and health that
exist among and between generations is incorporated
into community nutrition and health promotion inter-
ventions. Lastly, it is imperative that programmes aimed
at addressing chronic disease among African refugees
and migrants focus on the family environment, com-
plemented with public health campaigns and support
from health professionals to increase health literacy in this
subpopulation.
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