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Abstract

:

Objectives: To determine the facilitators and barriers influencing healthy eating behaviours among aged Chinese-Canadians with hypertension. Methods: After attending five weeks of dietary educational training (Dietary Approach to Stop Hypertension with Sodium (Na) Reduction for Chinese Canadians; DASHNa-CC), 30 aged Chinese-Canadian participants partook in a telephone interview. Participants were asked to name three facilitators and three barriers that influenced their ability to follow the DASHNa-CC intervention. Telephone transcripts were then analyzed and coded using computer software and categorized into personal, familial, community, and societal facilitators or barriers. Results: Personal factors included health problems, motivation, effects of healthy diet, health-related careers, and dietary habits. Family factors included family structure, support from family members, and critical health events involving family members or relatives. Community factors consisted of educational materials, friends, primary care physicians, and online social networks. Societal factors included accessibility to grocery stores and restaurants. Conclusions: Aged Chinese-Canadian immigrants experience unique facilitators of and barriers to healthy eating, which may warrant further attention from healthcare professionals when educating patients in a culturally-sensitive manner.
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1. Introduction


In Canada, despite the advancement of technology and medical science, the hypertension prevalence rate and uncontrolled rate remain high [1]. Hypertension costs the Canadian health care system an estimated $2.4 billion each year in hospitals, physician visits, prescription medications, and special treatments [2]. In Canada, 1.3 million Chinese citizens comprise approximately 4.0% of Canada’s population and 21.1% of the country’s visible minorities [3]. With a 15.1% hypertension prevalence rate [4], Chinese Canadians are at high risk of cardiovascular diseases and associated morbidity and mortality. Diet has been identified as the most important risk factor for hypertension in the Chinese population [5]. There is an urgent need for understanding Chinese-Canadians’ dietary behaviors and planning effective dietary interventions for blood pressure control [6].



The typical Chinese diet is characterized by its high sodium, low potassium, and low calcium intake [5]. According to the International Study of Macro/Micro-Nutrients and Blood Pressure (INTERMAP), Chinese individuals had the highest 24-hour urinary sodium excretion, the lowest urinary potassium excretion and the highest urinary sodium/potassium ratio, and the lowest dietary calcium intake compared to their counterparts in the United States, United Kingdom, and Japan [7]. According to the latest national survey of nutrition and health status, Chinese citizens reported that a mean daily salt intake of 12 g [8], which significantly exceeds the Canadian Hypertension Education Program’s (CHEP) sodium recommendation of 3.0 to 3.8 g [9]. In the Hypertension in the Very Elderly Trial, Chinese participants with hypertension had a significantly lower serum potassium concentration than their counterparts recruited from other countries (4.25 mmol/L vs. 4.42 mmol/L in men and 4.26 mmol/L vs. 4.38 mmol/L in women; p < 0.05 for both men and women) [10]. In addition, Chinese Canadians tend to have a low intake of calcium. Yu et al. (2012) reported that the risk for calcium inadequacy was 36% for males and 78% for females in adult ethnic Chinese participants (n = 81) in Alberta, Canada [11]. These findings coincided with another community survey in the United States (n = 399), which indicated that Chinese individuals in North America consume dairy products only monthly, with the exception of milk powder [12].



Chinese dietary behaviors of high sodium, low potassium, and low calcium intake are the most important risk factors for hypertension [5], as they are clinically implicated in the pathogenesis of hypertension. High sodium intake is associated with high nocturnal blood pressure and low nocturnal fall of blood pressure [5]. A study in Hong Kong (n = 111) assessed dietary sodium, potassium, and calcium intake by 24-hour diet recall, and found that those with hypertension had a lower calcium intake (411 +/− 324 vs. 589 +/− 428 mg, p = 0.04) and a higher sodium/potassium ratio (4.7 +/− 2.8 vs. 3.4 +/− 2.3, p = 0.02) compared to controls. Participants with high urinary sodium/potassium ratios and low calcium intake had significantly higher systolic blood pressure measurements (159 +/− 26 vs. 130 +/− 15 mmHg) and higher prevalence of hypertension (78% vs. 25%) compared to controls Systolic blood pressure was negatively correlated with calcium intake (r = −0.40, p < 0.05) and positively correlated with urinary sodium/potassium ratio (r = 0.30, p < 0.05) [13].



In response to high hypertension prevalence rates among Chinese Canadians, the Dietary Approach to Stop Hypertension with Sodium (Na) Reduction for Chinese Canadians (DASHNa-CC) intervention was designed to provide a standardized, culturally sensitive dietary education platform for hypertension control [14]. The findings of the DASHNa-CC pilot trial suggested that participants accepted the intervention well and improved their dietary behaviours when comparing pre- and post-intervention data. In addition, the DASHNa-CC intervention may have the potential to decrease blood pressure and improve health-related quality of life for Chinese Canadians. However, it is unknown which factors promote or prevent from healthy eating behaviours. Without an understanding of the key personal, community and societal factors contributing to Chinese Canadians’ dietary behaviours, it will be difficult to adopt the DASHNa-CC intervention in different settings with assurance of patient satisfaction and intervention effectiveness. As a sub-study of the DASHNa-CC, the current study proposed research questions as follows: (a) What are the facilitators promoting healthy eating behaviours among aged Chinese Canadians with hypertension? (b) What are the barriers preventing from healthy eating behaviours among aged Chinese Canadians with hypertension?



In this paper, the ecosocial theory is used to guide data collection, data analysis and presentation of the findings. The ecosocial theory is a broad and complex theoretical framework to explore the relationship between illness distribution and its social determinants [15]. While the theory emphasizes psychosocial influences on disease occurrence, the theory is suited to analyze the relationships between social factors and disease development in community. The use of ecosocial theory promotes understanding of comprehensive factors influencing an illness distribution and encourage critical thinking on creative approach for appropriate intervention for health and wellness.




2. Methods


Following university ethics approval, participants were recruited from the DASHNa-CC study participants. The study design, main outcome and recruitment process of the DASHNa-CC study has been published [14,16]. After receiving 5 weeks of the DASHNa-CC intervention, all participants in the intervention group consented to receive a 30 to 45 min telephone interview. The telephone interview was delivered by the author at the date and time chosen by the participants. While the telephone interviews were audio recorded, the Telephone Interview Form was also used to document the communications during the interviews. The participants were asked two open-ended questions over the phone, to be specific, (a) to identify three most important factors that helped them follow the recommendations of the DASHNa-CC intervention; and (b) to identify three most important factors that prevented them from following the recommendations of the DASHNa-CC intervention.



Using NVIVO 11 software, thematic analyses were conducted. Data from interviews were transcribed into word processing files. The transcripts were analyzed by generating a list of themes and codes to provide evidence reflective of broader perspectives. Open and axial coding were applied to the data [17]. During open coding, each transcript was reviewed by the author and the research assistant, and the data were reduced to codes. Differences in coding were resolved during discussions. Codes that were found to be conceptually similar in nature or related in meaning were grouped into subcategories. In axial coding, the intent was to clarify how the emergent subcategories were related to preliminary categories. Analytical tools, including asking questions and making comparisons, were utilized to find the properties of each concept. Establishing both credibility and reliability is crucial when employing qualitative methods [18,19,20]. Several strategies including substantial engagement [18], progressive subjectivity [21,22], member checks [23], and triangulation [20,24] were applied.




3. Results


3.1. Participant Characteristics


Participants of this study were aged Chinese Canadians (n = 30) with stage one hypertension in the intervention group of the DASHNa-CC study. At the baseline, the mean systolic blood pressure of participants was 145.6 mmHg (SD = 11.1) and the mean diastolic blood pressure was 90.5 mmHg (SD = 7.5). 16 women and 14 men were included in this study. The mean age was 60.8 years (SD = 11.7) and the mean number of years living in Canada was 9.7 (SD = 5.7). The large proportion of participants lived a southern Chinese lifestyle (n = 20, 66.7%), held a bachelor degree (n = 13, 43.3%), were retired (n = 15, 50%), were married (n = 25, 83.3%), had an annual family income less than $20,000 (n = 16, 53.3%), and had a family history of hypertension (n = 13, 43.3%). The mean waist circumference was 87.3 cm (SD = 5.9) for women and 91.2 cm (SD = 5.3) for men (see Table 1).



Guided by the ecosocial theory, the facilitators and barriers to healthy eating experienced by the aged Chinese Canadian immigrants in this study were grouped within the following four categories: (a) personal factors, (b) familial factors, (c) community factors, and (d) societal factors (see Figure 1).




3.2. Personal Factors


Personal factors that facilitated healthy eating behaviours amongst the participants included: (a) having a health condition, (b) having intrinsic motivation to eat well, (c) experiencing positive effects of healthy diet, and (d) having a job in healthcare.



Participants who had a health condition that could be improved through healthy eating reported the desire to change their eating behaviours for the sake of their health status. As one participant explained, “Currently, I am unhealthy. I must change my eating habits in order to properly address my health needs. I worry about my health, so I implement measures consciously (ID013C)”. Other participants also acknowledged that their poor health status is what motivated them to seek the knowledge needed to enact healthy eating (ID820C, ID984D, ID013B, ID020C).



In addition to motivation from poor health status, some individuals possessed intrinsic motivation to engage in healthy eating. As one participant shared, “I have the motivation to eat well. Healthy food is beneficial to health, so why not do it (ID020A)?” Several participants attributed their intrinsic motivation to eat healthy to the fact that (a) they understand the importance of maintaining good health, (b) they believe that diet influences health, and (c) they have the desire to live a long life (ID986C, ID046D, ID081A, ID016A, ID018C, ID859D).



Individuals who were able to see concrete effects of healthy eating expressed increased motivation to continue with changed eating behaviours. One participant expressed, “If I see the effect, I will have more confidence in healthy eating to control high blood pressure (ID027D)”. This was echoed in another participant’s statement, expressing, “I measure my blood pressure frequently. After I saw the effect of food treatment, I have more confidence [in healthy eating] (ID859E)”.



Participants who were health care providers generally reported to engage in healthier eating behaviours. As one participant explained, “My family and I are all medical professionals and we conduct research. We are aware of these principles and understand the importance of healthy food (ID858B)”. Health care providers also reported that their healthy eating patterns positively impacted the behaviors of other family members. A participant explained this phenomenon as follows, “My [healthy] eating habits affect my family members subtly. My husband loved to eat high salt, high sugar, and high cholesterol foods before. Now he has made progress and eats brown rice and brown bread too (ID324G)”.



Personal factors that acted as barriers to healthy eating included: (a) difficulty changing tradition, (b) having a personal health condition, and (c) low intrinsic motivation, especially when an individual is healthy.



Participants reported that it is difficult to change eating habits acquired over a lifetime. Participants stated that the process of changing eating behaviours is time consuming and is a test of willpower (ID987A, ID865A, ID820A, ID069H, ID046F, ID018G, ID865G). Even when aware of the health benefits of changing eating behaviours, it can be extremely difficult to do. As one participant shared, “It is very difficult to change 40 to 50 years of eating habits (ID987A)”. A specific element of difficulty was that eating healthier equated to eating less flavorful food (ID018G). For instance, a participant commented, “I always want to have delicious food but delicious food usually has more oil, more salt and more sugar. It is difficult to keep a balance between health and delicious food (ID865B)”.



Some individuals with a health condition expressed that their condition was a barrier to healthy eating. These individuals, some of which had specific food intolerances, explained that adapting their diet to specific food guidelines to facilitate healthier eating was challenging because they are limited to the foods they can eat. For example, lactose intolerance was a health condition constantly cited as a barrier to healthy eating. One participant explained, “Dairy products are hard for me to digest. It is difficult for me to consume certain food (ID299A)”.



Finally, participants reported that they lack motivation to make diet changes when they perceive themselves as healthy individuals. One participant shared, “Self-motivation is not enough. When our body functions normal, we don’t think about being sick. Therefore, sometimes we are not very strict about food. If there is a real, severe illness, then having healthy food is like taking medication. We will pay much more attention to food intake in the event of an illness (ID069C)”.




3.3. Familial Factors


Familial factors that facilitated healthy eating behaviours included: (a) small family structure, (b) support from family members, and (c) critical health events of family members.



Individuals who lived with their partners or lived alone reported that small family structure facilitated their control of their diet. As one participant who lived with their partner expressed, “It is easy to control [diet] within a small family because there are only two people having meals together (ID299B)”. Another participant stated, “both husband and wife get involved in eating healthy and there are no external influences. We attended the workshop together and felt it is very useful. Both of us want to change and know that we should change our bad eating habits (ID987B)”. Some participants appreciated living alone as a facilitator (ID046F, ID081D, ID363B). For instants, a participant stressed the sense of control within her single family unit, “I live by myself. No one disturbs me and it is easy to control my diet (ID801D)”.



Direct support from family members played an important role in facilitating healthy eating behaviours. Many of the participant comments focused on the positive influence when both husband and wife tried to improve their eating behaviours together (ID950A, ID016B, ID020B, ID069E, ID859C, ID013A, ID987B, ID982D, ID013A, ID987B). One participant explained, “My wife’s support is my motivation. My wife is very strict on diet and I follow what she does. For example, I add salt using a small spoon (ID822C)”. Some participants also valued the support their partners provided by attending community health workshops together (ID987B, ID827F).



When an immediate family member or relative experienced a critical health event, participants reported paying more attention to their own eating behaviours to improve their health and prevent a related adverse critical event from happening to them. One participant stated, “It was very shocking for me that my relative died from a stroke. The relative had high blood pressure, but he didn’t take the condition seriously. He had a stroke and died (ID026F)”.



Familial factors that acted as barriers to healthy eating behaviours included: (a) prioritizing children’s wants, (b) succumbing to different preferences within family, and (c) having a unique family structure (living alone or as a single parent).



Individuals with children reported to prioritize their children’s desires when selecting food and cooking. Parents commented that their children often preferred to eat oily foods, meat and foods that are full of flavour (ID291A, ID294A, ID859B). One parent elaborated, “We need to consider the children’s eating habits when cooking food … We have to cook what they like (ID069A)”.



Similarly, when family members (particularly in big families) had different preferences or priorities in food, participants experienced barriers to healthy eating. Participants expressed feeling a lack of control in what they ate when a particular family member did all of the cooking for the family. One participant stated, “It is difficult to reduce salt because my father-in-law does the cooking. If I cook by myself, I add less salt in the dish (ID942A)”. Participants also expressed the inability to cook independently in a big family, the difficulty of pleasing taste preferences across multiple generations that live together, the differences in perceived health needs and thus diet across family members, and the lack of support in eating healthy experienced in big families for if the food does not taste good, it will not be eaten (ID827C, ID986B, ID027A, ID046A, ID018A). As one participant summarized, “It is hard to satisfy everyone in a big family. We have to consider everyone’s eating habits. For example, my son likes to eat more meat and oily food. Considering everyone’s eating habits is the biggest barrier to healthy food (ID294A)”.



It was also expressed through participant interviews that living alone or as a single parent presented a barrier to healthy eating. Single parents explained that the immense responsibility of raising children that ideally is shared between two people is now put onto one person, which makes time limited. Thus, cooking and eating must be convenient. However, convenience does not often equate to healthy food options. One single parent expressed, “My husband will share in the house chores and help cook healthy food when he comes [to Canada] next year (ID859C)”. Additionally, a participant who lived alone explained, “I live by myself. I do not want to cook. I do not mind what kind of food I eat. Many people give me food to eat, so I eat a lot of high sugar, high salt, and high cholesterol food (ID829A)”.




3.4. Community Factors


Community factors that facilitated healthy eating behaviours included: (a) community health education workshops, (b) printed educational materials, and (c) friends/online social groups.



Participants stated that it was very useful to have workshops and training sessions pertaining to eating healthy within their community. Participants reported to gain valuable knowledge on making healthy dietary choices as a result of attending the workshops (ID822B, ID827E, ID986E, ID950B, ID027C, ID364A). Participants shared that they learned many strategies to make changes in their diet. For example, one participant explained, “It was helpful to attend the lecture …I knew that food with high calcium and high potassium had health benefits before, but I didn’t know what specific foods to choose. The problem was solved by attending the lecture (ID046E)”. The printed educational materials received at the workshops were also valued by participants and were reported to act as an ongoing reference material that supported participants in their journey to achieve healthier eating (ID982E, ID984A, ID013E, ID018F). One participant stated, “I put the manual on the table and always read the manual. I always review it and remind myself all the time (ID018F)”. Another participant also exclaimed, “The content of the manual is very good and the implementation is very concrete…by achieving nutritional balance, I feel good (ID081B)”.



The influence of like-minded friends and online social groups also helped individuals achieve a healthier diet. Individuals reported to be inspired to eat healthy by seeing negative health outcomes of friends who eat poorly and conversely, by being surrounded by friends who eat healthy and encourage them to do that same (ID858A, ID299C). As one participant shared, “Friends expect you to be healthier. My friends gather together to exchange ideas about nutrition. I feel I should be a good example (ID829C)”. Individuals reported to especially find value and inspiration from the support of their primary healthcare providers (e.g., traditional Chinese medicine practitioners and family physicians) (ID865E, ID984E). Social networking (e.g., WeChat) was also a communication tool used by participants to promote healthy eating (ID825D, ID829C).



The only community factor that was illuminated as a barrier to healthy eating was the influence of community gatherings, such as parties. Participants expressed that it is hard to meet the food requirements of all individuals at parties and thus healthy eating is often sacrificed (ID829A).




3.5. Societal Factors


A societal factor that facilitated healthy eating behaviours amongst participants included the accessibility and promotion of healthy foods in supermarkets/grocery stores. Participants felt that local markets provide a variety of food options to facilitate a healthy diet (ID294C, ID324F). As one participant proclaimed, “… the supermarket supply is the basis of a therapeutic diet. The food in the market is safe, healthy, and comes at a good price (ID324F)”. Another participant reported feeling that some grocery stores do a good job of offering a wide selection of healthy items, such as low-salt and salt-free items (ID294C).



Societal factors that acted as barriers to healthy eating included: (a) living a busy and fast-paced lifestyle and (b) frequently eating at restaurants.



Many participants repeatedly stated that they are too busy and have no time to cook, which makes healthy eating hard and negatively impacts the quality of the food they eat (ID827A, ID859A, ID363A, ID825A, ID324A). One participant stated, “I am very busy and have meetings frequently. Sometimes I only have half an hour to cook. I have no time to do what was suggested during the presentation (ID825A)”.



Individuals also explained the barriers that eating out for dinner presents in terms of selecting healthy options. Eating out for meals has become a societal norm, and as one participant described, “Most food in a restaurant is high in oil and salt. It is difficult to choose healthy food and we have no control when we eat out. Chinese restaurants need to change the cuisine and offer a healthy choice (ID018B)”. Participants reported it is very hard to control intake, especially salt, when eating at restaurants because of lack of availability of healthy items at restaurants (ID825E, ID827B, ID026A, ID820B).





4. Discussion


This study is one of the first attempted to examine both facilitators and barriers to healthy dietary behaviors in aged Chinese-Canadian immigrants using ecosocial theory including personal, familial, community and societal factors.



4.1. Personal Factors


The facilitators and barriers found in this study agree with previous studies of psychosocial factors influencing immigrant diet. Across a variety of immigrant backgrounds, minorities tend to have unique cultural beliefs about the foods that constitute a healthy diet [25]. Similarly, a number of participants had personal beliefs on the positive influence that diet can have on overall health status. One previous study also reported the importance of having hope as an intrinsic motivator to pursue a healthier diet [26]. In this study, Asian-American immigrants (n = 119) self-reported their dispositional level of goal-directed thinking on the Hope Scale. Asian immigrants who had high levels of hope and knowledge of cardiovascular outcomes were significantly more likely to reduce their salt and fat intake than those who had low levels. Similarly, participants in this study reported that intrinsic motivation was an important facilitator of improving their diet. In this study, some participants were reluctant to consume milk products due to lactose intolerance. In agreement, Chinese-American families tend to consume less milk products than other Americans [27]. However, their reasons tend to be due to unawareness of the importance of consuming milk products for bone health rather than lactose intolerance [27]. These differences in reasoning may be due to the usage of a more open-ended questionnaire, whereas participants in the other study were explicitly asked about their milk consumption.



This study reports some novel findings in regards to personal factors that influence dietary behaviors in aged Chinese-Canadian immigrants. It is indicated that aged immigrants who have a health condition or had a profession in healthcare are more likely to engage in healthy eating, whereas aged immigrants who are difficult to change their eating habits are less likely to do so. Thus, this study showed that aged Chinese immigrants are a unique cohort in that they maintain a mixture of factors including personal motivation, decades of eating habits, and food intolerances that healthcare providers need to be aware of when communicating.



Potential mechanisms to explain the findings may be related to psychological factors including self-efficacy, the high prevalence of lactose intolerance in Asian populations, and the types of foods that encompass the traditional Chinese diet. In Chinese-Americans, self-efficacy and perceived benefits are the most influential psychological factors to improve diet [28]. For example, Chinese-Americans who believed that they had the willpower to maintain small portion sizes and consume an adequate amount of fruits and vegetables were more likely to engage in healthy behaviors [28]. Similarly, Chinese immigrants who are goal-driven and have knowledge of cardiovascular diseases are more likely to consume less salt and fat than those who do not have these personality factors [26]. The low intake of calcium in the participants may be explained by the high prevalence of lactose intolerance in Chinese populations. A recent meta-analysis revealed that about 85% (95% CI, 83–86) of Chinese individuals have lactose malabsorption [29]. Lastly, many of participants expressed that it would be difficult for them to alter decades of cooking tradition that may be high in salt, low in potassium, and low in calcium. The typical Chinese diet consists of wheat, rice and pork [5], which might explain the tendency of Chinese individuals’ imbalances in some nutrients.




4.2. Familial Factors


Similar findings have been documented in regards to adults prioritizing children’s desires over parents’ own dietary needs. Some Chinese-American parents reported that they initially resist their children’s desires to eat American food, but eventually oblige, so the entire family eats food that may be unhealthy [30,31]. However, another study reported that the majority of Chinese-American parents do not change their own diet in response to their children’s wishes, as they are accustomed to eating traditional Chinese meals [30]. These differences may be due to differences in the age-range of participants. The age of the parents ranged from 33 to 54 [30], whereas the participants in this study had a mean age of 60.8. Thus, the participants in this study are more likely to be grandparents rather than parents, and may, therefore, respond differently to children’s wants. Many grandparents in China are primary caregivers, and tend to oblige to their grandchildren’s wants by cooking frequent and large meal portions [32]. In addition, grandparents in China tend to cook most family meals and try to accommodate the entire family’s dietary wants [32].



This study indicates a number of other familial facilitators and barriers to healthy eating in aged Chinese-Canadian immigrants. Facilitators including living in a small family, having support from family, and having a family member with a chronic illness are novel findings in this population. In addition, living as a single parent or alone is a novel finding in regards to barriers. These findings have important implications to healthcare providers and family members in intergenerational households.



The traditional Chinese family structure may be the main mechanism that explains why many aged Chinese-Canadians prioritize the needs of their family over themselves. Many aged Chinese-American immigrants tend to speak little English and are dependent on their family for support [33,34]. Many of them live in an extended household and are the caregivers to their grandchildren [34,35]. Consequently, Chinese-American grandparents may assimilate to various facets of American culture in order to identify with their grandchildren [34]. In addition, family conflict during mealtime is a common occurrence in intergenerational households [36], so aged Chinese immigrants may give in to other family members’ dietary wishes to avoid disagreement.




4.3. Community Factors


The findings in this study are in accordance with the community factors explored in other studies. Close to 60% of Chinese immigrants reported that they now understand nutritional information better than before they immigrated as a result of detailed information printed on North American food packages [37]. In addition, more than 60% of Chinese immigrants reported that they are consistently exposed to healthy eating educational campaigns through the media and advertisements [37]. Another study reported that many Chinese-American immigrant women receive their health advice from Chinese newspapers, magazines, and television [31]. In addition, many participants reported that they value the advice of their friends and primary care physicians [31]. In fact, many Chinese immigrants visit traditional Chinese medicine practitioners for medical and dietary advice [31,38].



Results from this study also present novel findings in the role of online social media as a facilitator, and the influence of large gatherings with family and friends as a barrier. Some participants mentioned that they discuss their health with friends using social media platforms that are popular amongst the Chinese community, such as WeChat. Overall, findings in this study have important implications on the implementation of future health educational campaigns targeting the Chinese population.



Potential mechanisms to explain the popularity of viewing Chinese dietary educational materials and health information through native social media may be the English language barrier experienced by many aged Chinese immigrants, as well as their beliefs in Traditional Chinese Medicine. Many aged Chinese immigrants speak little English and, therefore, consume Chinese media (such as newspapers, magazines, and television) which may present dietary and health information. In addition, many Chinese immigrants believe in the general ideology of Traditional Chinese Medicine [31,38]. They believe that a healthy diet must be balanced between two opposing forces, “yin” and “yang”, which are the cold/hot forces in food and the body. Potentially, these beliefs may lead aged Chinese immigrants to pursue a balanced diet, and so their beliefs in Traditional Chinese Medicine may facilitate healthy eating.




4.4. Societal Factors


Participants in this study reported accessibility and promotion of healthy foods in supermarkets/grocery stores as the only societal facilitator, while frequent dining at restaurants and leading a busy lifestyle were the barriers to healthy eating. These findings are consistent with other studies that demonstrate the type of food stores and restaurants in one’s environment influence food-choices and diet-related health outcomes [39,40]. The majority of Chinese-Canadian immigrants shop for Chinese groceries at least once a week [41]. In addition, this study showed that there is a statistically significant relationship between buying groceries and self-perceived impact of food on health [41]. Low accessibility to grocery stores can lead to poor diet and health outcomes, as Chinese individuals who consume fruits or vegetables fewer than 3 times/day were 1.84 (95% CI  =  1.13, 3.01) times more likely to report poor health than Chinese who consume 5 or more fruits or vegetables/day [42]. In addition, the finding that leading a busy lifestyle is a barrier to healthy eating is corroborated by evidence suggesting that immigrants with busy schedules consume diets high in fat and sugar [43]. Another study reported that Chinese immigrants tend to eat Western food for breakfast and lunch, as it is easier to buy and prepare in comparison to traditional Chinese meals [31].



Potential mechanisms to explain findings in this study may involve low socioeconomic status, busy lifestyles, and acculturation. In this study, 53.3% of participants had an annual family income less than $20,000. Low socioeconomic status is a general barrier to healthy eating [44,45], as it is harder for economically disadvantaged individuals to buy fresh produce on a limited budget. Low socioeconomic status may explain the busy lifestyles experienced by many participants, as they may be holding jobs with long-hours to support their family. Lastly, acculturation may explain the barrier of eating out in restaurants. Due to their time-consuming lifestyles, Chinese immigrants may eat at Western restaurants due to convenience. In fact, for every year increase in US residence, Chinese immigrants become more acculturated and consume more calories, fat, and sugar [46,47]. Many immigrants arrive to their new country healthy and experience a significant decline in their health status upon living in their new country [48,49].




4.5. Implications


Healthcare providers should be aware that there are multiple levels of indicators on aged Chinese Canadians’ healthy eating and a comprehensive assessment, including personal, familial, community and societal factors, is needed. On a personal level, cultural beliefs should be valued, personal motivation should be emphasized, decades of eating habits should be recognized, and food intolerances should be accommodated. Healthcare providers need to be aware of the role that aged Chinese-Canadians have in cooking for their families, as they may be sacrificing their own nutritional needs for other family member’s dietary desires. Meanwhile, aged Chinese-Canadians may need to effectively communicate with their family members in order to develop an effective compromise that meets their own dietary needs. There are a variety of family structures which could have different impact on seniors’ health. Thus, individual family assessment should be emphasized in clinical and community health practice. Health education in the community is well-accepted and healthy eating campaign might be needed for aged Chinese Canadians. To facilitate health promotion and prevention of chronic illnesses, health policymakers should consider funding some community health projects using media platforms that are frequented by aged Chinese immigrants.




4.6. Strengths and Limitations


This study is the first to examine the facilitators and barriers to dietary behaviours in aged Chinese-Canadians. In addition, this is the first study to examine these factors guided by ecosocial theory, including personal, familial, community, and societal factors. Despite the novelty of findings, the study has limitations. The low sample size of 30 participants may have limited the ability to find other factors that may influence dietary behaviors. In addition, the majority of participants had an annual household income of less than $20,000, so low socioeconomic status may have confounded the results.





5. Conclusions


This study revealed that aged Chinese immigrants in Canada experience unique facilitators of and barriers to healthy eating. These facilitators and barriers exist in various ecosocial levels and can be personal, familial, community, or societal factors. Future health educational interventions and patient counselling targeted to aged Chinese-Canadian immigrants should be cognizant of these unique factors that may influence cardiovascular health and other health outcomes.







Funding


This research received no external funding.




Conflicts of Interest


The author declared no conflicts of interest.




References


	



McAlister, F.A.; Wilkins, K.; Joffres, M.; Leenen, F.H.H.; Fodor, G.; Gee, M.; Tremblay, M.S.; Walker, R.; Johansen, H.; Campbell, N. Changes in the rates of awareness, treatment and control of hypertension in Canada over the past two decades. CMAJ Can. Med. Assoc. J. 2011, 183, 1007–1013. [Google Scholar] [CrossRef] [PubMed]

	



Patra, J.; Popova, S.; Rehm, J.; Bondy, S.; Flint, R.; Giesbrecht, N. Economic Cost of Chronic Disease in Canada 1995–2003; Ontario Chronic Disease Prevention Alliance: Toronto, ON, Canada, 2007. [Google Scholar]

	



Statistics Canada. Immigration and Ethnocultural Diversity in Canada: National Household Survey 2011; Ministry of Industry: Ottawa, ON, Canada, 2013.

	



Chiu, M.; Austin, P.C.; Manuel, D.G.; Tu, J.V. Comparison of cardiovascular risk profiles among ethnic groups using population health surveys between 1996 and 2007. CMAJ Can. Med. Assoc. J. 2010, 182, E301–E310. [Google Scholar] [CrossRef] [PubMed]

	



Wang, J.G.; Li, Y. Characteristics of hypertension in the Chinese population. Curr. Hypertens. Rep. 2012, 14, 410–415. [Google Scholar] [CrossRef] [PubMed]

	



King, K.M.; LeBlanc, P.; Carr, W.; Quan, H. Chinese immigrants’ management of their cardiovascular disease risk. West. J. Nurs. Res. 2007, 29, 804–826. [Google Scholar] [CrossRef] [PubMed]

	



Zhou, B.F.; Stamler, J.; Dennis, B.; Moag-Stahlberg, A.; Okuda, N.; Robertson, C.; Zhao, L.; Chan, Q.; Elliott, P.; INTERMAP Research Group. Nutrient intakes of middle-aged men and women in China, Japan, United Kingdom, and United States in the late 1990s: The INTERMAP study. J. Hum. Hypertens. 2003, 17, 623–630. [Google Scholar] [CrossRef] [PubMed]

	



Zhao, D.; Qi, Y.; Zheng, Z.; Wang, Y.; Zhang, X.Y.; Li, H.J.; Liu, H.H.; Zhang, X.T.; Du, J.; Liu, J. Dietary factors associated with hypertension. Nat. Rev. Cardiol. 2011, 8, 456–465. [Google Scholar] [CrossRef] [PubMed]

	



Hackam, D.G.; Quinn, R.R.; Ravani, P.; Rabi, D.M.; Dasgupta, K.; Daskalopoulou, S.S.; Khan, N.A.; Herman, R.J.; Bacon, S.L.; Cloutier, L.; et al. The 2013 Canadian Hypertension Education Program recommendations for blood pressure measurement, diagnosis, assessment of risk, prevention, and treatment of hypertension. Can. J. Cardiol. 2013, 29, 528–542. [Google Scholar] [CrossRef] [PubMed]

	



Liu, L.S.; Wang, J.G.; Shu-Ping, M.; Wang, W.; Lu, F.H.; Zhang, L.Q.; Banya, W.; Peters, R.; Beckett, N.; Fletcher, A.; et al. Characteristics of the Chinese subjects entered the hypertension in the very elderly trial. Chin. Med. J. 2008, 121, 1509–1512. [Google Scholar] [PubMed]

	



Yu, Y.H.; Farmer, A.; Mager, D.R.; Willows, N.D. Dairy foods are an important source of calcium and vitamin D among Canadian-born and Asian-born Chinese in Edmonton, Alberta. Nutr. Res. 2012, 32, 177–184. [Google Scholar] [CrossRef] [PubMed]

	



Lv, N.; Cason, K.L. Current dietary pattern and acculturation of Chinese Americans in Pennsylvania. Top. Clin. Nutr. 2003, 18, 291–300. [Google Scholar] [CrossRef]

	



Kwok, T.C.; Chan, T.Y.; Woo, J. Relationship of urinary sodium/potassium excretion and calcium intake to blood pressure and prevalence of hypertension among older Chinese vegetarians. Eur. J. Clin. Nutr. 2003, 57, 299–304. [Google Scholar] [CrossRef] [PubMed]

	



Zou, P.; Dennis, C.L.; Lee, R.; Parry, M. Dietary Approach to Stop Hypertension with Sodium Reduction for Chinese Canadians (DASHNa-CC): A Pilot Randomized Controlled Trial. J. Nutr. Health Aging 2017, 21, 1225–1232. [Google Scholar] [CrossRef] [PubMed]

	



Krieger, N. Epidemiology and the People’s Health: Theory and Context; Oxford University Press: New York, NY, USA, 2011. [Google Scholar]

	



Zou, P. Recruitment Process of a Chinese Immigrant Study in Canada. Appl. Nurs. Res. 2017. [Google Scholar] [CrossRef] [PubMed]

	



Corbin, J.; Strauss, A. Basics of Qualitative Research: Techniques and Procedures for Developing Grounded Theory, 3rd ed.; Sage Publication: Thousand Oaks, CA, USA, 2008. [Google Scholar]

	



Mertens, D. Research and Evaluation in Education and Psychology, 4th ed.; Sage: Thousand Oaks, CA, USA, 2015. [Google Scholar]

	



Baillie, L. Promoting and evaluating scientific rigour in qualitative research. Nurs. Stand. 2015, 29, 36–42. [Google Scholar] [CrossRef] [PubMed]

	



Tobin, G.A.; Begley, C.M. Methodological rigour within a qualitative framework. J. Adv. Nurs. 2004, 48, 388–396. [Google Scholar] [CrossRef] [PubMed]

	



Cutcliffe, J.R.; McKenna, H.P. Establishing the credibility of qualitative research findings: The plot thickens. J. Adv. Nurs. 1999, 30, 374–380. [Google Scholar] [CrossRef]

	



Rolfe, G. Validity, trustworthiness and rigour: Quality and the idea of qualitative research. J. Adv. Nurs. 2006, 53, 304–310. [Google Scholar] [CrossRef] [PubMed]

	



Utley-Smith, Q.; Bailey, D.; Ammarell, N.; Corazzini, K.; Colon-Emeric, C.S.; Lekan-Rutledge, D.; Piven, M.L.; Anderson, R.A. Exit interview-consultation for research validation and dissemination. West. J. Nurs. Res. 2006, 28, 955–973. [Google Scholar] [CrossRef] [PubMed]

	



Carter, N.; Bryant-Lukosius, D.; DiCenso, A.; Blythe, J.; Neville, A.J. The use of triangulation in qualitative research. Oncol. Nurs. Forum 2014, 41, 545–547. [Google Scholar] [CrossRef]

	



Osei-Kwasi, H.A.; Nicolaou, M.; Powell, K.; Terragni, L.; Maes, L.; Stronks, K.; Lien, N.; Holdsworth, M. Systematic mapping review of the factors influencing dietary behaviour in ethnic minority groups living in Europe: A DEDIPAC study. Int. J. Behav. Nutr. Phys. Act. 2016, 13, 1–17. [Google Scholar] [CrossRef]

	



Feldman, D.B.; Sills, J.R. Hope and cardiovascular health-promoting behaviour: Education alone is not enough. Psychol. Health 2013, 28, 727–745. [Google Scholar] [CrossRef] [PubMed]

	



Lv, N.; Brown, J.L. Place of dairy products in the Chinese-American family food system. J. Am. Diet. Assoc. 2010, 110, 1207–1215. [Google Scholar] [CrossRef] [PubMed]

	



Liou, D.; Bauer, K.D.; Bai, Y. Psychosocial variables and obesity-risk-reduction behaviors in Chinese Americans. Ecol. Food Nutr. 2011, 50, 486–505. [Google Scholar] [CrossRef] [PubMed]

	



Storhaug, C.L.; Fosse, S.K.; Fadnes, L.T. Country, regional, and global estimates for lactose malabsorption in adults: A systematic review and meta-analysis. Lancet Gastroenterol. Hepatol. 2017, 2, 738–746. [Google Scholar] [CrossRef]

	



Lv, N.; Brown, J.L. Chinese American family food systems: Impact of Western influences. J. Nutr. Educ. Behav. 2010, 42, 106–114. [Google Scholar] [CrossRef] [PubMed]

	



Satia, J.A.; Patterson, R.E.; Taylor, V.M.; Cheney, C.L.; Shiu-Thornton, S.; Chitnarong, K.; Kristal, A.R. Use of qualitative methods to study diet, acculturation, and health in Chinese-American women. J. Am. Diet. Assoc. 2000, 100, 934–940. [Google Scholar] [CrossRef]

	



Jiang, J.; Rosenqvist, U.; Wang, H.; Greiner, T.; Lian, G.; Sarkadi, A. Influence of grandparents on eating behaviors of young children in Chinese three-generation families. Appetite 2007, 48, 377–383. [Google Scholar]

	



Treas, J.; Mazumdar, S. Older people in America’s immigrant families: Dilemmas of dependence, integration, and isolation. J. Aging Stud. 2002, 16, 243–258. [Google Scholar] [CrossRef]

	



Xu, L.; Chi, I.; Wu, S. Grandparent-Grandchild Relationships in Chinese Immigrant Families in Los Angeles: Roles of Acculturation and the Middle Generation. Gerontol. Geriatr. Med. 2018, 4. [Google Scholar] [CrossRef]

	



Wong, S.T.; Yoo, G.J.; Stewart, A.L. The changing meaning of family support among older Chinese and Korean immigrants. J. Gerontol. Ser. B 2006, 61, S4–S9. [Google Scholar] [CrossRef]

	



Kaplan, M.; Kiernan, N.E.; James, L. Intergenerational family conversations and decision making about eating healthfully. J. Nutr. Educ. Behav. 2006, 38, 298–306. [Google Scholar] [CrossRef] [PubMed]

	



Rosenmöller, D.L.; Gasevic, D.; Seidell, J.; Lear, S.A. Determinants of changes in dietary patterns among Chinese immigrants: A cross-sectional analysis. Int. J. Behav. Nutr. Phys. Act. 2011, 8, 42. [Google Scholar] [CrossRef] [PubMed]

	



Kwok, S.; Mann, L.; Wong, K.; Blum, I. Dietary habits and health beliefs of Chinese Canadians. Can. J. Diet. Pract. Res. 2009, 70, 73–80. [Google Scholar] [CrossRef] [PubMed]

	



Alter, D.A.; Eny, K. The relationship between the supply of fast-food chains and cardiovascular outcomes. Can. J. Public Health 2005, 96, 173–177. [Google Scholar]

	



Morland, K.; Roux, A.V.D.; Wing, S. Supermarkets, other food stores, and obesity: The atherosclerosis risk in communities study. Am. J. Prev. Med. 2006, 30, 333–339. [Google Scholar] [CrossRef]

	



Lu, C.; McGinn, M.K.; Xu, X.; Sylvestre, J. Living in Two Cultures: Chinese Canadians’ Perspectives on Health. J. Immigr. Minority Health 2017, 19, 423–429. [Google Scholar] [CrossRef]

	



Kwon, S.C.; Wyatt, L.C.; Kranick, J.A.; Islam, N.S.; Devia, C.; Horowitz, C.; Trinh-Shevrin, C. Physical activity, fruit and vegetable intake, and health-related quality of life among older Chinese, Hispanics, and Blacks in New York City. Am. J. Public Health 2015, 105, S544–S552. [Google Scholar] [CrossRef]

	



Popovic-Lipovac, A.; Strasser, B. A review on changes in food habits among immigrant women and implications for health. J. Immigr. Minority Health 2015, 17, 582–590. [Google Scholar] [CrossRef]

	



Adekunle, B.; Filson, G.; Sethuratnam, S. Immigration and C hinese food preferences in the G reater T oronto A rea. Int. J. Consum. Stud. 2013, 37, 658–665. [Google Scholar] [CrossRef]

	



Rodriguez, P.I.; Dean, J.; Kirkpatrick, S.; Berbary, L.; Scott, S. Exploring experiences of the food environment among immigrants living in the Region of Waterloo, Ontario. Can. J. Public Health 2016, 107, 53–59. [Google Scholar] [CrossRef]

	



Afable, A.; Yeh, M.-C.; Trivedi, T.; Andrews, E.; Wylie-Rosett, J. Duration of US residence and obesity risk in NYC Chinese immigrants. J. Immigr. Minority Health 2016, 18, 624–635. [Google Scholar] [CrossRef] [PubMed]

	



Tseng, M.; Fang, C.Y. Acculturation and insulin resistance among US Chinese immigrant women. Ethn. Dis. 2015, 25, 443. [Google Scholar] [CrossRef] [PubMed]

	



Kim, I.-H.; Carrasco, C.; Muntaner, C.; McKenzie, K.; Noh, S. Ethnicity and postmigration health trajectory in new immigrants to Canada. Am. J. Public Health 2013, 103, e96–e104. [Google Scholar] [CrossRef] [PubMed]

	



McDonald, J.T.; Kennedy, S. Insights into the ‘healthy immigrant effect’: Health status and health service use of immigrants to Canada. Soc. Sci. Med. 2004, 59, 1613–1627. [Google Scholar] [CrossRef] [PubMed]








[image: Nutrients 11 00111 g001 550]





Figure 1. Facilitators of and Barriers to Healthy Eating. 
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Table 1. Participant Demographic Characteristics.
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	Variable
	Category
	n
	%





	Gender
	Women
	16
	53.3



	
	Men
	14
	46.7



	Chinese lifestyle
	Northern Chinese lifestyle
	10
	33.3



	
	Southern Chinese lifestyle
	20
	66.7



	Educational level
	High school
	3
	10.0



	
	Diploma/Certificate
	10
	33.3



	
	Bachelor’s degree
	13
	43.3



	
	Master/PhD degree
	4
	13.3



	Employment status
	Full-time
	5
	16.7



	
	Part-time
	2
	6.7



	
	Unemployed
	3
	10.0



	
	Self-employed
	5
	16.7



	
	Retired
	15
	50.0



	Family income
	<$20,000
	16
	53.3



	
	$20,001 to 50,000
	5
	16.6



	
	$50,001 to 80,000
	6
	20.0



	
	>$80,000
	3
	10.0



	Marital status
	Single
	1
	3.3



	
	Married
	25
	83.3



	
	Widowed
	2
	6.7



	
	Separated
	2
	6.7



	Have a family doctor
	Yes
	27
	90.0



	
	No
	3
	10.0



	Smoke
	Currently smoke.
	2
	6.7



	
	Quit now.
	4
	13.3



	
	Never
	24
	80.0



	Drinking alcohol
	Yes. Occasionally.
	12
	40.0



	
	No.
	18
	60.0



	Parents hypertensive
	Mother or father hypertensive
	13
	43.3



	
	Both parents hypertensive
	6
	20.0



	
	No parent hypertensive
	8
	26.7



	
	Unknown
	3
	10.0



	Exercises
	Sedentary
	3
	10.0



	
	Mild activity level
	13
	43.3



	
	Moderate activity level
	11
	36.7



	
	Heavy activity level
	3
	10.0
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