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ABSTRACT
Existing studies suggests that immigrants’ dietary quality often
declines over time after they move to the U.S., despite public
and private efforts to provide immigrants and refugees to the
U.S. with nutritional resources. Drawing on two interview-based
studies with immigrants (n = 30) and refugees (n = 8) in North
Carolina, we find that these immigrant/refugee communities
often have healthy food traditions from their home countries
that they want to maintain, but they lack guidance about how
to navigate the U.S. food system in order to do so. Our findings
question the notion that “good nutrition” is a universal concept;
we argue that by focusing solely on the nutritional components
of food, rather than approaching dietary behavior holistically,
service providers exacerbate the challenges that immigrants and
refugees face in continuing healthy food traditions in the U.S.
Our analyzes extend previous research on food socialization by
specifically examining the nutrition socialization process of
immigrant and refugees, furthering our understanding of how
and why immigrants’ diets change over time.
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Introduction and background literature

Migration to a new country often prompts changes in people’s diets. Many studies
examine how moving to a new social and food environment shapes the dietary habits
and nutritional outcomes of immigrants and refugees. Although recent immigrants are
generally healthier than their U.S.-born counterparts, studies show that as immigrants
adapt to U.S. culture, they begin eating fewer vegetables and more processed foods
(Ayala, Baquero, and Klinger 2008). This research is tied to a broader body of work
analzying the “healthy immigrant effect,” which suggests that immigrants’ health out-
comes decline over time and especially across generations (Ayala, Baquero, and Klinger
2008; Oza-Frank and Cunningham 2010; Perreira and Ornelas 2011; Sanou et al. 2014;
Wieland et al. 2012). Generation and the amount of time spent in the U.S. are associated
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with higher incidences of obesity, Type 2 diabetes, and higher body mass index (Pérez-
Escamilla 2011; Van Hook et al. 2012).

Most studies attribute changes in immigrants’ health and nutrition outcomes to
dietary acculturation, the process by which immigrants adapt to U.S. diets and lifestyles
(Ayala, Baquero, and Klinger 2008; Candib 2007; Guendelman, Cheryan, and Monin
2011; Singh and Siahpush 2001; Wong et al. 2013). Researchers often measure dietary
acculturation by proxies, including language or level of English competency, years lived
in the U.S., or generational status. Some critics argue that the reliance on quantitative
measures of acculturation has led researchers to ignore the role of social determinants of
health: the social and physical environments where people work, live, and play (Hunt,
Schneider, and Comer 2004). As a result, many studies fail to comprehensively analyze
how and why immigrants’ health outcomes change over time (Patil, Hadley, and Nahayo
2009). Qualitative studies find that the factors driving “acculturation” are complicated
and multi-faceted and include changing work patterns and family obligations, a lack of
transportation, local food environments, and the high cost (perceived and actual) of
healthy foods (Cason, Nieto-Montenegro, and Chavez-Martinez 2006; Gray et al. 2005).

Importantly, researchers find that the term “health” itself is highly contentious in the
U.S., and its definition has social, historical, and cultural context. Notions of “good food”
and “healthy food” while often touted as based solely in scientific or expert evidence, are
subjective and political and linked to the dominant white culture (Biltekoff 2013; Nestle
2007). For example, federal nutrition guidelines suggest consuming milk and dairy
products can improve individual’s health, despite clinical research contradicting these
claims (Freeman 2013). Many argue this recommendation has more to do with the
influence of the dairy industry than actual substantive health claims (Nestle 2007;
DuPuis 2002). Furthermore, food reformers use discourse about diets and healthy
foods to delineate social norms, which in turn impose white middle-class values and
create narratives about what constitutes a good, moral citizen (Biltekoff 2013).
Understanding the social construction of health and nutrition and its connectedness to
portrayals of the “good American,” someone who takes responsibility for their own
health, can help us understand the nutrition socialization process that unfolds in the
following pages.

Multiple studies have investigated health interventions to improve the diets of immi-
grants and refugees. These studies often focus on individuals’ or families’ “modifiable
behaviors,” encouraging them to eat more fruits and vegetables or incorporate more
physical activity into the day. Some interventions send a nutritionist or a trained com-
munity health worker into immigrants’ homes to introduce families to healthy eating
practices, such as putting fruits and vegetables in children’s reach so that they are easier
to eat (Crespo et al. 2012; Wieland et al. 2018). Kandula et al.’s study combined group
nutrition and physical activity classes with individual telephone and in-person support to
help South Asian immigrants set goals and maintain healthy behaviors, with an overall
objective of preventing heart disease. Zoorob et al.’s Healthy Families study aimed to
decrease Latino children’s body mass index by training Spanish-speaking community
health workers to deliver family-based nutrition and physical activity classes in local
community centers (Zoorob et al. 2013).
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Taken as whole, the outcomes of these interventions are mixed. Some report positive
outcomes in terms of adoption of healthy eating practices. Outcomes for reductions in
weight/BMI and increase in physical activity are less conclusive (Hull et al. 2016; Wieland
et al. 2018). Kaiser et al. (2015) found that Latino families who participated in a family-
based, culturally adapted nutrition class found it difficult to maintain the eating practices
learned during the classes, because oustide factors – like social networks and limited
access to healthy foods – often did not align with what they learned. In general, because
the majority of nutrition interventions focus on individual and family behaviors, many
fail to adequately address the structrual and social impediments immigrants and refugees
face, including poverty; a lack of access to healthy, culturally appropriate foods; and time
pressures associated with work and childcare (Zoorob et al. 2013).

Despite researchers’ increasing recognition that dietary shifts among immigrants and
refugees are rooted in a complex web of social, cultural, and economic processes,
nutrition education is still often promoted as the best way to address diet-related health
problems in immigrant and refugee communities, as noted by multiple critics (Minkoff-
Zern and Carney 2015; Viladrich and Tagliaferro 2016). Nutrition education programs,
offered through public health initiatives and tied to food assistance programs, attempt to
fill immigrants’ “deficiencies” in nutrition knowledge and “correct” dietary practices so
that they more closely align with the federal dietary guidelines (Beagan and Chapman
2012; Dietary Guidelines 2010). This approach is based largely on the long-standing
assumption that immigrants lack the nutritional knowledge and food preparation skills
to support a healthy diet in the United States (Minkoff-Zern and Carney 2015; Viladrich
and Tagliaferro 2016). These approaches can also be situated within a larger public
discourse on health and obesity that does not fully recognize the political and cultural
factors that shape how and why people eat what they do (Guthman and DuPuis 2006).

Significantly, previous research finds that immigrants and refugees come to the
U.S. with assets and resources related to health and food (Bloom, Hardison-Moody,
and Schulman 2018). Some immigrants come to the U.S with previous knowledge about
farming, gardening, and cooking that align with what many nutritionists would consider
“optimal health” (Bloom, Hardison-Moody, and Schulman 2018). Moreover, research
shows that when nutrition interventions start with the assumption that they need to teach
immigrants and refugees about healthier food, this detracts from taking a more structural
approach (Minkoff-Zern 2012). Therefore, some researchers argue that efforts to
improve nutritional outcomes for immigrant and refugee populations should build on
immigrants’ values, beliefs, and existing practices, rather than traditional nutrition
education models (Delisle 2010; Liburd 2003). They note that the cultural significance
of immigrants’ food choices should be a main focus when designing these programs
(Beagan and Chapman 2012). These type of interventions are often based on the educa-
tional model created by Brazilian educator Paulo Freire (Freire 1970), whose educational
philosophy has shaped many community-based participatory research efforts to engage
health as an issue of social justice (Masselli et al. 2013).

There are still significant gaps in our understanding of what immigrants and refugees
need and want as they try to integrate into the U.S. food system and culture (Sanou et al.
2014). In this paper, we examine how nutritional knowledge is transmitted to immigrants
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and refugees from their own perspectives, including how it relates to their understanding
of good nutrition and food from their home countries, and their experiences of food access
in the United States. This study thus contributes to a better understanding of why and how
immigrants’ and refugees’ diets change upon arrival to the United States. We asked
immigrants and refugees to tell us about the nutritional information they have received.
We develop the term “nutrition socialization” to examine how immigrants who arrive and
settle in the U.S. are exposed to U.S. nutrition ideology and the processes behind how they
come to understand, interpret, adapt, reframe, and respond to this new nutrition informa-
tion. We conceptualize nutrition socialization as the process whereby doctors, teachers,
and nutritionists introduce immigrants and refugees to concepts that help them under-
stand and adopt practices of optimal health and nutrition by U.S. standards. Sociologists
use a socialization frame to understand many aspects of social life. While some have talked
about how food socialization happens throughout the life course (Kimura et al. 2014),
especially as a process for socializing young children into food norms (Cairns, Johnston,
and Norah 2013; Gable and Lutz 2001; Wills et al. 2011), few have looked at the specific
process of nutrition socialization for immigrants (Momin, Chung, and Olson 2014).

Drawing on interviews with a diverse group of 38 immigrants and refugees in North
Carolina, we focus on the ways that immigrants and refugees interpret concepts such as
health and nutrition, comparing their narratives around how they understood and prac-
ticed these concepts in their home countries and how and why their perceptions changed
once they moved to the United States. We find that families’ preferred shopping and eating
practices are often in line with the ways U.S. nutritionists would define a healthy diet.
These include buying and cooking fresh, local foods, eating a majority plant-based diet,
eating little or no red meat, and eating foods cooked from scratch (Bach-Faig et al. 2011).
Nonetheless, immigrants and refugees described barriers to maintaining these practices in
the U.S., citing factors such as the high cost of produce and their lack of access to quality
fresh or healthy foods. Terms like “nutrition” and “diet” were new to most of the
immigrant and refugees who participated in this project. Doctors, resettlement agencies,
and federal food assistance programs in the United States introduced these terms to them.
The nutritional advice provided through these channels acted as a form of nutrition
socialization into U.S. food norms, where immigrants and refugees learned there was
a uniquely American way to eat healthy foods. Advice focused on reducing or increasing
consumption of nutritional components (like carbohydrates, proteins, and sugar), rather
than looking holistically at immigrant and refugees’ cultural traditions and structural
barriers to healthy food access, which made it difficult to put recommendations into
practice. By analyzing the values and knowledge immigrants and refugees expressed about
food, we challenge the assumption that immigrants must adhere to U.S. nutritional norms
in order to be healthy. Instead the findings from this study emphasize the need for
community-based practices that honor and value the wisdom and expertise that immi-
grants bring to the U.S. food system. Furthermore, this study helps illuminate the many
ways that “health” and “good food” are socially constructed in the United States.

Methods

The data for this paper come from two distinct studies exploring the health, family
experiences, and food beliefs and practices of immigrants and/or refugees in central
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North Carolina.1 For the first study, semi-structured interviews were conducted with 26
Latina mothers in 2012 and 2013 as a part of a larger study funded by the USDA.2

Interviews were conducted in English or Spanish, depending on the participant’s pre-
ferences, and then translated into English. The majority of participants in this study
spoke Spanish as their primary language and had immigrated from Mexico (21) and
Central America (5). All households included at least one child between the ages of two
and eight and had an income within 200% of the federal poverty line.

The second study was conducted in 2014 and 2015 and included immigrants and
refugees from Somalia, Nigeria, South Africa, Egypt, and Burma (ethnically Karen
refugees) who had resettled in North Carolina.3 This study included asset mapping and
other community-based assessments in which participants analyzed their food environ-
ment and their local food assets and chose a local food project to work on together
(participants chose to work on a gardening project). In addition, semi-structured inter-
views were conducted with 13 participants as part of the evaluation of the larger
community-based projects. Six of these participants were part of a women’s committee
at a local mosque; they came from Nigeria (2), Egypt (2), Somalia (1), and South Africa
(1). All were women and all but two had children. The remaining seven participants were
part of the Karen community; six of these participants were men. Six were born in
Burma, and one was born in a refugee camp in Thailand. All of the Karen participants
and one of the members of the women’s committee at the mosque (a woman from
Somalia) were refugees, all other participants were immigrants.

The similarities between these two groups made it an appropriate choice to combine
their interviews for the following analysis, but there were also some demographic and
contextual differences worth noting. Importantly, the pathways that brought these two
groups to the United States are distinct. Most of the Latina women in our sample came to
the United States as economic migrants. Although we purposefully did not ask them to
disclose their legal status, many eventually revealed that they and their partners were
undocumented. On the other hand, the other group of participants (which included men
and women from several different countries) included both immigrants and refugees
(five immigrants and eight refugees, one from Somalia and seven who were ethnically
Karen, born in Burma or a refugee camp in Thailand). These refugees are most likely
quota refugees arriving through the United Nations relocation system; Burma and
Somalia are two of the top-five origin-countries for refugees arriving through the
United Nations System.4 Many scholars, as well as the United States High
Commissioner for Refugees, argue that “refugees are not migrants” (Feller 2005, 27, see
also FitzGerald and Arar 2018). Categories like “refugee” and “immigrant” matter
because they both reflect and shape people’s opportunities and barriers to integration
in their places of transit or destination, as well as their movements along the way
(FitzGerald and Arar 2018).

Given that much of the literature about dietary changes among immigrants has
focused on the experiences of Latino immigrants (Ayala et al. 2013; Crespo et al. 2012;
Lippard and Price 2011; López-Cevallos et al. 2013), the inclusion of interviews with
immigrants and refugees from outside Latin America gives us a more diverse sample,
providing a more comprehensive look at how immigrants and refugees experience health
and nutrition in the U.S. We combined the 38 interviews from both studies to create the
dataset that informs this paper. While the interview guides differed slightly for each
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study, both asked questions about participants’ perceptions of health and nutrition, as
well as their food practices in their home countries and in the United States. In both
studies, similar themes arose.

In both studies, interviews were audio recorded and transcribed verbatim. Interview
transcripts were open-coded to allow new themes to emerge from both data sets. From
this iterative process, a codebook was created to capture the key themes that developed
from both studies. All transcripts were then recoded using NVivo 10 qualitative software,
focusing on themes relating to home country food preferences, understandings of health
and nutrition throughout the migration process, and interactions with U.S. institutions
and food environments with regards to nutrition education, health, and food access. We
use pseudonyms to present our results in the following section. All data collection was
approved by the Institutional Review Board at ______University.

Results

In what follows, we explore the process of nutrition socialization experienced by
participants upon moving to the United States. Our analysis examines how eating
behaviors are strongly shaped by social context, focusing in particular on how shared
cultural understandings and environmental cues can set the norms for appropriate
eating (Higgs and Thomas 2016). We begin by examining participants’ food knowledge
and values from their home countries, highlighting the ways their preferences –
particularly their desire for flavor and freshness – influenced their opinions of
U.S. foods. We find that through interactions with doctors, nutritionists, and schools,
immigrants and refugees were taught that there is a distinctly “American” way to eat
healthily. In what follows, we detail how a diverse group of immigrants and refugees
navigated, accepted, and resisted these competing claims of nutrition, health, and food
choices as they figured out how to adapt their cultural food practices to a new U.S. food
environment.

“I can’t find the flavor”: home country values, knowledge, and food practices

Immigrants and refugees in this study expressed distinct values about the types of food
that were important to them when they arrived in the United States. Participants
emphasized the superior taste and freshness of foods from their home countries, often
directly comparing them to the foods they were able to obtain after immigrating.
Immigrants and refugees also emphasized that it was important to think about where
they bought their food, raising concerns about the transparency of production practices
in the United States. Their statements about freshness emphasized two important aspects
of their thoughts about food, health, and nutrition: they deeply valued aspects of food
that went beyond just its nutritional components, and their preferences aligned with
what many nutritionists in the United States socially construct and define as a healthy
diet (Bach-Faig et al. 2011). Yet, as their statements about food procurement detailed,
they struggled to continue to eat the quality and variety of foods they preferred upon
moving.

Participants deeply valued and missed how fresh food was in their home countries.
Amina, an immigrant from Nigeria, explained,
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I think we took for granted back home, you know, that everything is fresh . . . Rice, plantain,
beans, meat, fish, you name it, grains. We ate a lot of food some days. For me, I think I ate
more fruits and vegetables there than here. You know, it was very cheap. We didn’t even
have any issue of knowing how to read food labels because everything was fresh.

Amina’s experiences with food in Nigeria differed from what she does now, which
requires a more detailed analysis of food packages. Her choices now have labels that
include things like calories, ingredient lists, and other information that she was not used
to. Elsa, who had immigrated fromMexico, exemplified howmany participants felt about
the freshness of food in their home countries when she said that in Mexico:

Fresh, everything was fresh, I mean, the vegetables had just been cut. When you cut the
green beans to prepare with egg, some juice would leak out from them, they were that fresh.
And I have never seen that happen here [in the U.S.] when you cut a green been.

Adriana, an immigrant fromMexico, explained the difference between her conception of
U.S. and Mexican foods:

Well over there inMexico you go to the market, it’s fresher, you can say, about everything: in
regards to fruit, vegetables, and meats. Here, well, everything is already processed, so, if we
compare the dish it’s the same, but it doesn’t have the same taste, or the same smell. I feel
that it’s missing. Everything is very processed here. Even if it says the cilantro is fresh, it
doesn’t smell or taste the same.

Many participants echoed similar sentiments, conveying an underlying message that they
valued and preferred fresh foods but could no longer find the same quality of food in the
United States They often relied on the taste of the food to determine its freshness and
quality, articulating how they looked beyond the nutritional content of foods in making
food decisions.

In addition to emphasizing how U.S. food was not as fresh, participants described
changes in their food shopping practices. In their home countries, many remembered
buying or bartering for most of their food from local markets, harvesting it from their
own garden or farm, or acquiring it from their neighbor’s farms or gardens.5 Many
emphasized that they went shopping for food nearly every day. In contrast, after moving,
most participants shopped for the bulk of their food at conventional grocery stores and/
or specialty markets that catered to international customers, and most shopped on
a weekly, biweekly, or monthly basis. Participants emphasized that they could find
some of the ingredients from their home countries in the U.S. and that they still valued
and ate fresh produce, but that it didn’t taste the same. In addition, some participants
described eating U.S. staples that had previously been unfamiliar to them, such as peanut
butter, cereal, or canned goods. Although many immigrants complained that their dishes
consistently “lacked the taste” of foods from their home countries, they also expressed
a deep satisfaction for being able to better buffer their families from hunger and food
insecurity, which many had experienced in their home countries. When we asked
Jamilah, a refugee from Somalia, about the changes to her diet since moving to the
U.S. she explained:

I mean, to be honest with you, there is so many good things here. Mainly we are safe; we
don’t have to worry. You can choose how you live your life . . . but the problem here is [that]
food has a lot of preservatives, fertilizations, and all bad things, while back home there was
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no such things. Everything was basically organic, and I’m a mom of four as I told you and
I have – my kids go to private school. I can’t afford to buy everyday organic food. It’s very
expensive.

Jamilah, and many other refugees and immigrants, appreciated the positive ways their
lives had changed since arriving in the U.S., and at the same time, they lamented the
reality of their food choices here. Most people believed that their lives were better, in
general, than they have been in their home countries – with the exception of their
inability to find foods that they thought were as tasty, fresh, and safe. For example, Ner
Mu described food provisioning practices in eastern Burma, where he grew up. He stated,
“We prefer to eat vegetables that we plant, our own [food] from the garden directly. It
tastes much better. That is organic, you know, we seldom [bought] food from the
shopping center in the Thai [refugee camp].” For many participants, good food was
food that had recognizable, transparent, and local origins. These evaluations further
articulate how health and good food are socially constructed and culturally specific.
Cristina, originally from Mexico, described the differences she saw between the meat she
ate in Mexico and the meat available to her in the U.S:

The chicken here, I don’t know howmany days ago it died, in the package; over there, no, on
the same day the people – since we’re from a small village – they kill them in the morning
and really early they’re selling them at the market . . . on the same day. And it tastes very
different than here [laughs] . . . Here, I don’t know; sometimes I cook chicken and I can’t find
the flavor.

Cristina expressed concern about the transparency of the production process and the
freshness of meat; she worried about how these affected the chickens’ taste. Knowing
where food came from was a source of comfort that many participants were unable to
replicate in the United States.

Several of the Muslim participants, from a variety of countries, talked about their
suspicion of U.S. meat, in part because they were uncertain of how to ensure that the
meat was halal. This, again, was based on their perceptions of the lack of transparency in
U.S. markets. Jamilah, a Somalian refugee, said that she and other Muslims she knew
were unsure about how meat was handled in the U.S., which deterred her from buying
meat:

The food is frozen, so you don’t know where it come from, exactly. And the other thing is
[that] as Muslims, we have to know if this food is Halal or not . . . So many times we stay
away from meat, because we don’t want to eat pork or anything that’s not slaughtered. I’m
not alone on that.

It is important to note that fresh, local meats and produce are available in the U.S., and
alternative markets (e.g., farmers’ markets) and food labels increasingly aim to increase
transparency around where and how foods are produced (Hinrichs 2000, 2003); however,
these meat products are often more expensive than conventional choices sold in
U.S. grocery stores (Powell et al. 2007). Participants had clear ideas about what makes
food healthy and good, including freshness, taste, minimal processing, and locality. They
critically assessed the choices available to them based on their previous knowledge and
food values. They often perceived choices available as inferior, and they did not trust the
production practices and food safety standards. In some cases, they were unable to obtain
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these desired choices in the U.S. because of cost and access. Their inability to obtain the
same type of foods they valued and had knowledge about from their home countries
meant their eating habits had to change.

Socialization into U.S. nutrition: learning to look at food differently

Participants in the study said they had received information about U.S. food culture and
norms from a number of sources, including doctors, schools, Women, Infants, and
Children appointments (WIC), and resettlement agencies. Through their interactions
with their children’s teachers, nutritionists, and doctors, participants learned about the
“normal” or “correct” food and health choices they should be making in the United
States. Most participants emphasized that they had learned about nutritional principles
and concepts – in particular, those related to calories, carbohydrates, protein, fat, and
sugar – after moving. Their interactions with doctors and nutritionists exposed them to
new ideas about nutrition that reflect U.S. ideals of optimal nutrition, defined in the
USDA dietary guidelines for Americans (Dietary Guidelines 2010). The Dietary
Guidelines emphasize that individuals should work toward maintaining a healthy weight,
promoting nutrient-dense food choices (fruits, vegetables, lean proteins, low-fat dairy) as
the cornerstones of a healthy and nutritious diet. These guidelines also include specific
recommendations about limiting the number of calories consumed per day and limiting
the amount of sodium, sugar, and fats consumed (Dietary Guidelines 2010). Importantly,
these dietary guidelines are often presented as absolute, objective facts while researchers
have found that nutritional science has been highly influenced by food and agricultural
lobbies (Nestle 2007).

Some participants embraced the new knowledge about things like how to read
nutrition labels for calories and sugar content, something they had not done in their
home countries. Others found that some of the new food information they received did
not align with their values, preferences, and experiences; they therefore had a much more
difficult time implementing these new “correct” practices. Whether they rejected or
accepted these new ideas, all of the people in our study encountered new and different
food choices and felt they needed to find ways to adapt their food practices. Although
some of the advice they received from experts was perceived as helpful, other elements
did not resonate with their previous experiences and preferences.

Some of the new information that participants received was based on nutritional
standards that didn’t adequately take into account the cultural significance of food
choices. When we asked Claudia, from Mexico, what types of food she thought she
should avoid eating, she replied, “rice and beans.” Claudia explained:

The doctor, the nutritionist [told me] . . . I learned about proteins, carbohydrates and all
that . . . The nutritionist taught me that rice has a lot of carbohydrates, the rice and the beans
and all that, so you have to eat very little carbohydrates and you should provide the body
with the same amount of proteins and minerals. So, I believe that a meal like that is healthy.

Claudia’s doctor told her that instead of eating the foods that she was accustomed to –
rice and beans – she needed to focus on the nutritional components of foods: carbohy-
drates, minerals, and proteins. She began to learn about nutrition and food values from
a different perspective, one that looked specifically at nutrients rather than using the
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more holistic evaluations that she was used to. Ner Mu, from Burma, said that he took it
on himself to learn about nutrition after immigrating, by reading books written by
U.S. nutritionists. He explained:

Karen people used to eat a bowl, a big bowl of rice with fish paste, but we didn’t know that [it
had 14 grams of] carbohydrates and there is no minerals in it. There is no nutrition that your
body needs. When we came here, I learned; I read a lot of books.6

Like some of the participants in our study, Ner Mu was eager to learn about U.S. dietary
science in order to become healthier. Participants described facing a whole new food
labeling system, with complex terms like calories and carbohydrates, and new ways of
classifying foods as good or healthy. Na’eemah, an immigrant from Egypt, explained that
the nutrition education in her daughter’s school changed the way she and her daughter
read nutrition labels:

Especially my daughter now she’s like, ‘Oh, I have to read the ingredients; oh, look at this,
that means it’s sugar.’ Even though it does not say the word ‘sugar,’ but it’s the mono-
saccharides, the other stuff – well, it’s a sugar. But then they say if it has a lot of sugar, it
won’t say it; well, it does not say the word sugar. You know what I’m saying? When it’s got
a lot of ingredients.

Through her daughter’s socialization in school, Na’eemah learned that sugar was no
longer just sugar and was left confused by all the different words that could covertly mean
sugar. In their home countries, the majority of participants (from both studies) had
purchased food from local markets or grew it at home, whereas in the United States they
learned to read nutrition labels to assess what the food product contained. Through their
dealings with doctors, school officials, and nutrition literature the participants of this
study started to understand food and nutrition differently, in distinctly American ways.
They were socialized into new food norms that reflect both the material reality of food in
the U.S. and a nutritional ideology.

The new food realities prompted participants to start shopping and eating differently.
Amina, from Nigeria, talked about how she now looks at foods differently:

I never knew anything about reading food labels or what kind of ingredients this could be
until I came here and people brought that to my attention . . . In Nigeria, we boil yam and
we have wooden pots and we pound the yam. It’s like, [a] heavy job. Here, they have yam
flour. When I read the ingredients the first ingredient is potato chunks. Then, bisulfates
and monoglycerides, da, da, da, da, and then yam granules. So, I stopped buying those
from the African markets. You know, I had to call it to the attention of the African guys
[at the store]. When you say yam flour, I expect it to be yam flour, but not potato granules
and then some chemicals and then yam. I think authentic African foods are very difficult
to come by here.

Amina had to learn to read nutrition labels because the only yam flour she could find
in the U.S. included additional ingredients. Amina needed these labels to accurately
assess her food choices in a way she was not accustomed to before moving. Similarly,
for the Muslim women in our sample, knowing precisely what was in the foods they
purchased and cooked was essential to ensure that these foods were halal.7 In general,
participants told us they had to “pay more attention” to the food they ate in the United
States, because they weren’t always sure what was in it, or whether it was good for their
bodies.
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Navigating and resisting new health and food norms

While participants accepted some aspects of their socialization into U.S. norms, such as
learning to read nutrition labels, they rejected other elements related to weight and body
size. Moreover, in doing so, participants articulated that they had other concerns related
to health, nutrition, and well-being that went beyond food consumption. These concerns
point to the social and cultural significance of changing diets and way notions of healthy
diets and weights are socially constructed in the United States (Panza et al. 2018). Jamilah
explained that in Somalia, the “diet thing” didn’t exist, because “there is not so much
privilege over there.” Jamilah and other participants also pointed out that they spent
much of their days walking in their home countries, whereas here in the United States,
everyone drives and has “a house of food.”

Whereas reading nutrition labels was seen as a necessity, especially for those seeking to
eat halal, participants resisted other elements of transitioning to the U.S. food system and
cultural norms around diet and body size. Several participants emphasized how their – or
their children’s – body shapes and habits had changed as a result of living in the United
States. In the United States, health and body size are frequently discussed as personal and
moral successes or failures (Guthman 2014), and some participants’ narratives reflected
similar undertones. For example, Ner Mu was afraid that his teenage son was “getting
fat,” and so encouraged his wife to “take control here in eating . . . so we let him eat a small
amount and eat the best food at each meal.” He went on to say that he sees many “obese”
people in the United States, which he worries about. However, other participants rejected
U.S. norms about weight and health. Amina, told us that she was a “chubby looking
person” in Nigeria, but that she still thought she was healthy. She had lost weight since
immigrating, which contrary to U.S. norms, she saw as unhealthy:

I would say I was still healthy in Nigeria. Here I lost a lot of weight. I don’t think that’s
a good healthy factor. I mean, the stress that we have is a lot, so – it’s too much. [laughs] So,
in terms of health, not just the food but the environment . . . Just so many things to do at the
same time as a woman, as a mom, it’s too much. So, I think that adds to my own negative
aspect of health.

For some participants, health, nutrition, and body size took on a new language and
significance in the U.S. that they did not wholly accept. Alida, an immigrant from
Mexico, told us about how she had to take her son to a nutritionist because doctors
said he had a hormone deficiency that would limit his growth. When her son was an
infant, she gave him hormone injections to help spur his growth, but as he got older, she
received mixed messages from the nutritionist:

Basically what the nutritionist told me is that I should try to give him food made by me,
100% natural. That I shouldn’t give him food with a lot of fat in them, that because I wanted
the kid to gain weight, I harmed him. Meals that have nutrients, more than anything,
protein. She recommended a lot that they must have a lot of protein, not a lot of salt.

Alida expressed concern about her son’s growth throughout the interview and conveyed
that she had worked hard to try and help him gain weight, because of his previous
diagnosis. She breastfed him for six months longer than her other son, to help him gain
weight, and she spent extra time in doctors’ and nutritionists’ offices. Yet, her effort was
deemed unacceptable by the nutritionist because she didn’t help him gain weight in the
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“right” way. In the U.S. mothers are often singled out as responsible for the health and
weight of their children and their choices are heavily scrutinized (Elliott and Bowen
2018). When children are categorized as overweight or obese, mothers tend to be the
targets of blame and intervention (Biltekoff 2013; Boero 2013). Ultimately, caring for
children’s health and providing them with adequate and healthy food often rests on the
shoulders of immigrant women, a challenge that is particularly difficult in the context of
their new cultural food landscape (Carney 2015).8

Beyond body size and diet culture, there were other aspects of the nutrition socializa-
tion process that participants resisted and were unwilling or unable to implement. Elsa
exemplified the struggle between doing what was “right” by U.S. standards while still
maintaining ties to her life in Mexico. Her doctor explained what she should and
shouldn’t be eating, but it contrasted with what she loved about foods from her home
country:

[The doctor] said to try and lose weight, to eliminate a lot of carbohydrates. So yes, I’m
reducing them a bit, bread, tortilla, us, as Hispanics, you see, we eat a lot of bread, almost
every day, bread and coffee, tortilla, it’s your food, well, you have to have it on the table
every day, a Mexican can’t be without a tortilla, we all eat tortilla. And I say, the funny thing
is that one day I’d like to make them stop their [shopping] carts and see the difference
between a Hispanic and an American, a Mexican has tortillas, onions, the American doesn’t,
he has canned things, cartons, more than us.

Corn tortillas, prepared from scratch by many Latina participants, were reduced to their
separate nutritional components, like carbohydrates, without taking into account the full
nutritional and cultural value of the foods. Participants talked about how they learned all
types of information about food, health, and nutrition upon arriving to the United States.
They valued some knowledge and aspects of socialization as necessary elements of
adapting to life in a new country and challenged and resisted other aspects that did not
fit in with their values.

Flavia, an immigrant from Mexico, said that she had learned “how to eat . . . what is
healthy,” from WIC and another nutrition program. However, when asked if she had
made changes as a result of the advice she got from WIC, Flavia replied, “Not really,
because it’s hard for me to make something for us and something different for them . . .
To prepare meals for them that are different from ours that almost never happens; almost
always we all eat the same things.” Most nutritionists recommend, in fact, that children
eat what their parents are eating, but Flavia had gotten the idea that she had to prepare
special recipes for her children – dishes with “vegetables and brown rice,” as she put it –
in order to comply with the recommendations. Later, again discussing what she had
learned at the nutrition class, she said that they taught them “to learn the labels of all of
the products you give [your children]. Just look, right – like the juice that says 100%
[juice], you buy that.” But she said rarely used this advice, because she didn’t buy canned
foods. The lessons she had learned at WIC normalized U.S. food habits and may have
conveyed to Flavia that she was not giving her children the “right” foods.

Other participants rejected the nutrition information they got from WIC or other
federal programs, particularly school meal programs. Many of the children in our study
received free lunch and/or breakfast at school. Participants expressed dissatisfaction with
the foods their children ate at school, but sometimes did not trust their own evaluations:
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The oldest one I saw that when he went to school he began gaining weight. I don’t know if it
was because of the amount of bread, pizza and the food they prepare for them is canned.
I know, at WIC they’ve told me that it’s good, but fresh things are the best. I don’t know if
that’s the reason, but . . . my son, the youngest one likes vegetables, but green beans they give
them in school, boiled, he doesn’t eat them.

Similarly, Julieta expressed her disappointment that the school was unwilling to make
food from scratch, which she thought was best. She explained to us that neither her nor
her daughter liked what was being served at school lunches:

Well, really I disagree with what they give them at school, because I tell you, they make
greasy things, sometimes I tell her, ‘sweetie, the people who cook there don’t they have a pot
with beans so they can give you some?’ she says, ‘no, mommy, they give you beans but
they’re sweet and I don’t like them.’ I tell her, they should make a pot of beans, but that’s for
them to decide. They should make something else, add more vegetables, a bit disguised you
know. They say the school gives them what’s best . . . but in my opinion, the food they give
them at school, I don’t like it. They say they want kids to be really skinny, but how? With all
that fat they give them, well, they blow up more.

Participants made their own health evaluations of school food that closely aligned with
what many others argue as inadequate and unhealthy choices (Godfrey 2013). The
evaluations they made of school food further showed that they had valuable nutrition
knowledge but that they faced challenges in implementing it.

Discussion

Qualitative studies of immigrants’ and refugees’ health and diets remind us of the cultural
and social signifiance of food beyond solely its nutritional value. Immigrants and refugees
had different food practices in their home countries and relied heavily on fresh produce
from local food environments. When they moved to the U.S., they had a difficult time
replicating these practices. As they were introduced to new information and new food
practices, some immigrants and refugees struggled to make sense of how they could
continue to eat what they preferred while being a “good” and “healthy” American. The
nutrition advice they received helped them navigate this new food system, full of
processed foods, but it also reduced the concept of good nutrition to a set of nutritional
concepts. Some immigrants appreciated this advice, but in other cases, they found the
information was difficult to implement into their lives. Moreover, new concepts of health
related to body type and weight often conflicted with their cultural traditions and opinion
of healthy bodies.

Nutrition education has been touted as one possible solution to help immigrants and
refugees adapt to the new food system in the United States; however, many nutrition
education programs do not take into account the particular assets that immigrants and
refugees bring to the United States, particularly related to growing and preparing food
(Wieland et al. 2018; Zoorob et al. 2013). Almost all of our study participants were used
to cooking meals from scratch and preferred to use fresh fruits and vegetables (preferably
grown by someone they knew or had a relationship with). These practices align with what
many consider to be best practices in nutrition and diet: eating fruits and vegetables,
plant-based foods, and limiting red meats (Mancini et al. 2016; Bach-Faig et al. 2011).
Foods from their home countries had emotional significance, clearly illustrated by how
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they idealized these foods and longingly described them, despite the often life-
threatening circumstances that had prompted them to leave their homes. Given these
assets and preferences, the public health community would do well to develop programs
that appreciate and draw on the skills and desires that immigrants bring related to food.
The nutrition guidance that participants received from institutions like doctors’ offices,
schools, or WIC offices did not adequately take this into account, and instead encouraged
them to lose weight by focusing on singular nutrients or foods. However, as our study
also shows, immigrants come into a U.S. food system that is complicated and expensive,
particularly for families living in poverty (Macnell et al. 2017).

Analysis of these two studies leads us to suggest that, instead of basing nutrition
education on pedagogical practices that emphasize expert knowledge, as defined by
academics and researchers, we should instead create programs that acknowledge and
draw upon the expertise of community members. There is a tradition of community-
based participatory research in public health and health promotion, in some cases
drawing on the work of Brazilian educator Paulo Freire, who argued that hearing and
understanding people’s experiences of the world must be at the center of any educational
endeavor. Rather than “banking” models, in which teachers deposit knowledge into
students, Freire developed critical consciousness raising pedagogical practices, in which
people considered their life situations, posed a problem out of that situation, and then
worked collaboratively to build knowledge and solutions that aimed at liberation and
empowerment for the oppressed (Freire 1970).

For example, some have found that this kind of community-based participatory
research works well in addressing health outcomes for immigrant populations (Bloom,
Hardison-Moody, and Schulman 2018; Smith and Blumenthal 2012). When asked about
needs and wants regarding health and nutrition, immigrants identify issues that service
providers do not, such as a desire for chemical free, less processed, culturally specific food
types (Moffat, Mohammed, and Bruce Newbold 2017). Engaging communities can be an
essential part of changing health practices; it can help change the imbalance of power
between healthcare professional and users (Heidemann and Almeida 2011). These types
of emancipatory educational practices have been adopted in health promotion programs
around HIV, literacy and health care, and peer-to-peer health education with incarcer-
ated individuals (Melendez et al. 2013; Rhodes et al. 2008; Ross 2011). Freirean health
education models emphasize co-learning and draw upon the wisdom and contexts people
bring with them. By embracing a posture of humility and learning, we might adopt an
educational model that is grounded in solidarity with those with whom we work.

Despite some attempts to promote culturally adapted nutrition education (Delisle 2010;
Kaiser et al. 2015; Liburd 2003), we found that most study participants were still exposed to
a model of nutrition education that values “expert” knowledge. A new model of supporting
immigrants and refugees as they adapt to the U.S. food system, grounded in this praxis of
action-reflection-action would be a powerful and emancipatory framework that could
address the assets and challenges described by the participants in our study. On the one
hand, they arrive with food practices that are lauded by nutrition experts (eating fresh fruits
and vegetables, plant-heavy diets, buying local and organic foods), but they also need
resources to help them navigate the complicated food system in the United States. An
emancipatory educational model helps us to see that addressing structural oppression
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through critical consciousness raising is possible and could help to bridge the knowledge
gaps between immigrants and refugees and the U.S. health establishment and food systems.

Notes

1. For more information on study participants, see Table A.
2. Participants from this study are indicated by USDA in Table A.
3. Participants from this study are indicated by I/R in Table A.
4. Source: https://www.americanimmigrationcouncil.org/research/overview-us-refugee-law-

and-policy.
5. Some participants did have their own gardens or participate in community gardens while

living in the United States. This provided important resources for some, but gardens were
unable to provide sufficient food resources on a day-to-day basis.

6. Ner Mu specifically mentions reading, “The China study” which was conducted by
U.S. nutritional biochemist T. Colin Campbell.

7. Bergeaud-Blackler, Lever, and Fischer (2016).
8. For a more detailed discussion of immigrant women, food insecurity, and motherhood see

Carney (2015). A further analysis of gender, food work, and motherhood for the USDA
participants is available in Elliott and Bowen (2018) and Bowen, Brenton, and Elliott (2019).
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Table A. Demographic information

Study Pseudonym Country of Origin Gender

USDA Adriana Mexico W
USDA Cristina Mexico W

USDA Flavia Mexico W
USDA Julieta Mexico W
USDA Georgina Mexico W

USDA Angie Mexico W
USDA Diana Mexico W

USDA Angela Honduras W
USDA Gricelle Mexico W

USDA Cecilia Mexico W
USDA Alida Mexico W

USDA Claudia Mexico W
USDA Dora Mexico W
USDA Paula Mexico W

USDA Elvira Mexico W
USDA Aurora Mexico W

USDA Norma Mexico W
USDA Maricela Panama W

USDA Armanda Mexico W
USDA Clara Mexico W
USDA Felicia El Salvador W

USDA Elsa Mexica W
USDA Alma Honduras W

USDA Anita Mexico W
USDA Berta Guatemala W

I/R Amina Nigeria W
I/R Laila Nigeria W
I/R Jamilah Somalia W

I/R Na’eemah Egypt W
I/R Kaya South Africa W

I/R Iman Egypt W
I/R Ner Mu Burma M

I/R Par Yei Burma M
I/R Saw Poe Thailand M

I/R Eh Tah Burma M
I/R Soe Doe Burma M
I/R Moses Burma M

I/R Chesa (Moses’ wife) Burma W
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