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Abstract
The health behaviours related to chronic diseases experienced by South Asian immi-
grants are interrelated with their culture and socioeconomic conditions. South Asian 
immigrants experience a disproportionate burden of chronic disease compared with 
non- immigrants Australian- born general population. The primary aim of this study was 
to gain an in- depth understanding of health behaviours and healthcare access in the 
South Asian immigrant population of Australia. Five focus group discussions (FGDs) 
were conducted with South Asian immigrants (n = 29; 18 females) aged 27– 50 years 
in Brisbane, Australia. Separate FGDs were conducted for males and females in the 
English language. Semi- structured guided questions related to the perception, barriers 
and facilitators of health behaviours. Data were analysed with Nvivo- 12 following a 
thematic analysis. A conceptual model is proposed to provide a summarised under-
standing of barriers and facilitators of health behaviours in South Asian immigrants. 
The major reported constraints for participating in physical activity were cultural be-
liefs, lack of time, work stress and high fees of fitness activities, while parks and peer 
modelling were mentioned as a strong motivator for walking, cycling and participat-
ing in group sports activities. The cultural and religious connections, cost of cigarettes 
and drink driving penalties were the most mentioned facilitators for a healthy lifestyle. 
The important factors related to unhealthy eating habits were the traditional cook-
ing methods, social interactions and the high cost of fruits and vegetables. Community 
perceptions and language barriers were also acknowledged as the main factors for the 
decrease in accessing health care services. This study illustrates that cultural beliefs, 
high cost of healthy food and facilities and social circumstances are mainly linked with 
the health behaviours and healthcare access in South Asian immigrant's lifestyles.
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1  |  INTRODUC TION

An international immigrant, as defined by the United Nations, is 
any person who has changed his or her country of usual residence 

irrespective of his citizenship status (Buettner, 2020). However, 
some countries define immigrants based on the amount of time 
they spend in the new country, with different requirements for the 
minimum duration (Buettner, 2020). By 2019, the total number of 
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international immigrants was approximately 272 million, with South 
Asia emerging as the major source of migration to different high- 
income countries (Buettner, 2020). ‘Southern Asian’ is an ancestry 
grouping that mainly includes individuals whose ethnic roots origi-
nate from the Indian subcontinent (ABS, 2011). The term ‘South Asian’ 
encapsulates populations from Afghanistan, Bangladesh, Bhutan, 
India, Maldives, Nepal, Pakistan and Sri Lanka (Jepson et al., 2012). 
Globally, the number of immigrants from South Asia increased from 
10.08 million in 1990 to 27.22 million in 2015 (Srivastava, 2017). In 
keeping with this trend, the number of South Asian immigrants to 
Australia has doubled over the past decade from 400,450 in 2008 to 
967,280 in 2018 (ABS, 2019).

The health risk factors related to chronic diseases experienced 
by South Asian immigrants are interrelated with their culture and 
socioeconomic conditions (Jepson et al., 2012). South Asian immi-
grants showed an unequal rate of chronic diseases compared with 
the non- immigrants population (Davies et al., 2011). A systematic re-
view of 50 studies reported that South Asian people living in Canada 
had a higher prevalence of diabetes (1.18% to 2.25%) and hyperten-
sion (1.02%– 1.22%) compared with the Canadian population (Rana 
et al., 2014). Furthermore, the age of diabetes onset is 5– 10 years 
earlier, and chronic complications are more pronounced, amongst 
South Asian immigrant populations, compared with Caucasians 
(Bellary et al., 2010).

Alcohol risky use, unhealthy diet, physical inactivity and smok-
ing are the four leading risk factors for chronic diseases (Lacombe 
et al., 2019). Habitual levels of physical activity are lower in South 
Asian immigrants than in the native populations in high- income 
countries (Jepson et al., 2012). Smoking and alcohol consumption 
were less prevalent amongst South Asian immigrants than the 
non- immigrants in the US (Patel et al., 2019). However, alcohol- 
related morbidity rates are higher in South Asian immigrants than 
the non- immigrant peoples in the high- income countries (Kennedy 
et al., 2015). Fruit and vegetable consumption was less than rec-
ommended values in South Asian immigrants, globally (Rana 
et al., 2014).

Australian studies also showed that South Asians had a higher 
mean chronic disease risk index than the Australian- born popula-
tion (Sarich et al., 2015). South Asian immigrants had a higher prev-
alence of type 2 diabetes (31% versus 57%) than non- immigrants 
in Australians (Gupta et al., 2015). South Asian immigrants also 
had lower levels of leisure- time physical activity compared with 
Australian- born adults (Dassanayake et al., 2009). Most of the pre-
vious studies conducted about immigrants’ chronic diseases were 
cross- sectional (Bandyopadhyay et al., 2011; Sarich et al., 2015), 
while they determined certain risk factors among immigrants 
groups, they did not analyse the insight of attitudes and beliefs 
of immigrant populations (Hodge et al., 2004). Furthermore, there 
is a paucity of research exploring the determinants of health be-
haviours after immigrating to a new country. This study aimed 
to explore and acquire an in- depth understanding of health be-
haviours and healthcare access in the South Asian immigrant pop-
ulation in Australia.

2  |  METHODS

This study was conducted in Brisbane, Australia using focus group 
discussions (FGD) with South Asian immigrants. The University of 
Queensland, Australia Human Ethics Research Committee granted 
ethical approval for the research (Reference number: 2019001535). 
The current study used a semi- structured qualitative study (SSQS) 
design (Blandford, 2013). To ensure authenticity in participants’ re-
sponses, open- ended questions were used, whereby participants’ 
responses directed the flow of the conversation (Maxwell, 2012). 
The ‘Four- Dimensions Criteria’ (FDC) strategies adopted to assess 
methodological rigours (Forero et al., 2018) are explained in Table 1.

2.1  |  Participant recruitment

Adult immigrants (aged 18 or above) born in any of South Asian coun-
tries, who can speak English and lived more than 2 years in Australia 
were eligible to be included in the study. Second- generation immi-
grants, asylum seekers and refugees were not included in the study 
due to differences in their representation in the healthcare system 
and general immigrant population.

The participants were purposefully selected to represent dif-
ferent South Asian countries. An advertisement and an information 
sheet with the researcher's contact detail were circulated among 
potential participants using social media, WhatsApp groups. Emails 
were sent to immigrant groups through different societies, commu-
nity centres and friends of friends. Thirty- two adults (18 females and 

What is known about this topic

• South Asian immigrants constitute a diverse group with 
different cultural and socioeconomic characteristics.

• Considerable health disparities exist between the South 
Asian immigrant and non- immigrant population in 
Australia.

• There is limited research available about the barriers and 
enablers of health behaviours in South Asian immigrants 
of Australia.

What this paper adds

• Cultural beliefs and practices, high prices of food and fa-
cilities, and personal and environmental circumstances 
correlate with the risk factors and disease outcomes in 
South Asian immigrant Populations.

• Community perceptions and language barriers were also 
identified as a constraint in utilizing healthcare services.

• The conclusions from this study can help inform the de-
sign of tailored interventions to overcome the barriers 
to a healthy lifestyle in South Asian immigrants.
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14 males) agreed to participate. Three males refused to participate 
on the day of the session because of other personal commitments, 
resulting in 29 participants.

2.2  |  Focus group discussions

Five focus group discussions (FGD) were conducted between 
September 2019 and March 2020 at the University of Queensland, 
Australia. FGDs have widely been used to obtain insights into peo-
ple's attitudes, experiences, perceptions, which is not easily in-
formed by other qualitative methods (Halcomb et al., 2007). Focus 
groups are valuable since they not only investigate participants’ be-
liefs but can provide detailed insight into factors influencing people's 
behaviours (Wilson & Practice, 2012).

Separate FGDs were conducted for males (n = 2) and females 
(n = 3) in line with South Asian cultural norms to make the partic-
ipants feel more comfortable about expressing their views and 
opinions. Each FGD was comprised of at least five participants and 
the duration ranged from 55 min to 85 min. Due to the number of 
spoken languages among South Asian immigrants, the FGDs were 
conducted in English as all participants were able to speak and un-
derstand English (McFadden & Sundaresan, 2014).

Nine open- ended questions were developed to guide the discus-
sion. Participants were invited to share their perceptions, knowledge, 
attitudes, perceived barriers and facilitators, and the opportunities for 
physical activity, smoking, alcohol consumption, dietary behaviours 
and healthcare access since moving to Australia. The process of con-
stant comparison was used to determine the point at which no new 
themes emerged, and saturation was achieved (Glaser & Strauss, 2017).

2.3  |  Data analysis

Audio recordings of the FGDs were transcribed verbatim by the 
first author. At the stage of transcription, all participants’ names 
were replaced with pseudonyms to ensure participant anonymity. 
Data were thematically analysed using the six phases of Braun and 
Clarke's guidelines for the analysis, using NVivo, Version 12 (Braun 
& Clarke, 2006). Themes were inductively generated at first, and 
then, based on the research questions, a deductive approach was 
taken. A conceptual model was developed after summarising the 
themes and subthemes. Similar codes were organised into three 
subthemes, aided by using cross- tabulations comprising major 
codes and case attributes. We used the Consolidated Criteria for 
Reporting Qualitative Research (COREQ) checklists for explicit and 
comprehensive reporting of our research work (Tong et al., 2007).

3  |  FINDINGS

The participants’ (n = 29) age ranged from 27 to 50 years and they 
were living in Australia for a median of 5 years. Most of the partici-
pants (n = 20) were full- time employed, six were employed part- time 
and two were housewives (Table 2).

The main themes emerged as four major health behaviours and 
healthcare access while subthemes were categorised as facilitators 
and barriers associated with health behaviours (Table 3). We used 
these themes and sub- themes and proposed a model representing 
a summary of themes and sub- themes associated with health be-
haviours. The three interconnecting components of the model were 
Culture, Cost and Circumstances (3Cs) (Figure 1).

TA B L E  1  Strategies to assess methodological rigours (Forero et al., 2018; Lincoln & Guba, 1986)

Rigour Criteria Purpose Strategies applied in our study to achieve rigour

Credibility To establish confidence that the results (from 
the perspective of the participants) are 
true, credible and believable.

Moderator spent an average of 2 h before the start of FGDs to engage with 
participants.

Guided questions tested at two induction meetings and using 1–  pilot FGD.

Moderator received the required knowledge and research skills to perform 
the roles.

One observer was also collected data in all FGDs.

Moderator and observer send all the field notes to the research team for 
analysis and storage.

Regular debriefing sessions with key members of the research team were 
conducted.

Dependability To ensure the findings of this qualitative 
inquiry are repeatable if the inquiry 
occurred within the same cohort of 
participants, coders and context.

A detailed draft of the study protocol was prepared throughout the study.

A detailed track record of the data collection process was developed.

Coding accuracy and inter- coders’ reliability of the research team was 
measured by the supervisors.

Confirmability To extend the confidence that the results 
would be confirmed or corroborated by 
other researchers.

Reflexive journals and weekly investigators meetings were implemented.

Several triangulation techniques were applied (e.g.: methodological, data 
source, investigators and theoretical).

Transferability To extend the degree to which the results 
can be generalised or transferred to other 
contexts or settings.

A combination of different purposive sampling techniques was used.

Operational and theoretical data saturation was quantified.
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3.1  |  Physical activity

Participants mentioned different personal and circumstantial barri-
ers to becoming more active. Barriers to physical activity included 
cultural beliefs, lack of time, lack of exercise knowledge, the cost as-
sociated with gyms, personal indolence and work stress. Facilitators 
were physical environment, social networking and peer attitudes 
towards physical activity.

3.1.1  |  Barriers

Most of the participants stated that South Asian cultural norms for 
women were to remain indoors, attend to domestic chores and priori-
tise family responsibilities. Some female participants disclosed that their 
cultural norms prevent them from participating in physical activities.

My mother- in- law always tells me why you need any 
other exercise than house chores. {Female Pakistani, 
FG 4}

Culturally inappropriate settings for physical activity were also 
reported as a common barrier, especially among women. Most fe-
male participants were of the view that to use gyms and swimming 
pools, they need a separate (female only) facility. It is not appropriate 
for women to reveal their bodies in front of strangers. Some Muslim 
women need to cover their faces or body shape when in the company 

TA B L E  2  Demographic and professional characteristics of the 
focus group participants (n = 29)

Characteristics
Number of 
participants

% of total 
participants

Gender

Male 11 38

Females 18 62

Age in years

18– 30 6 21

31– 50 23 79

Duration of stay in Australia

≤5 years 14 49

>5 years 15 51

Employment status

Full- time 20 69

Part- time 6 21

Housewives 2 6

Highest educational qualification

Certificate 4 34

Bachelor/diploma 15 52

Postgraduate degree 10 10

TA B L E  3  The themes and sub- themes identified in the 
qualitative analysis of focus group discussions

Main 
theme Sub- theme

Category

Barrier Facilitator

Physical 
activity

Cost
Culture
Circumstances
• Lack of time to participate in 

physical activity
• Lack of knowledge to 

perform physical activity
• Lack of dedication to 

participate in physical activity
• Lack of social network to 

participate in physical activity
• Racist bullying discourages 

physical activity
• Physical environment 

facilities greater physical 
activity

• Peer attitude facilities greater 
physical activity

✓
✓
✓
✓
✓
✓
✓

✓
✓

Healthy 
diet

Cost
Culture
Circumstances
• Family choices facilitate/

impede healthy eating
• Different taste of fruits and 

vegetables impede their 
intake

• Peer attitudes facilitate 
healthy eating

✓
✓
✓
✓

✓
✓

Smoking Cost
Culture
Circumstances
• Social pressure facilitate/

impede smoking
• Stress facilitates smoking

✓
✓
✓

✓
✓

Alcohol Cost
Culture
Circumstances
• Easy accessibility to buy 

alcohol
• Religion restrictions on 

alcohol intake
• Social pressure facilities 

alcohol intake
• Stress facilities alcohol intake
• Driving Laws restrict alcohol 

intake

✓
✓
✓
✓

✓
✓
✓

Healthcare 
access

Cost
Culture
Circumstances
• Self- medications
• Use of traditional home 

remedies
• Ethnic background of the 

healthcare provider
• Peer review
• Spoken Language

✓
✓
✓
✓

✓
✓
✓
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of males who are not known to them, limiting opportunities to do phys-
ical activities in public places.

Know a lot of families here, where husbands do not 
allow their wives to go to the gym because men over 
there will see her body. {Male, Bangladeshi, FG 1}

Nearly all participants stated that lack of time for physical activ-
ity stemmed from family and work- related responsibilities. Male par-
ticipants were more concerned about work pressure and stress as a 
barrier to physical activities. Female participants explained that lack of 
time for physical activity was due to domestic responsibilities, leaving 
them with little or no leisure time.

Well, I cannot do exercise after doing all the house 
chores, cooking bread, and taking care of kids. I 
want to take a rest and watch T.V. {female, Indian, 
FG 3}

A few of the participants mentioned a lack of skill to perform the 
workout as a contributor to limited or no physical activity. They associ-
ated inappropriate exercise techniques with minor injuries. These minor 
injuries and pain after exercise restricted their physical activity levels.

When it comes to real life, we do not have basic or im-
portant knowledge about how to do exercise, we just 

lay on the mat and pull our legs up and down. {Female, 
Pakistani, FG 2}

Participants also stated that lack of motivation and dedication was 
an important personal barrier to exercising. Some participants reported 
that they joined a gym but stopped attending due to a lack of motivation.

The place I live has two well- equipped gyms but hon-
estly, I never been there just because of lack of moti-
vation. {male, Indian, FG 1}

Another barrier to participating in physical activity was the finan-
cial cost associated with attending structured exercise programmes at 
commercial gyms, fitness centres, including the associated travel and 
day- care costs. Females also mentioned high fees as well as travel to 
the gym as reasons for not being active.

If I am willing to go to the gym, it will come out with an 
extra financial burden. {Male, Indian, FG 5}

Due to the cultural belief that traveling by motorised transport 
is a symbol of prosperity, most participants avoided walking and cy-
cling for transport. A few them disclosed that traveling in luxury cars 
to show off their wealth was a part of their culture. Some of the 
participants believed that owning a luxury vehicle was the most im-
portant use of their wealth.

F I G U R E  1  3- C FRAMEWORK linking health behaviours in South Asian Immigrants
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If you are walking or cycling, that is a sign of poverty 
in our culture {Male, Pakistani, FG 1}

Participants, especially females, also stated that racist bullying 
was a barrier to walking in the local parks and participating in some 
group- based sports activities. The bullying behaviours experienced by 
participants included menacing, insulting and offending. Most of the 
mentioned negative comments were about their body shape, skin co-
lour, headscarf and accent. Victims felt depressed and stressed and 
detached themselves from their normal routines.

Some employee behavior is very insulting in many 
aspects. One of my colleagues insulted me for my 
obesity and skin color and afterward, they sent me 
to take ‘behavioral classes to know the Australian cul-
ture. That is why I cannot do much exercise. {Female, 
Bangladeshi, FG 3}

3.1.2  |  Facilitators

The physical environment and sociocultural factors were strong 
motivators for walking, cycling and participating in group sports ac-
tivities. Participants described pollution- free environments, parks, 
walking paths and active people on roads as strong facilitators for 
different physical activities. They mentioned that their Australian 
colleagues were very helpful in initiating physical activities which 
were not very common in their hometown.

Also, the clean air and good environment motivate 
me to walk around. Another thing, I must say that the 
people here are very encouraging about a physical 
activity like many people use to do bicycling, walking, 
and jogging. {Male, Indian, FG 1}

Social interaction and enjoyment were other factors mentioned 
by participants enabling physical activity. Both males and females pre-
ferred physical activities with one or more friends from an equivalent 
culture or linguistic group instead of exercising on their own. Team 
sports and gyms were mentioned as opportunities for social interac-
tion for males. On the other hand, females highlighted walking groups, 
dance classes, yoga sessions and exercise programmes as opportunities 
for social interaction.

We need a group of people preferably from the same 
language and community to enjoy physical activity. 
{Female, Pakistani, FG 3}

3.2  |  Healthy diet

Most of the participants did not know of the recommendations 
for a healthy diet from the Australian Dietary Guidelines (ADG) 

or any other guideline, although they were aware of the benefits 
of eating fresh fruits and vegetables. Traditionally, South Asians 
used a large amount of oil/ghee when preparing vegetables and 
meat curries. Bread made with extra oil/ghee (Paratha) was con-
sidered a popular breakfast in South Asian culture. Participants 
revealed a cultural preference for eating deep- fried food instead 
of grilled items. The participants mentioned social and fam-
ily networks as motivators factors for making healthy eating 
choices.

3.2.1  |  Barriers

All participants agreed that there was a crucial link between food 
and pleasure in their culture. Food is fundamental to all types of 
gatherings among South Asian immigrants. Food preparation is also 
highly influenced by cultural norms and practices, for example, they 
preferred oily curries with meat and over- cooked vegetables instead 
of lower- fat options and salads.

Our taste is already developed of using oil in our food. 
We love oily curries with meat and fried items. {male, 
Bangladeshi, FG 1}

All male and a few female participants stated that the dif-
ference in the taste of fruits and vegetables from their home-
town was a reason for the higher consumption of meat instead 
of vegetables.

I was not very fond of fruits even in my hometown but 
here additionally just because of the taste I do not eat 
them. {Male, Pakistani, FG 5}

The high cost of fruits and vegetables was an important barrier to 
eating healthy food. Participants usually compared the price of food 
in Australia with their hometown or with other countries. They found 
consuming carbohydrate- rich foods, which are more budget- friendly. 
A few respondents acknowledged that they had healthy dietary hab-
its in their hometown, but it was hard to sustain in Australia due to 
the high cost of healthier foods.

The cost of food- stuff with the same weight is ex-
tremely high as compared to our hometown. If you 
live as a small family, you cannot buy a huge amount 
of fruits and vegetables from discounted markets. 
{Male, Indian, FG 5}

3.2.2  |  Facilitators

Participants acknowledged that their work colleagues influenced 
their eating habits. Most of the male respondents mentioned 
that they started following the routine of their colleagues with 
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regards to eating vegetables and fruits in lunch which they had 
never done in their hometown. Some of the female participants 
also stated that they had learned from their peers, cooking with 
olive oil and measuring caloric intake. Family food choices were 
also indirectly affected by family friend's motivation towards 
healthy choices.

I think it is depending on exposure, my food style 
could not change unless my husband got a job with 
some Aussie boss. He is 57, he used to run 10 kilo-
meters every Sunday, and he became our role model, 
after some time my husband also used to eat healthy 
food and used to adopt a healthy lifestyle. {Female, 
Pakistani, FG 4}

3.3  |  Smoking

Female participants explained that smoking was generally related to 
male identity in South Asian culture. Most of the male participants 
viewed smoking as a tool for social connection with friends and col-
leagues. In contrast, female participants often regarded smoking in 
women as an implicit prohibition and non- acceptance in their com-
munities. The high cost of cigarettes was mentioned as the main bar-
rier to smoking.

3.3.1  |  Barriers

There was a strong agreement among male participants that lack 
of finances was a motivator to prevent or decrease smoking. As 
a response to the high cost of factory- made cigarettes, smokers 
switched to cheaper hand- rolled cigarettes made with loose to-
bacco. Most of the participants mentioned that ‘Roll- your- own ciga-
rettes’ were the most common choice of immigrant students.

The only hurdle is the high cost which is why people 
decrease the number of cigarettes or starting roll on. 
{Male, Pakistani, FG 5}

3.3.2  |  Facilitators

Many participants mentioned that stressful lives after migration 
prompted them to start or continue smoking. Participants explained 
that due to spiritual restrictions, they preferred smoking instead of 
consuming alcohol when socialising because smoking is not prohib-
ited by their religion.

When we attend different parties rather than drink-
ing alcohol, which is prohibited in our religion, we 
prefer cigarette smoking. {Male, Bangladeshi, FG 5}

3.4  |  Alcohol

The social context was an important determinant for starting to con-
sume alcohol after migration more commonly in males. Secret drink-
ing practices occurred to avoid cultural and religious constraints. 
Religion, culture and drink- driving penalties were revealed as the 
main barriers to alcohol consumption.

3.4.1  |  Barriers

The frequency and pattern of alcohol use among South Asian immi-
grants were largely associated with their cultural and religious beliefs. 
Religious teachings require abstinence from alcohol as part of a right-
eous life in most of the South Asian ethnic groups. In some religious 
groups (like Islam, Jainism, Buddhism and Sikhism) alcohol is banned, 
while in other groups (like Christianity, Baha'i Faith and Hinduism) it is 
partially acceptable. Participants also mentioned that drink driving pen-
alties act as a potential barrier to their alcohol intake in social gatherings.

We have to drive back home and behave like a re-
sponsible person, that's why we avoid alcohol in most 
of the parties. {Male, Indian, FG 1}

3.4.2  |  Facilitators

Peer pressure and work- related stress appeared as important factors 
for the introduction and continuation of alcohol consumption. Peers in-
fluence and direct offers to drink were characterised as facilitators of al-
cohol use among most of the male participants. Particularly immigrants 
experiencing social anxiety started drinking to become more acceptable 
by their peers. Participants also mentioned that alcohol was frequently 
used as a coping mechanism during times when people were dealing 
with stress and loneliness. The easy access to alcohol in Australia com-
pared with their home country, because of the social unacceptance, is 
one among most of the main facilitators for alcohol consumption.

Mostly because of easy accessibility with no restric-
tion, it's easy to drink here. {Male, Indian, FG 1}

3.5  |  Access to Healthcare services

Participants rated communication skills and cultural sensitivity of 
healthcare providers as measures of competence. Some participants 
expressed dissatisfaction over the approach for prescribing antibi-
otics by physicians in Australia. According to them, in their home 
countries, antibiotics were prescribed at a very early stage of diag-
nosis adding to the quick recovery of the patients. Beliefs in home 
remedies and self- medication were also identified as a constraint in 
utilising healthcare services.
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3.5.1  |  Barriers

Home remedies were widely used as the first- line treatment before 
visiting a doctor. Most of the respondents preferred treatments that 
they trusted and often perceived western medication as unnatural 
to the body. Participants also expressed more use of home remedies 
after migration to save money and time associated with visiting a 
doctor.

I do home remedies first because it is in our blood. 
{Male, Indian, FG 1}

South Asian immigrants’ cultural beliefs about health screening 
were another barrier to accessing healthcare services. Participants ex-
plained that most of the people in their community perceived health 
screening as a source of bad news. Conversely, some female partici-
pants believed that people should go for screening if they have some 
symptoms. A scarcity of knowledge and awareness about the screen-
ing of diseases was also identified as a barrier.

Although screening test is free of cost in Australia, we 
don't want to have it because we don't want to hear 
the bad news. {Male, Pakistani, FG 5}

3.5.2  |  Facilitators

Good reviews by friends and cultural backgrounds of the physician 
were reported as the main consideration when selecting the family 
physician. Participants expressed apprehension regarding their abil-
ity to communicate their health concerns in their native language 
and to interpret medical advice provided by physicians in their native 
language. Consequently, our participants reported that they pre-
ferred to visit a general practitioner who can speak or understand 
their native language.

If I ever have a choice between Aussie doctor and 
Pakistani or Indian, I would like to prefer an Indian or 
Pakistani doctor because they know our language and 
body. {Male, Indian, FG 5}

3.6  |  Conceptual model (3C)

We have prepared a conceptual model (Figure 1) based on the re-
sults of this study. This model is informed by the key principles that 
health behaviours are shaped and influenced by the social and envi-
ronmental factors surrounding individuals (Chung et al., 2018). This 
model demonstrates that risk factors need to be understood and 
addressed within the culture, cost and circumstances (3C) context 
of South Asian immigrants. Several factors were related to partici-
pants’ sociocultural context acted as barriers to healthy choices and 
healthcare access. The cultural beliefs and practices, high prices of 

food and facilities, and personal and environmental circumstances 
correlate with the risk factors and disease outcomes. Physical in-
activity and an unhealthy diet were associated with a substantial 
economic burden. Smoking and the harmful use of alcohol have a 
strong relationship with ethnic background and social atmosphere. 
Additionally, variables such as language, living conditions, education, 
income, social norms, social status, migration and acculturation can 
have a significant impact on disease prevalence. This model has the 
potential to provide a summarised understanding of barriers and fa-
cilitators of health behaviours for future interventions.

4  |  DISCUSSION

The purpose of this study was to explore the perceived barriers and 
facilitators of health behaviours in South Asian immigrants living in 
Australia. Culture, cost and social circumstances were the main fac-
tors affecting South Asian immigrant's health behaviours. Most par-
ticipants reported a superficial understanding of risk factors related 
to chronic diseases.

South Asian immigrants living in Australia view physical activity 
in a broadly similar way to the South Asian immigrants living in other 
countries (Jepson et al., 2012; Salma et al., 2020). Most of the men-
tioned barriers for physical activity among South Asian immigrants 
were also similar to other immigrant groups in Australia (Franco 
et al., 2015). For example, cost, socialisation and lack of time or 
dedication were also mentioned as main barriers by Chinese immi-
grants of Australia (Cerin et al., 2019). Cultural and religious expec-
tations related to gender interactions and dress codes also limited 
the spaces in which women could engage in physical activity (Salma 
et al., 2020). Strategies for encouraging South Asians to participate 
in a range of physical activities required special attention on their so-
ciocultural requirements. Activities that can provide opportunities 
for socialisation, as well as exercise, can provide better outcomes.

Racist bullying was also disclosed as a stressful barrier to physi-
cal activity in our study. Racism can manifest as individual or group 
acts and attitudes or institutional processes that lead to disparities 
(Karlsen & Nazroo, 2004). The verbal and nonverbal racist acts have 
negative impacts on immigrant's mental health. A growing body of 
evidence indicates that experiences of racist bullying can lead to 
adverse changes in health behaviours (Godlee, 2020). Racism can 
marginalise, exclude and affect migrants in participating in official 
and physical activities (Williams & Mohammed, 2013). Longitudinal 
research is needed to identify ways in which multiple aspects of rac-
ism relate to each other and combine, additively and interactively, 
with other psychosocial risks and resources to affect health.

Gender, stress, social pressure and connection with culture and 
religion were linked to smoking and drinking behaviours. Previous 
studies identified that in immigrant groups, gender differences and 
pre- immigration use of alcohol counted as the main predictors for al-
cohol and tobacco consumption (Loury & Kulbok, 2007). However, we 
noticed that economic factors and social integration played a more 
significant role in defining immigrants smoking and drinking patterns 
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in destination countries. In many parts of the World, people drink 
together to enhance sociability and to foster or express unity (Cook 
et al., 2012). Similarly, we also noted that several South Asian immi-
grants started drinking to build social connections with their peers. 
Future research might explore how drinking- related values and norms 
affect immigrants drinking behaviours. Traditions and family customs 
played an important role in nurturing and cultivating norms about 
smoking and alcohol use in all South Asian groups. In South Asian 
culture, young people's smoking and alcohol consumption in the pres-
ence of their elders was considered ‘disrespectful’. (Bush et al., 2003) 
Also the religious teachings promote self- restraint from the use of 
alcohol (Banerjee et al., 2014). The family traditions and the fear of 
not being able to fulfill their responsibilities towards family members 
acted as key driving barriers for alcohol and tobacco consumptions 
(Banerjee et al., 2019). Supportive communication with family mem-
bers and strong family ties were considered as a successful outcome 
for alcohol and tobacco with drawl in different south Asian studies 
(Banerjee et al., 2014, 2019; Jagannathan & Juvva, 2016).

Our study demonstrates that traditionally prepared food is a 
major part of South Asian immigrants’ enjoyment of social gath-
erings. Culturally popular dishes alleviated immigrants’ feelings of 
homesickness. Homesickness is defined as the distress or impair-
ment caused by an actual or anticipated separation from home 
(Thurber & Walton, 2012). Immigrants felt that being able to meet 
people from their community, socialise, speak the language and have 
access to native cuisine were helpful to lessen homesickness (Hack- 
Polay, 2012). Preference for traditional cooking and ways of eating, 
which may or may not include healthy ingredients, were also doc-
umented in other South Asian immigrant studies (Bandyopadhyay 
et al., 2011). Traditional food is the recreation of the abstract mean-
ing of home through concrete activities, such as cooking the typical 
oily curries and rice, which can alleviate the sense of isolation caused 
by the displacement.

The price of fruits and vegetables also influenced eating choices. 
Another study observed that the low price of unhealthy staples 
compared with fresh vegetables and fruits largely affect Mexican, 
Somali, Cambodian and Sudanese immigrants' eating habits (Tiedje 
et al., 2014). Still, there is limited data assessing the effect of food 
prices on healthy eating choices in South Asian immigrant popula-
tions. Some previous studies reported that acculturation (the pro-
cess of adopting the cultural norms and practices of the host society) 
among immigrants was associated with adapting less healthy eating 
patterns (Alidu & Grunfeld, 2018). However, our finding suggested 
that acculturation among South Asian immigrants played a major 
role in the adaptation of healthy choices. Further research is needed 
to understand the beliefs, attitudes and behaviours that already 
exist within communities to promote healthier lifestyles.

Our study discovered that cultural attitudes and beliefs shape 
healthcare access in South Asian immigrants. Important barriers to 
healthcare access like lack of accessible information and lack of sup-
port and community resources are consistent with previous research 
(Cerin et al., 2019). The development of health education materials in 
the native languages of the immigrant population can help to tackle 

the problems of restricted access to health- related information (Aroni 
& Gupta, 2018). Cultural belief systems relating to the screening of dis-
eases need to be addressed in future health education and promotion 
initiatives (Brooks et al., 2019). Healthcare professionals should find 
ways to negotiate between immigrant's cultural beliefs and medical 
concepts about the screening of diseases. Healthcare professionals 
must correct their wrong concepts with proper justifications and com-
mon examples (Aroni & Gupta, 2018). The availability of female health-
care providers for female patients to address the barriers relating to 
gender and modesty considerations is also highly recommended (Salma 
et al., 2020). Furthermore, self- medication practices must be examined 
with regards to how people apply social and informational resources, 
perceptions of medicine functioning and concerns about medicine's 
side effects in determining their use (Abate & Chandalia, 2001).

Understanding high- risk behaviours are one of the key strate-
gies to address the rise in chronic diseases. This study presents a 
three- factor conceptual model, comprised of cost, culture and cir-
cumstances (3C). This model maps the relationship between re-
ported enablers and barriers associated with health behaviours 
and overall health outcomes. The proposed model reflects results 
from this study and prior studies of immigrant groups. Most of the 
findings are consistent with previous studies in which South Asian 
immigrants, regardless of their age, gender and geographic regions, 
experienced barriers to healthy choices and healthcare utilisation 
in the host countries (Daniel & Wilbur, 2011). Culturally oriented, 
and socially adjustable health, diet and exercise education can help, 
motivate and encourage immigrants for changing their unhealthy 
choices. Strategies and policies for encouraging South Asians to 
adopt healthy behaviours can be more helpful if they are designed 
according to their sociocultural opportunities and norms.

The findings and framework of this study are inspired by so-
cioecological models and seek to create change on various levels, 
for example by decreasing the environmental barriers for individ-
uals as well as modifying the social norms within a community. The 
overall effect of different barriers magnifies the need for a systemic 
conceptualisation of the context and its parts. 3C framework can 
provide a roadmap for further conceptual development of multi-
level culturally situated interventions as vehicles for long- range and 
maximum- support community impact.

4.1  |  Limitations and strength

The complexities of researching ethnic groups are documented 
with challenges around recruitment and understanding cultural val-
ues (Jepson et al., 2012). Having a South Asian researcher who was 
linked to networks ensured that we were able to access a wide range 
of participants from all South Asian countries. This study only gath-
ered data from first- generation immigrants, and we were unable to 
compare the differences between first-  and second- generation im-
migrants. The FGDs were conducted in English because it was not 
possible to conduct FGDs in native languages of South Asian immi-
grant participants who use one of 100 languages other than English. 



10  |    NISAR et Al.

Thus, we acknowledge that the FGD participants may represent only 
English- speaking segment of the South Asian immigrants, living in 
Australia. This study finding is therefore not generalisable to all South 
Asian immigrants in Australia. The main strength of this study was 
to provide in- depth information on major barriers and facilitators of 
health behaviours and healthcare access among South Asian immi-
grants. This study has male and female participation from all countries 
of the South Asian region, which can provide generalised results.

4.2  |  Implications of the study

This study underscores the importance of providing clear, cost- 
effective and culturally sensitive education regarding the risks of 
chronic diseases. Initiating culturally and linguistically appropriate 
health promotion programmes for individuals and families can ef-
fectively address different barriers to a healthy lifestyle. Cultural 
competency and intercultural communication training of health-
care providers can also be imperative for understanding barriers to 
healthy behavioural choices. Community centres can be used to not 
only develop preventive health messages but to also help guide newly 
diagnosed patients about where and how to seek treatment and sup-
port to prevent complications. Interventions around health behav-
iours will also need to develop strategies to challenge misinformation, 
particularly around cultural traditions to motivate healthy choices.

Our proposed framework may serve a heuristic function for fur-
ther theoretical clarification and pragmatic guidance for future inter-
ventions in other developed countries. Our proposed 3C framework 
highlights the importance of cost and environment- related health 
behaviours issues among the immigrant population in destination 
countries. This framework can help to understand how culture is 
expressed in the identified health behaviours issues and their treat-
ment. Lastly, this framework can be helpful to provide optimal care 
pragmatic guidance for the south Asian high- risk immigrant cohorts.

5  |  CONCLUSION

This study demonstrates that cultural beliefs, high costs and social 
circumstances are linked with health behaviours in South Asian immi-
grants. Risk factors need to be understood and addressed within the 
cultural and socioeconomical context of immigrants for better modi-
fication of health behaviours. The findings from this study can inform 
the design and implementation of tailored interventions for the pro-
motion of a healthy lifestyle in South Asian immigrants and reduce 
the health burden on immigrants and therefore the receiving country.
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