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Abstract: This study explored the migration and food experiences of Afghani women refugees residing
in Adelaide, South Australia for 2 years or less. In-depth semi-structured qualitative interviews
were conducted with 10 women between May and September 2017. The data were thematically
analysed, and the Social Determinants of Health Framework was used to discuss the findings. Five key
themes emerged from the data. In the transition country (Iran/Pakistan), respondents experienced (i)
trauma, discrimination and exclusion and (ii) familiar food culture, but food stress. In the destination
country (Adelaide, Australia) respondents experienced (iii) a sense of precariousness, (iv) unfamiliar
food culture and (v) challenges in accessing halal food. Afghani refugees experienced considerable
stressors both in the transition and the final destination country but for different reasons. In the
transition country, stresses related to the lack of social services and support, discrimination, racism
and poverty seemed to have affected their ability to afford food. In Australia stressors pertaining to
socioeconomic, housing and employment precariousness, as well as difficulties in accessing halal
foods were identified as challenges. Furthermore, food stress in Australia was associated with the
cultural appropriateness of food, the complexity of the food system, and the women’s lack of skills and
experiences in navigating the food system. With increasing refugee and immigration flows globally,
it is necessary to acknowledge how food and social determinants intersect for refugee immigrants to
ensure positive health outcomes.
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1. Introduction

According to the United Nations High Commission for Refugees (UNHCR) the number of people
worldwide who have been forcibly displaced from their homes has reached 71.44 million. This is an
increase of 2.9 million since 2016 and is the result of civil war, invasion, persecution and violence [1].
A refugee is a person who is outside their own country and is unable or unwilling to return due to a
well-founded fear of being persecuted because of their race, religion, nationality, membership of a
particular social group or political opinion [2].

Australia receives more than 12,000 entrants yearly as refugees from conflict zones around the
world through its humanitarian program with currently just over 92,000 people classified as either
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refugees or asylum seekers [3]. During the past decade there has been a sharp increase in the number of
Afghani people migrating to Australia, so that they are now one of the fastest growing refugee groups
in the country. According to the 2016 Australian Bureau of Statistics (ABS) census, there are 53,082
Afghani refugees or people claiming Afghan ancestry living in Australia, an increase from just under
28,597 recorded in the 2011 ABS Census [4]. The 2016 Census indicates around 12% of humanitarian
visas were assigned to people from Afghanistan within the previous census time frame [5].

Factors underpinning the level of Afghani migration to Australia include the on-going civil
war with the Taliban as well as drought [6,7]. While the majority have settled in Victoria, in 2018,
South Australia was home to 5860 people of Afghani ancestry, the majority of whom were refugees [8].
Many of these refugees were subjected to trauma, including prolonged periods of deprivation, the loss
of loved ones in violent circumstances or a hazardous escape from their homeland to their first
destination of refuge. Afghani refugees to Australia, typically migrate via countries such as Iran and
Pakistan, and may well have come via boat. The amount of time spent in these transition countries
varies and can be as long as several years, while awaiting processing or illegal transfer to Australia.
For example, in 2013–2014 Afghani refugees designated as Irregular Maritime Arrivals were in the top
three countries applying for refugee status.

Once in Australia, Afghani refugees are often economically vulnerable as a result of their visa
status. These refugees are on a temporary as opposed to a full humanitarian permanent protection
visa and are denied access to the full range of social security service [9]. They receive a reduced social
security payment set at 89% of the rate for Australian born unemployed citizens and they may also
find it difficult to gain employment due to language difficulties [9].

The annual income for Afghani refugees on humanitarian visas in 2014 was $27,000, while the
average Australian-born income at that time was $46,000 [10]. Refugees constitute the most economically
disadvantaged migrant group and are a socially excluded segment of the Australian population,
suffering poor health, including limited access to and utilisation of healthcare [11].

Migration also impacts on dietary patterns, eating habits and health [12]. Food habits play a central
role in cultural identity and are stable and enduring [13]. After migration to a new culture, changes to
food habits may occur and are termed dietary acculturation. Dietary acculturation defined as “when
members of a migrating group adopt the eating patterns/food choices of their new environment” [14]
is not a linear process but complex and dynamic [15]. Aspects of dietary acculturation can include
food neophobia, that is the rejection of foods that are unknown [16] as well as negative health effects
over time as a result of increased consumption of energy dense foods [17,18].

Refugees arriving in Australia encounter a new living and food environment that differs
considerably from their home country and what they experienced in the transition country. The
impact of migration on food amongst refugees, manifests in a variety of ways depending on the time
elapsed since the arrival in Australia. There are many factors which influence refugees’ ability to
establish healthy eating patterns such as low income due to unemployment, limited English language
proficiency, lack of familiar food, transport difficulties, shopping practices and cooking methods [19].

The health of refugees and asylum seekers is known to be poorer than that of host populations,
however, most public health studies have focused on mental and maternal and reproductive health [20].
Refugees and asylum seekers also show higher rates of physical health problems from infectious
diseases and chronic non-communicable diseases [11]. This places them in a position of health inequity
early in their resettlement. Social determinants such as unemployment, unsatisfactory accommodation
and inability to speak the host country language well, add to this health inequity [21].

There is scant Australian literature on the food experiences of Afghani refugees and several
studies have identified food insecurity in recently resettled refugees. (from Africa, Asia, Middle
East, Europe and the former Yugoslavia) in Sydney, Melbourne and Perth [19,22,23]. Other studies
have examined eating habits and dietary acculturation more generally among migrants to Australia,
identifying both the coexistence of traditional diets along with a shift in dietary patterns to incorporate
some processed foods such as soft drinks, crisps, and fast foods into their diets [15,17]. Some dietary
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acculturation studies focus on food habits after many years [12,24], with other studies focusing on
food habits in the early phases (≈2 years) after migration [15,19,22]. Early phase dietary acculturation
is important because specific challenges may exist that are not evident in latter phases such as lack of
available familiar food and maintaining attachment to traditional food [15,19]. Focusing on the early
stages of dietary acculturation may highlight important aspects of how new food habits develop in the
adjustment journey for Afghan migrants to Australia.

To the authors’ knowledge, there are no Australian studies examining the food experiences of
Afghani refugees in both the transition and the final destination countries. The purpose of this paper
is to explore the migration journey and food experiences of Afghani women refugees (now resident
in Adelaide) in both their transition and final destination countries. It is well known that the social
environment in which people live has a profound effect on their health and wellbeing and this in turn
is shaped by the distribution of power, money and other resources in society [25]. In the context of
the migration experience specifically, social determinants such as income, education, conditions of
employment and social exclusion act together in a powerful way to impact negatively on the health
of individuals and communities [21,26]. The International Organisation for Migration argues that
migration per se, can be considered a determinant of health in both the transition and final destination
countries [27]. The concept of the Social Determinants of Health (SDOH) was chosen as a lens to help
understand the various social determinants which affect Afghani migrants and their access to food
because it embraces a broad view of health including the underlying and interconnected influences.

2. Study Design

A qualitative study employing face-to-face in-depth semi-structured interviews was conducted
with 10 female Afghani refugees in Adelaide. Several assumptions underpin qualitative research
including that the human world is created through interactions and therefore interpretive research
seeks to understand deeply these interactions [28]; meanings and understandings attached to social
interactions and phenomena are important because they provide rationales and justification for
behaviour [29,30]; and truth is the lived experience of reality and is always subjective [29,30]. Young
women were selected for interviews since they tend to take on the primary role in the family in terms
of food acquisition and preparation. The inclusion criteria were Afghani female refugees who lived in
Australia for 2 years or less. The target of 2 years immigration had been used in previous research
to signify relatively new immigrant status [31]. It can be assumed that relatively new immigrants
would experience considerable acculturation stress [32]. This will also ensure participants could
accurately recall their food and life experiences in the first destination and the changes that followed.
This study related to a larger international quantitative study investigating the experiences of food
insecurity amongst Afghani refugees in Saskatchewan (Canada), Bern (Switzerland) and Adelaide
(Australia) [33].

2.1. Recruitment

Recruitment employed snowball sampling and involved varied strategies with numerous
organisations who work with refugees. A number of consultations with community leaders were
undertaken, through the Middle Eastern Communities Council of South Australia, in order for
them to understand the benefit of the study for their members and ultimately to endorse it. Once
endorsed, several locally based organizations were approached, including educational and multicultural
organizations working with young refugee people, and adult English learning institutions in a locality
with a relatively high refugee population. Use of such adapted snowball sampling techniques as well as
culturally sensitive approaches is effective and efficient in recruiting vulnerable populations [34]. After
obtaining approval from these organisations, project information sessions were conducted in-house.
The organisations then distributed flyers for relevant staff and clients. Interested participants then
contacted the principal investigator (F.K.) and a study information sheet was provided. Consenting
participants were interviewed at a convenient time and place such as a private space in the local library.



Int. J. Environ. Res. Public Health 2020, 17, 1379 4 of 16

2.2. Data Collection

Research in English-speaking countries involving non-English speaking communities is
increasing [35] and this is the case in Australia as researchers engage participants from multicultural and
emerging communities. Interviews were conducted from May to September 2017 in the participants’
native language, Dari, by the principal investigator (F.K.) who is bilingual in Farsi/Dari and English.
Whilst participants were offered the interview in either English or Dari, they all opted for Dari since
they claimed that their English was poor. Using a bilingual interviewer who speaks both English and
Dari produced more accurate data from participants who could talk about their experiences in their
own language. Additionally, the bilingual interviewer could interpret meanings of some words in
Dari that could not be translated exactly into English. The literature on the quality of translation in
research suggests that a ‘good’ translation is one that does its job while inscribing in the receiving
language the most relevant equivalent meaning from an original [36]. Further, translation is not a literal
word-to-word process, rather, ‘it suffices to transmit the idea, the figure, the force’ [36]. Interviews
were transcribed and translated into English by the bilingual researcher, and thus external validation
of the transcriptions was not undertaken.

To obtain a comprehensive understanding of views, opinions, experiences and practices of
Afghani refugee families about the challenges of availability, accessibility and sustainability of
accessing nutritious and culturally appropriate food, a set of open-ended questions formed the basis of
the interviews about the social determinants of health in both the transition country and Australia.
Questions were adapted from the original study designed by our collaborators in Canada [33]. The
interviews involved exploring conditions that can expose migrants to increasingly negative health
outcomes including access to health care, education and safe working and living conditions. This also
involved discussions of circumstances surrounding their legal, social, cultural and communication
challenges as well as the settlement experiences in their transition country and in Australia, including
sociocultural, socioeconomic and environmental factors which impact (positively and negatively)
on their perceptions of their food insecurity. Interviews focused on the impact of their previous
experiences in the transition country of residence and their integration into Australian society, as well
as similarities and differences in availability, accessibility and usage of culturally acceptable food. In
qualitative research, the concept of interview ‘data saturation’ is used to help determine the number of
interviews conducted. Data saturation is defined as the point at which ‘no new information or themes
are observed in the data’ [37]. In this study, interviewing continued until the researchers deemed data
saturation had been reached at 10 interviews.

2.3. Ethics Approval

This research was approved by the Flinders University Social and Behavioural Research Ethics
Committee, Approval Number 7251.

2.4. Data Analysis

All interviews were audio-recorded to accurately capture the participant responses. The principal
investigator (F.K.) also kept field notes in order to capture the non-verbal communication and to get an
immediate ‘sense’ of the data emerging from each interview. She first listened to audiotaped interviews
in Dari in order to gain a sense of participants’ core meaning and understandings. Summaries of each
interview were presented to the rest of the research team. Translated quotes were also presented from
the interviews as part of these summaries, or vignettes. These vignettes were then discussed in team
meetings in order to develop an initial coding frame, and to get a sense of the key themes in the data.
Once the research team had a good sense of the data, based on summaries of the audio recordings in
Dari, all interviews were then fully translated into English and transcribed (by F.K.).

We undertook two consequential layers of analysis: open coding and focused coding [38,39]. Data
were primarily coded by F.K., but also cross-coded by K.M. and S.B. to increase analytical rigour. Our
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open coding provided a description of the issues or themes arising from the data, from the perspective
of the participants. This was undertaken throughout the data collection process, and our initial open
coding informed the content of subsequent interviews. Each interview was transcribed directly (after
translation) after the interview so that the data analysis and collection could be compared. The process
of open coding followed the recognised stages: breaking down, examining, comparing, conceptualising
and categorising data [40]. When open coding, words or sections of text were coded using the actual
content used by participants (NVivo codes), or by grouping similar words conceptually.

Focused coding was undertaken by grouping the open codes into larger categories, which is more
directed and selective than open coding, since it explains larger bodies of text by using significant
and/or frequent codes [41]. This process involved an iterative process of slotting each of the initial
open codes into larger categories, based on their ‘semantic fit’ or the ways in which they seemed to be
related to a similar idea or issue. These initial focused codes were large and needed to be reduced over
a number of analytical readings of the codes in order to permit sensible interpretation.

3. Results

Ten women who had been living in Australia for 2 years or less were interviewed between May
and September 2017. The stated length of time women had been living in Adelaide specifically ranged
from 3 months to 2 years. Before coming to Australia, seven women had transitioned via Iran and two
via Pakistan and one woman did not migrate via a transition country. Five key themes and associated
subthemes emerged from the data as shown in Figure 1. In the transition country, these were (i) trauma,
discrimination and exclusion and (ii) familiar food culture, but food stress. In the final destination
country (Adelaide, Australia) these were (iii) precariousness, (iv) an unfamiliar food culture and (v)
challenges and difficulties in accessing halal food.
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Figure 1. Themes and subthemes of Afghani women’s experiences of migration, food and stress
during the migration journey from transition to final destination country. Key: solid orange circles =

main themes in transition countries (Iran or Pakistan), white circles with orange borders = subthemes.
solid blue circles = main themes in destination country (Australia), white circles with blue borders
= subthemes. Uni-directional arrows are used to indicate a subtheme which has arisen from a main
or parent theme. Bi-directional arrows are used to show an inter-relationship between subthemes.
Sub-themes with an asterisk reflect a key social determinant of health which may influence individual
or community health.
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3.1. Trauma, Discrimination and Exclusion (in the Transition Country)

The women interviewed had come to Australia from Afghanistan via transition countries such as
Pakistan or Iran as part of their migration journey. The war in Afghanistan impacted on the safety as
well as, social and economic capacity of interviewees and was the reason for emigration and to seek for
better life opportunities. For example, some participants noted Kabul was too dangerous for work, or
to engage in social or education activities.

P5: We lived in rural area in Kabul and I was only able to do my education up to primary since I did
not have any facilities with transportation to the school . . . Kabul was very unsafe place and always a
war zone.

In transition countries, interviewees reported living in poorer areas in close proximity with other
refugees from their country to provide a sense of connection and safety, yet exposure to violence and
trauma also occurred.

P7: . . . Our community get attacked by Pakistani people. I remember when I was 13 and we lived in a
rural area and there was a blast and many people from my community got killed . . .

P4: Yeah, we lived in one of the dangerous areas of Pakistan which has been targeted for 15 years by
the Taliban. We had a blast next to our land and it killed more than a hundred people at time. We had
seen a lot of body parts and everything just came into our house. It was that close. So that why we
thought that, no, we cannot live here anymore now, and we cannot go back to Afghanistan as well
because the situation there is even worse, so we decided to move to Australia.

Discrimination on the basis of refugee status, gender, race or religion was reported by some
interviewees in their transition country. One interviewee believed that discrimination occurred because
of the perception that Afghani refugees took away employment opportunities from local Iranian or
Pakistani citizens. Afghani refugees were not eligible to work in the transition country and working
illegally carried significant risks. When work was available it was often unskilled labouring jobs.

P8: The only employment was being a cheap labourer. Even with a university degree, employers
were hesitant to employ us because of the high likelihood of being deported to Afghanistan if the
rules changed.

Access to education in transition countries was limited and if available was crowded,
disproportionally expensive for refugees or required a specific documentation (visa or identity
card), which they did not have.

P10: Because we were Afghani, we had less right than local people and for example for getting
admission for schools there was heaps of bureaucracy work between different department . . . there was
a big discrimination for you as an Afghani refugee. It was really hard to have any hope for your future.
In schools there was a lot of discrimination and they did not want us to progress.

P10: In Iran we studied in a public school for a while then they had a rule and removed us from public
school, and we had to go to private schooling which was very expensive.

Health care access in transition countries was limited, expensive i.e., they were often charged
higher fees than locals, and health insurance was not an option.

P7: We did not have access to health services in our place and we had to travel to the next town and
they would charge us more than the locals and we could not afford that.
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3.2. Familiar Food Culture, but Food Stress (in the Transition Country)

The cultural similarities and familiarity of foods between the transition country (Iran) and
Afghanistan was noted by several interviewees. Both countries had similar cuisines and religious
traditions, for example the adherence to halal foods. The familiar food culture made it easier for
some women and their families to find and purchase recognised ingredients and adapt to transition
country life.

P3: There was not much difference between Afghani and Iranian cuisine so my parents were able to
adapt very easily.

P8: Food in Iran was healthy and had good quality. It was very similar to our own traditional foods.

However, despite the alignment of food culture in the transition country, the experience of financial
insecurity due to unemployment and the higher costs of living or studying had a flow-on effect to
food. Staple food items such as meat, lentils and fruit were expensive and meal preparation became
restricted and repetitive based on a limited variety of ingredients. The cost of red meat was out of
reach or only small amounts were purchased monthly. Low income also imposed restrictions on access
to transport with respect to food shopping.

P10: Food in Iran was really good since it was a halal food but the only problem was its price which
was not affordable for families like us. Sometimes my dad did not get his salary on-time and my mother
had to make a lot of compromises to her cooking ingredients. We could not afford red meat specially
most of the times.

P4: We didn’t eat meat that much because meat was too expensive for us [in Pakistan]. Even the
people used to say that lentil is the cheapest food that anyone can afford, but even the price of lentil
have become so high that it was above the pay of a person . . . So, we never could not afford it.

Over time a compromised diet impacted on some interviewees’ health with deficiencies diagnosed
as P3 explains “whenever we go to a GP, we diagnosed with calcium and iron deficiencies”.

3.3. Precariousness (in Australia)

Despite being safe and settled in Australia, and having access to government support for health,
housing and education, some women and their families were struggling. A sense of precariousness
was mainly experienced in terms of sufficient money, access to affordable, suitable and secure housing
and gaining secure employment with limited English proficiency. Many respondents were keen to
take up study opportunities in order to retrain with the view of achieving financial independence and
owning their own home.

P10: Finding an employment for us is also challenging considering we do not have local experiences
and fluency in English.

P4: Still I don’t have a job. I am talking to the job seeker to try and get me a part time job, but because
of my studies they are getting so much tougher and it is fulltime, so it was not possible and the job
offering me was to do work in a pork factory, so we are not comfortable with it.

P4: I want to support my family. Now we are living in a rent house, so we need to buy house, that’s
why I need to have a job for that.

Without employment, some interviewees relied on extended family members or in-laws for
additional support. Those on government welfare payments from Centrelink struggled with the cost
of rental housing and other living expenses with government payment levels deemed inadequate for
“living a good life”.
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P2: My husband and I could not survive on Centrelink money without the support of my father-in
law and could not afford to rent a place to live.

P4: Over here most problems I have faced was driving. It was too difficult for me to get a driving
license because we have to pay a lot for every license that we have to get. The driving test we must pay
is too much, because I failed my first driving test, it was $250.

Access to rental housing was also tenuous because of mistrust by landlords about their ability to
meet the rental payments whilst living on government welfare

P1: In Australia we have difficulty finding a place to rent for several reasons. First, we are a big family
and second, our family relies on Centrelink payment and landlords are not trusting us that we can
afford their rent.

There were mixed views on how financial precariousness (resulting from being on government
assistance payments), impacted on food. For some interviewees the high level of food affordability in
Australia was noted compared to Iran, despite a reliance on government welfare payments.

P10: In Iran if we can afford cheese or butter for our breakfast we felt that we eating like a rich people
but in here we can afford to eat variety of things for example egg, jam, milk, walnut, honey all in one
meal which is amazing.

P6: I live with my cousin and rely on government money to live. I can afford food shopping, but I
cannot afford other shopping like clothes etc.

Additionally, for others,

P1: Now that we are not living in governmental house, the rent and bills is taking up most of money
and we need to watch how we spend leftover money on food and we will buy food in bulk to save some
money or we will only shop at cheap markets such as Sunday market.

P7: Support for refugees to find good quality cheap food is really important as they might pay for their
house, bills and education and or as an elder son they are supporting the whole family, this will leave
small budget for the food.

Only one woman spoke of coping with episodes of running short of food—in Pakistan neighbours
helped, but in Australia, she relied on friends.

P7: In Pakistan if we run out of a food, we will ask our neighbours because neighbours there are in
relationship but here in Australia this is not possible. Here I made a lot of friends and I will ask them
if I need.

3.4. An Unfamiliar Food Culture (in Australia)

Lack of familiarity with food in Australia was a common experience and was at odds with their
experience of food in the transition country, which was halal, and hence familiar. In Australia, the
limited availability of traditional foods or products, the taste of food and uncertainty about new foods
or cuisines were often mentioned. In particular the food in Australia was consistently described as
“tasteless”:

P5: When I came to Australia two years ago, food was tasteless, and I even do not like the taste of
water here but later on I got used to it.

P2: Chicken here is tasteless, and I don’t like that taste of dairy and egg either here and I would not eat them.

Traditional Afghani cuisine was preferred over other types of food or cuisines available such as
Italian or Japanese as they were seen as more desirable, tastier and more filling.
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P10: I have not tasted Australian food . . . but my sister once has tried Sushi and she could not eat it as
its odour is like a raw fish which is not pleasant for us. I do not know why this food is so popular here.

P9: We eat traditional food here in Australia. I think Australian foods are healthier, but I would prefer
our own food as it is tastier.

Consequently, many women preferred to maintain a traditional diet in Australia and either ate at
home or in Afghani restaurants. P7 summarised the position of several women succinctly:

P7: I do not know what the Australian food means, and I will eat traditional food most of times . . .

3.5. Challenges in Accessing Halal Food (in Australia)

Many interviewees were highly committed to strictly following the halal dietary component of
their religion; however, this also created a degree of stress for them in finding appropriate foods locally.

P3: One of my biggest concern over coming to Australia was that I brought up in a very religious
Muslim family and I am very strict about halal food and I had a big stress that how I am going to
maintain it here in Australia.

When shopping in mainstream Australian supermarkets, many women expressed a lack of
confidence and trust in being able to know which food products contained halal ingredients. Reading
and understanding food labels was challenging with their limited English proficiency. Considerable
effort and vigilance were required to “check everything” in order to ensure adherence to halal foods.
This was a source of anxiety and was also time-consuming.

P4: Even in the vegetables, they say ham flavour, so we have to check everything.

For many women the only trusted source of familiar ingredients and halal foods were Afghani
or Iranian specialty shops. These shops could be a considerable distance away from their home and
transport was sometimes an issue.

P10: We were lucky to live in a suburb (Prospect) close to Afghani shops and bakeries which have
halal foods, but I have friends that they have to travel a long way from Salisbury or Elizabeth to come
to shop at these places.

P9: In Australia we need to buy food that we can eat that is why we would only shop from Iranian or
Afghani shops. We will eat out once a week only at Afghani restaurants.

Most interviewees described a dualism in their food procurement, that is they shopped at trusted
small Afghani stores for specific halal foods or traditional ingredients as well as at major supermarket
chains to make savings. For some women, it was ‘risky’ to shop at supermarkets, so they only shopped
there to buy household cleaning items, as P10 explains:

I would not shop from Australian shops as they are less likely to have halal food and I only buy tissue or
washing liquids (from supermarket).

Other women had adapted and learnt to shop in major supermarket chains for halal foods. They
did this by relying on friends, using a mobile phone App or looking for a specific code on the product
label which indicated it was halal.

P10: My friends from Afghanistan mainly and I have an App that you can upload your food and you
can get ideas about which food you can make for your next meal.

P3: I always worry when I do not shop from Afghani supermarkets and I will check all the ingredients
specially for gelatine and alcohol. I still cannot trust foods here that they are halal. I have heard that if
they have a code it means that it is not halal.
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The lack of confidence and trust in accessing halal foods also extended to eating out in local
restaurants other than Afghani or Iranian. This was a new phenomenon for some women and was
different to their experience in Iran, where eating out was possible due to the similar food cultures
which afforded them some “peace of mind”. Consequently, many women and their families only ate
out in Afghani restaurants and there was a recognition that as they got busier with life in Australia,
they tended to eat out (in Afghani restaurants) more often.

P7: Whenever I go to a restaurant for example Chinese restaurant, I am not comfortable and if I ask
about halal food, normally they have no idea and they will get really confused.

P1: We cannot eat in most restaurants as their food contains alcohol but in Iran, we had peace of mind
when we shop or we eat outside.

4. Discussion

The aim of this paper was to explore the migration journey and food experiences of Afghani
women refugees in both their transition country (Iran or Pakistan) and in Australia. Five themes
emerged from the interviews; (i) trauma, discrimination and exclusion, (ii) culturally familiar food,
but food stress (in the transition country, Iran or Pakistan), (iii) precariousness, (iv) unfamiliar food
culture and (v) challenges accessing halal food (in the final destination country, Australia). The findings
indicate that in both the transition and destination countries, participants experienced challenges in
meeting their food needs which resulted from a wide range of personal, social and environmental
determinants that prevailed during their migration journey. Stress associated with accessing food
was evident in both transition and destination countries and occurred primarily as a consequence of
poverty and exclusion from the labour market.

4.1. The Transition Country Experience

In the transition country, the women and their families faced considerable poverty, discrimination
and a sense of insecurity, factors that are recognised to have negative impact on both mental and
physical health outcomes [19,42,43]. Discrimination in particular, is one of the stressors, for which
when uncontrolled and unpredictable—similar to what these women would have experienced in
transition countries—is significantly harmful to health outcomes, such as high blood pressure [44,45].
Discrimination as one of the social determinants of health, influences the socioeconomic opportunities
for population groups as well as the quality of services they would access [46].

The experience of poverty was underpinned by being excluded from the ability to work
professionally in the transition country as a condition of their refugee status. Some family members
accepted precarious employment for example, unskilled jobs to earn cash, however they risked
contravening the conditions on which refugee status was conferred and subsequent repercussions.
Social exclusion such as being excluded from employment opportunities, access to health care and
education was evident in the data and are key social determinants of health. Unemployment and
precarious employment have a strong impact on physical and mental health and wellbeing such as
poor quality of life, risk of occupational injuries, especially for vulnerable young people [47]. The
SDoH recognises poor access to employment opportunities, low levels of education and poverty as
significant determinants of health [43]. Access to affordable education and healthcare was also difficult
due to poverty and discriminatory practices that required refugees to pay higher fees for services.

Despite the similarities in participants’ food cultures between the country of origin and in
the transition country, financial poverty contributed to food insecurity and consequently poorer
nutrition [48,49]. Various vitamin deficiencies are commonly found amongst refugees upon arrival in
the final destination country [50]. A recent study of newly arrived refugees to Sydney, three quarters of
whom were from the Middle East, found women had less anaemia than other refugees but higher levels
of Vitamin D deficiency [51]. Living in poverty resulted in a degree of food insecurity, which occurs
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when there is discrepancy between the cost of healthy food relative to household income, but is not
related to food access [52].

4.2. The Australian Experience

In Australia, women found foods were unfamiliar, and they experienced anxiety in finding halal
foods. This is not surprising, as the cultural construction of food has been noted to influence migrants’
access to food in the final destination countries [24]. For new migrants and refugees, a combination of
factors, including difficulty finding familiar foods and learning to eat unfamiliar foods, are recognised
as important determinants that influence their health [19,53]. In spite of receiving some government
welfare payment, a small number of Afghani women experienced financial pressures and concomitant
food stress that had some similarities to their experiences in the transition country. In this respect,
the experience of refugees is not dissimilar to other households reliant on welfare, who are known to
experience food stress [52] and are more likely to experience food insecurity [54].

On arrival in Australia, Afghani women had difficulty in accessing familiar food, reported
housing precariousness and many strived to achieve financial independence with the view to home
ownership. This is not surprising given employment, housing and sense of belonging are important
social determinants of health [43], and necessary in achieving a healthy settlement [55]. The lack
of, or the perception of lack of these, could continue to be stressors in Afghani refugees’ lives in
Australia, contributing to a vicious cycle of poor socioeconomic status and poor health outcomes for
these migrants, their families and communities. These findings support other studies where similar
themed patterns have emerged, with new migrants preferring to maintain their food practices and
behaviours [17], but are challenged to do this given they are unfamiliar with not only the food, but other
social factors and systems in their final destination country [55,56].

Adaptation to new food patterns by new migrants depends on their ethnic/cultural background,
the foundation and strengths of their religion and ideologies and the extent to which they want/need to
adapt food from the new environment [24,57]. The experiences of poverty, food stress and anxiety about
accessing halal food in Australia reinforced a sense of precariousness in Afghani refugee women’s lives.
The challenges in accessing halal foods in Adelaide was a key finding as it created some anxiety, as has
been identified in a study on trust in food labelling in Australia [58]. Halal food refers to foods derived
from animals slaughtered and prepared according to Islamic slaughter rituals [59] and is central to
Muslim self-identity. A theoretical framework to explore the drivers of consumption of halal foods in
non-Muslim majority countries has been proposed by Mumuni et al. (2018) [59]. They found that an
insistence on religiously motivated behaviour is a strong predictor of consumers’ willingness to exert
effort towards an insistence on halal food.

In the current study, concerns about the authenticity of halal foods available in Adelaide
supermarkets resulted in many participants limiting their food procurement to mainly small Afghani
specialist shops. This is consistent with other studies in non-Muslim majority countries such as the
UK and Belgium [60,61] and a study in Australia [58]. A UK study found that whilst the majority
of UK Muslims considered halal meat sold from major supermarkets was more hygienic and better
quality than meat from local butchers, they were unlikely to shop at supermarkets due to a lack of
trust in the authenticity of the halal products. Given the evidence from similar studies elsewhere [58],
it is reasonable to hypothesise that improving trust in the authenticity of halal food would have an
influence in minimising the complexities of food access in the current study participants.

Notably in our study, a few women utilised a mobile phone app to check the authenticity of
supermarket halal foods. The halal food market is a rapidly growing global business and Australian
smart phone apps such as Halal Advisor are assisting Muslim consumers to verify halal food in
supermarkets and locate appropriate food in cafes and restaurants [62,63]. However, this was not
the case for all Afghani women. Additionally, although Australia provides opportunity to eat out
with families in a wide range of eateries, for Afghani women, this was limited to Afghani restaurants,
where they trusted the food would be halal, reiterating that food is socioculturally and religiously
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constructed [24,59]. While public health approaches encourage the retention of traditional diets to
minimise consumption of energy dense highly processed foods, in order to continue the ‘healthy
migrants effects’, it is also advantageous for migrants to adapt to local foods in order to achieve a
healthy settlement [19,53].

4.3. Study Strengths and Limitations

This paper is the first Australian work reporting specifically on the food experiences of Afghani
women, both in their transition country as well as the destination. The major strength of this study is
that it provided a comprehensive synopsis of the various social determinants of health affecting food
and life experiences of this cohort in the transition country and in Australia.

Scant research investigating the food experiences of refugees arriving in Australia exists, and as
such these findings are limited to the experiences of Afghani women living in Adelaide who participated
in the study. Only 10 women were interviewed, and this does limit the extent to which we can apply
findings more broadly. However, as noted saturation was achieved and is the usual criteria in defence
of small numbers of participants. Closely aligned with this was the process used to generate themes.
This was done from the beginning of the interview process so that emerging themes could be checked
out with subsequent participants [64] thus confirming the point of saturation.

The participants in this study were young, recently arrived women; some had permanent
humanitarian visa’s and the rest were sponsored by their spouse. This has probably influenced both the
level of government support received, as well as the level of resident family support and consequently
their life and food experiences in Australia. Refugees arriving on temporary visas will have different
experiences due to the different visa specific entitlements. Our cohort represents a specific group of
refugees which is homogenous. However, their experiences do not represent all Afghan refugees
including males, those of different ages and visa types, as well as individuals with different lengths
of stay. Nevertheless, the overall internal validity of this study appears to be strong which suggests
the results are reliable and therefore of practical use for understanding and developing appropriate
supports for dietary acculturation in a new country.

Further research could focus on (i) a larger, more demographically diverse (e.g., age, gender,
education level and length of time in Australia), sample of Afghan migrant women to see if the findings
change greatly, and (ii) the food experiences of the Afghan refugees who settle in other countries,
where cultural difference may be smaller.

A methodological strength of this work was the use of a native Farsi speaker. This was crucial to
foster engagement by building trust, rapport and seeking the endorsement of local community leaders,
promoting recruitment and conducting culturally appropriate interviews and eliciting quality data.
Further research validating the lived food experiences of Afghani women, their coping strategies and
investigating pathways out of poverty are warranted. Further research is needed to identify further
ways to support people to engage and trust the local food system.

5. Conclusions

This study highlighted the ways in which Afghani women described the stress associated with
food access and provisioning during the migration and settlement challenges. The ability of Afghani
migrants to maintain their cultural foods and for a healthy settlement of their families was affected
by structural factors such as poverty and poor employment opportunities in Australia. Structural
and physical barriers to accessing cultural foods existed, notwithstanding relief provided by specialty
shops and restaurants around Adelaide established by earlier settlers from Afghanistan. More needs
to be done to improve the compliance of the food supply to halal requirements, so that consumer
information to new immigrants is easily accessible and trustworthy. As the numbers of Afghani
refugees is increasing in Australia, it is necessary to address social determinants by increasing pathways
to employment and finance acquisition opportunities to alleviate poverty. The research demonstrates
that while food stress was experienced in both the transition and country of destination, and in both
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cases was the result of poverty, there are variations in how the social determinants of food stress play
out. In transition countries poverty is aligned with racism and lack of access to services, while in
Australia while access to social services is assured, there are still difficulties in accessing appropriate
food and problems with language, housing and employment. The first has its origins in racism,
the second in significant cultural and religious differences. Different structural, cultural and political
factors come into play across both countries requiring the women to learn and re-learn how to manage
the provision of food. This suggests that policy makers and health advocates need to understand
the nuances, not just of food choices, but those determinants of health peculiar to the migrant or
refugee’s situations.

Author Contributions: F.K.—Data collection, preliminary analysis and writing of paper and theoretical
contribution; K.M.—Conceptualisation of study, Funding, preliminary analysis and writing of paper;
E.W.—Conceptualisation of study, Funding, preliminary analysis and writing of paper; L.M.—Conceptualisation
of study, preliminary analysis and writing of paper and theoretical contribution; S.B.—Conceptualisation of study,
major role in thematic analysis and management of writing team and theoretical contribution on food security;
P.W.—Conceptualisation of study, analysis of data, writing of paper and theoretical contribution. All authors have
read and agreed to the published version of the manuscript.

Funding: The authors would like to gratefully acknowledge funding support by the University of Saskatchewan,
Canada as part of a larger research grant they received from the Social Sciences and Humanities Research Council
of Canada (346675 (Fund# 418151)).

Conflicts of Interest: The authors declare no conflicts of interest.

References

1. Australian Refugee Council. UNHCR Global Trends 2017—How Australia Compares with the World. 2018.
Available online: https://www.refugeecouncil.org.au/global-trends-2017/ (accessed on 11 March 2019).

2. United Nations High Commission for Refugees. Figures at a Glance. 2019. Available online: https:
//www.unhcr.org/en-au/figures-at-a-glance.html (accessed on 11 March 2019).

3. United Nations High Commission for Refugees. UNHRC Statistics: The World Numbers 2017. 2019.
Available online: http://popstats.unhcr.org/en/overview#_ga=2.62464292.908401948.1552272050-2146327032.
1552272050 (accessed on 11 March 2019).

4. Australian Government: Department of Immigration and Citizenship. Community Information
Summary-Afghanistan-Born. 2014. Available online: https://www.dss.gov.au/sites/default/files/documents/
02_2014/afghanistan.pdf (accessed on 11 March 2019).

5. Australian Bureau of Statistics. Understanding Migrant Outcomes—Insights from the Australian Census
and Migrants Integrated Dataset, Australia, 2016. 2018. Available online: https://www.abs.gov.au/ausstats/
abs@.nsf/PrimaryMainFeatures/3417.0?OpenDocument (accessed on 18 July 2018).

6. Koser, K.; Marsden, P. Migration and Displacement Impacts of Afghan Transitions in 2014: Implications for Australia;
Migration Research Program Occasional Paper Series 03; Australian Capital Territory: Canberra, Australia;
Department of Immigration and Border Protection: Belconnen, Australia, 2013.

7. Southern Migrant and Refugee Centre. Afghani Community Profile—Older People. 2015. Available
online: https://smrc.org.au/wp-content/uploads/2018/06/cultural-profile-for-afghani-seniors.pdf (accessed
on 30 October 2019).

8. UNHCR. Global Trends: Forced Displacement in 2016; UNHCR: Geneva, Switzerland, 2017.
9. Australian Human Rights Commission. Questions and Answers about Australian Refugees and Asylum

Seekers. 2019. Available online: www.humanrights.gov.au/publications/questions-and-answers-abuot-
refugees-asylum-seekers#q9 (accessed on 29 October 2019).

10. Australian Bureau of Statistics. Personal Income of Migrants, Australia 2013–2014. 2017. Available
online: https://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/3418.02013-14?OpenDocument (accessed
on 4 November 2019).

11. Hadgekiss, E.; Renzaho, A. The physical health status, service utilization and barriers to access care for
asylum seekers residing in the community: A systematic review of the literature. Aust. Health Rev. 2014, 38,
142–159. [CrossRef]

https://www.refugeecouncil.org.au/global-trends-2017/
https://www.unhcr.org/en-au/figures-at-a-glance.html
https://www.unhcr.org/en-au/figures-at-a-glance.html
http://popstats.unhcr.org/en/overview#_ga=2.62464292.908401948.1552272050-2146327032.1552272050
http://popstats.unhcr.org/en/overview#_ga=2.62464292.908401948.1552272050-2146327032.1552272050
https://www.dss.gov.au/sites/default/files/documents/02_2014/afghanistan.pdf
https://www.dss.gov.au/sites/default/files/documents/02_2014/afghanistan.pdf
https://www.abs.gov.au/ausstats/abs@.nsf/PrimaryMainFeatures/3417.0?OpenDocument
https://www.abs.gov.au/ausstats/abs@.nsf/PrimaryMainFeatures/3417.0?OpenDocument
https://smrc.org.au/wp-content/uploads/2018/06/cultural-profile-for-afghani-seniors.pdf
www.humanrights.gov.au/publications/questions-and-answers-abuot-refugees-asylum-seekers#q9
www.humanrights.gov.au/publications/questions-and-answers-abuot-refugees-asylum-seekers#q9
https://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/3418.02013-14?OpenDocument
http://dx.doi.org/10.1071/AH13113


Int. J. Environ. Res. Public Health 2020, 17, 1379 14 of 16

12. Popovic-Lipovac, A.; Strasser, B. A review on the changes in food habits among immigrant women and
implications for health. J. Immigr. Minor. Health 2013, 17, 582–590. [CrossRef] [PubMed]

13. Hall, J. Food and dietary requirements for international students. J. Int. Educ. 1995, 6, 53–60.
14. Satia-Abouta, J. Dietary Acculturation: Definition, process, assessmetn and implications. Int. J. Hum. Ecol.

2003, 4, 71–86.
15. Thomson, L.; McFeeter, J. What’s for Dinner? An Exploration of Changes in Eating Habits and Dietary Acculturation

among Migrants New to Australia; AMES Australia: Melbourne, Australia, 2019.
16. Dovey, M.T.; Staples, P.A.; Gibson, E.E.; Halford, J.C.G. Food neophobia and picky/fussy eating in children:

A review. Appetite 2008, 50, 181–193. [CrossRef] [PubMed]
17. Burns, C. Effect of migration on food habits of Somali women living as refugees in Australia. Ecol. Food Nutr.

2004, 2, 213–229. [CrossRef]
18. Rabinowska, M. The ritualisation of food, home and national identity among Polish migrants in London.

Soc. Identities 2010, 16, 377–398. [CrossRef]
19. Southcomb, F. Feeding the Family in an Unfamiliar Environment: Food Security among Recently Resettled Refugees;

New South Wales Refugee Service: Newtown, Australia, 2019.
20. Bradby, H.; Humphries, R.; Newall, D.; Phillimore, J. Public Health Aspects of Migrant Health: A Review of the

Evidence on Health Status for Refugees and Asylum Seekers in the European Region; Health Evidence Networks
Synthesis Report 44; WHO: Geneva, Switzerland, 2015.

21. Campbell, K.D.; Mann, K.D.; Moffatt, S.; Dave, M.S.; Pearce, S. Social determinants of emotional well-being
in new refugees in the UK. Public Health 2018, 164, 72–81. [CrossRef]

22. Gallegos, D.; Ellies, P.; Wright, J. Still there’s no food! Food insecurity in a refugee population in Perth,
Western Australia. Nutr. Diet. 2008, 65, 78–83. [CrossRef]

23. McKay, F.; Dunn, M. Food security among asylum seekers in Melbourne. Aust. N. Z. J. Public Health 2015, 39,
344–349. [CrossRef]

24. Kocturk, T. Food habit changes in a group of immigrant women in Uppsala. Women Health Urban Life 2004, 3,
48–61.

25. Wilkinson, R.; Marmot, M. Social Determinants of Health—The Solid Facts; World Health Organisation:
Copenhagen, Denmark, 2003.

26. Taylor, J.; Lamaro-Haintz, G. Influence of the social determinants of health on access to healthcare services
among refugees in Australia. Aust. J. Prim. Health 2017, 24, 14–28. [CrossRef] [PubMed]

27. Davies, A.A.; Basten, A.; Frattini, C. Migration: A Social Determinant of the Health of Migrants—Background
Paper. 2006. Available online: http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.462.6286&rep=

rep1&type=pdf (accessed on 29 October 2019).
28. Sarantakos, S. Varieties of Social Research; Social Research: London, UK; Palgrave: London, UK, 1998.
29. Liamputtong, P. Qualitative Research Methods; Oxford University Press: Oxford, UK, 2005.
30. Greig, A.; Taylor, M.; MacKay, T. Doing Research with Children; Sage: London, UK, 2007.
31. Tami, S.; Reed, D.; Boylan, M.; Zvonkovic, A. Assessment of the effect of acculturation on dietary and

physical activity behaviors of Arab mothers in Lubbock, Texas. Ethn. Dis. 2012, 22, 192–197. [PubMed]
32. Ayoob, M.; Singh, T.; Jan, M. Length of stay, acculturative stress and health among Kashmiri students in

Central India. Pak. J. Soc. Clin. Psychol. 2011, 9, 11–15.
33. Khakpour, M.; Sadeghi, L.; Jenzer, H.; Martins, S.; Farag, M.; Koc, M.; Garcea, J.; Henry, C.; Engler-Stringer, R.;

Vatanparast, H. The impact of soci-economic and cultural factors on refugee households’ food insecurity:
A snapshot of the food security status of Afghan refugees in Switzerland. FASEB J. 2017, 31 (Suppl. 1),
791–813.

34. Sadler, G.; Lee, H.; Seung-Hwan, R.L.; Fullerton, J. Recruitment of hard to reach population subgroups via
adapatations of the snowball sampling strategy. Nurs. Health Sci. 2010, 12, 369–374. [CrossRef]

35. Temple, B. Being bilingual: Issues for cross-language research. J. Res. Pract. 2006, 2, M2.
36. Derrida, J.; Venuti, L. What is a relevant translation? Crit. Inq. 2001, 27, 174–200. [CrossRef]
37. Guest, G.; Bruce, A.; Johnson, L. How many interviews are enough? An experiment with data saturation

and variability. Field Stud. 2006, 18, 59–82.
38. Glaser, B.; Strauss, A. The Discovery of Grounded Theory: Strategies for Qualitative Research; Aldine Publishing

Company: New York, NY, USA, 1967.

http://dx.doi.org/10.1007/s10903-013-9877-6
http://www.ncbi.nlm.nih.gov/pubmed/23892613
http://dx.doi.org/10.1016/j.appet.2007.09.009
http://www.ncbi.nlm.nih.gov/pubmed/17997196
http://dx.doi.org/10.1080/03670240490447541
http://dx.doi.org/10.1080/13504630.2010.482432
http://dx.doi.org/10.1016/j.puhe.2018.07.022
http://dx.doi.org/10.1111/j.1747-0080.2007.00175.x
http://dx.doi.org/10.1111/1753-6405.12368
http://dx.doi.org/10.1071/PY16147
http://www.ncbi.nlm.nih.gov/pubmed/29232545
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.462.6286&rep=rep1&type=pdf
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.462.6286&rep=rep1&type=pdf
http://www.ncbi.nlm.nih.gov/pubmed/22764642
http://dx.doi.org/10.1111/j.1442-2018.2010.00541.x
http://dx.doi.org/10.1086/449005


Int. J. Environ. Res. Public Health 2020, 17, 1379 15 of 16

39. Strauss, A.; Corbin, J. Basics of Qualitative Grounded Research: Grounded Theory Procedures and Techniques; Sage:
Thousand Oaks, CA, USA, 1990.

40. Strauss, A.L.; Corbin, J. Open Coding. Social Research Methods: A Reader; Seale, C., Ed.; Routledge: London,
UK, 2004.

41. Charmaz, K. Constructing Grounded Theory a Practical Guide Through Qualitative Analysis; Sage: Los Angeles,
CA, USA, 2006.

42. Pascoe, A.E.; Richman, L.S. Perceived discrimination and health: A meta-analytic review. Psychol. Bull. 2009,
135, 531–554. [CrossRef]

43. WHO. Social Determinants of Health. 2018. Available online: http://www.who.int/topics/social_determinants/
en (accessed on 22 July 2019).

44. Kessler, R.C.; Mickelson, K.D.; Williams, D.R. The prevalence, distribution, and mental health correlates of
perceived discrimination in the United States. J. Health Soc. Behav. 1999, 40, 208–230. [CrossRef] [PubMed]

45. Borrell, L.N.; Kiefe, C.I.; Williams, D.R.; Diez-Roux, A.V.; Gordon-Larsen, P. Self-reported health, perceived
racial discrimination, and skin color in African Americans in the CARDIA study. Soc. Sci. Med. 2006, 63,
1415–1427. [CrossRef] [PubMed]

46. Karlsen, S.; Nazroo, J.Y. Relation between racial discrimination, social class and health among ethnic minority
groups. Am. J. Public Health 2002, 92, 624–631. [CrossRef] [PubMed]

47. Wright, A.M.; Dhalimi, A.; Lumley, M.; Jamil, H.; Pole, N.; Arnetz, J.E.; Arnetz, B.B. Unemployment in
Iraqi refugees: The interaction of pre and post-displacement trauma. Scand. J. Psychol. 2016, 57, 564–570.
[CrossRef] [PubMed]

48. Gibney, K.B.; Mihrshahi, S.; Torresi, J.; Marshall, C.; Leder, K.; Briggs, B.A. The profile of health problems in
African immigrants attending an infectious disease unit in Melbourne, Australia. Am. J. Trop. Med. Hyg.
2009, 80, 805–811. [CrossRef] [PubMed]

49. Paxton, G.A.; Sangster, K.J.; Maxwell, E.L.; McBride, C.R.; Drewe, R.H. Post-arrival health screening in Karen
refugees in Australia. PLoS ONE 2012, 7, e38194. [CrossRef]

50. Sheikh, M.; Pal, A.; Wang, S.; MacIntyre, C.R.; Wood, N.J.; Isaacs, D.; Howell, A. The epidemiology of health
conditions of newly arrived refugee children: A review of patients attending a specialist health clinic in
Sydney. J. Pediatr. Child Health 2009, 45, 509–513. [CrossRef] [PubMed]

51. Ngo, C.; Maidment, C.; Atkins, L.; Eagar, S.; Smith, M.M. Blood screen findings in a 2 year cohort of newly
arrived refugees to Sydney, Australia. Public Health Res. Pract. 2018, 28, e2811804. [CrossRef]

52. Ward, P.R.; Verity, F.; Carter, P.; Tsourtos, G.; Coveney, J.; Wong, K.C. Food Stress in Adelaide: The relationship
between low income and the affordability of healthy food. J. Environ. Public Health 2013, 2013, 968078.
[CrossRef]

53. Gallegos, D. Healthy Eating: A Right for All Australians; Diversit-e Health e-Magazine: Paramatta, NSW,
Australia, 2010; Volume 3.

54. Temple, J.; Booth, S.; Pollard, C.M. Social Assistance payments and food insecurity in Australia: Evidence
from the Household Expenditure Survey. Int. J. Environ. Res. Public Health 2019, 16, 455. [CrossRef]

55. Ziersch, A.; Walsh, M.; Due, C.; Dulvesteyn, E. Exploring the relationship between housing and health for
refugees and asylum seekers in South Australia: A qualitative study. Int. J. Environ. Res. Public Health 2017,
14, 1036. [CrossRef] [PubMed]

56. Raphael, D. Social determinants of health: Present status, unanswered questions, and future directions’.
Int. J. Health Serv. 2006, 36, 651–677. [CrossRef] [PubMed]

57. Den Hartog, A.P. Nutrition and migration: Adaptation of food habits and its implications. Ernhrungs Umsch.
1995, 42, 61–66.

58. Nath, J.; Henderson, J.; Coveney, J.; Ward, P.R. Consumer faith. Food Cult. Soc. 2013, 16, 421–436. [CrossRef]
59. Mumuni, A.G.; Veeck, A.; Luqmani, M.; Quraeshi, Z.A. Religious identity, community and religious

minorities’ search efforts for religiously sanctioned food: The case of halal food in non-Muslim majority
markets. Int. J. Consum. Stud. 2018, 42, 586–598. [CrossRef]

60. Ahmed, A. Marketing of halal meat in the United Kingdom: Supermarkets versus local shops. Br. Food J.
2008, 110, 655–670. [CrossRef]

61. Bonne, K.; Verbeke, W. Muslim consumer trust in halal meat status and control in Belgium. Meat Sci. 2008,
79, 113–123. [CrossRef]

http://dx.doi.org/10.1037/a0016059
http://www.who.int/topics/social_determinants/en
http://www.who.int/topics/social_determinants/en
http://dx.doi.org/10.2307/2676349
http://www.ncbi.nlm.nih.gov/pubmed/10513145
http://dx.doi.org/10.1016/j.socscimed.2006.04.008
http://www.ncbi.nlm.nih.gov/pubmed/16750286
http://dx.doi.org/10.2105/AJPH.92.4.624
http://www.ncbi.nlm.nih.gov/pubmed/11919063
http://dx.doi.org/10.1111/sjop.12320
http://www.ncbi.nlm.nih.gov/pubmed/27535348
http://dx.doi.org/10.4269/ajtmh.2009.80.805
http://www.ncbi.nlm.nih.gov/pubmed/19407128
http://dx.doi.org/10.1371/journal.pone.0038194
http://dx.doi.org/10.1111/j.1440-1754.2009.01550.x
http://www.ncbi.nlm.nih.gov/pubmed/19702607
http://dx.doi.org/10.17061/phrp2811804
http://dx.doi.org/10.1155/2013/968078
http://dx.doi.org/10.3390/ijerph16030455
http://dx.doi.org/10.3390/ijerph14091036
http://www.ncbi.nlm.nih.gov/pubmed/28885594
http://dx.doi.org/10.2190/3MW4-1EK3-DGRQ-2CRF
http://www.ncbi.nlm.nih.gov/pubmed/17175840
http://dx.doi.org/10.2752/175174413X13673466711840
http://dx.doi.org/10.1111/ijcs.12423
http://dx.doi.org/10.1108/00070700810887149
http://dx.doi.org/10.1016/j.meatsci.2007.08.007


Int. J. Environ. Res. Public Health 2020, 17, 1379 16 of 16

62. Yahaya, C.K.H.C.K.; Kassim, M.; Bin Mazlan, M.H.; Bakar, Z.A. A framework on halal product recognition
system through smartphone authentication. In Advances in Automation and Robotics, Lecture Notes in Electrical
Engineering; Lee, G., Ed.; Springer: Berlin/Heidelberg, Germany, 2011; Volume 1.

63. Special Broadcasting Service. New Halal Phone App is Helping Aussie Muslims Dine Out. 2019. Available
online: https://www.sbs.com.au/yourlanguage/arabic/en/audiotrack/new-halal-phone-app-helping-aussie-
muslims-dine-out (accessed on 8 May 2019).

64. Vasileiou, K.; Barrett, J.; Thorpe, S.; Young, T. Characterising and justifying sample size sufficiency in
interview-based studies: Systematic analysis of qualitative health research over a 15 year period. BMC Med
Res. Methodol. 2018, 18, 148. [CrossRef]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

https://www.sbs.com.au/yourlanguage/arabic/en/audiotrack/new-halal-phone-app-helping-aussie-muslims-dine-out
https://www.sbs.com.au/yourlanguage/arabic/en/audiotrack/new-halal-phone-app-helping-aussie-muslims-dine-out
http://dx.doi.org/10.1186/s12874-018-0594-7
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Study Design 
	Recruitment 
	Data Collection 
	Ethics Approval 
	Data Analysis 

	Results 
	Trauma, Discrimination and Exclusion (in the Transition Country) 
	Familiar Food Culture, but Food Stress (in the Transition Country) 
	Precariousness (in Australia) 
	An Unfamiliar Food Culture (in Australia) 
	Challenges in Accessing Halal Food (in Australia) 

	Discussion 
	The Transition Country Experience 
	The Australian Experience 
	Study Strengths and Limitations 

	Conclusions 
	References

