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Abstract

Background Non-communicable diseases (NCDs) are on the rise globally, accounting for approximately 71%

of deaths worldwide. This upward trend has also been observed among the increasing population of African immi-
grants residing in Western countries, where health behavior and various sociocultural and socioeconomic factors
contribute to the growing prevalence of NCDs in this group.

Aim This study explored the health behaviors of African immigrants related to NCDs, and the sociocultural and socio-
economic factors influencing these behaviors. The aim is to provide evidence-based insight that can be used

in the development of culturally sensitive interventions in the prevention of NCDs among African immigrants in West-
ern countries.

Method A comprehensive search of relevant literature was done to identify relevant articles using three databases
(MEDLINE, CINAHL, and SCOPUS) between 2022-2024. The systematic review followed the Preferred Reporting Items
for Systematic Reviews and Meta-Analyses (PRISMA) guidelines. Based on the inclusion and exclusion criteria, 11 stud-
ies were included in the final synthesis.

Results The findings showed that African immigrants retain both positive and negative health behaviors after migra-
tion, while also adopting certain behaviors from their host countries that heighten their risk of developing NCDs.
Additionally, socioeconomic status before and after migration, as well as sociocultural values, were found to have

a negative influence on their health behaviors. Gender-specific factors also contributed to shaping these behaviors.

Conclusion Considering the changing environment African immigrants encounter in their host countries, it is essen-
tial to account for the unique characteristics of this growing group when designing culturally sensitive health inter-
ventions aimed at preventing NCDs.

Keywords African Immigrants/Migrants, Health behaviors, Non-communicable diseases

Introduction

Non-communicable diseases (NCDs), also referred to
as chronic or lifestyle diseases, are long-lasting condi-
tions that progress slowly and are influenced by genetic,
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development, demographic, or epidemiological stage.
Each year, NCDs are responsible for the deaths of 41
million people, accounting for 71% of global mortality
and contributing significantly to the worldwide disease
burden [1, 3, 4]. This rising trend is also evident among
African immigrants in high-income countries [5]. NCDs
are commonly linked to health behaviors [6, 7] and
share preventable biological risk factors, including high
blood pressure, high cholesterol, and obesity. Research
indicates that factors such as unhealthy diets, physical
inactivity, environmental influences, and tobacco use
contribute to the risk of developing NCDs [2, 8—10].

In this study, African immigrants are defined as indi-
viduals of African descent who have relocated from
different regions of the African continent to Western
countries, irrespective of their age, gender, duration of
stay, or reason for migration. Western countries on the
other hand encompass most nations within the European
Union, along with the UK., Norway, Iceland, Switzer-
land, the United States, Canada, Australia, and New Zea-
land [11]. Over the past few decades, Western countries
have seen a rapid increase in African immigrant popula-
tions. For example, the number of African immigrants in
the United States grew from 881,000 in 2000 to 2.1 mil-
lion by 2015 [8]. Research on the"Healthy Migrant/Immi-
grant Effect"shows that immigrants tend to be healthier
upon arrival compared to the native-born. However, their
health often deteriorates over time, with immigrants
eventually developing the same diseases prevalent in the
host population, including NCDs [9, 10]. These studies
indicate that changes in dietary habits, reduced physi-
cal activity, higher stress levels, and poor sleep patterns
contribute to a rapid decline in immigrants’health [12,
13], leading to the adoption of unhealthy behaviors and a
sedentary lifestyle, which increases the risk of developing
NCDs.

According to Berry’s bi-dimensional acculturation
model, four cultural orientations describe how migrants
settle into a new country: 1. Separation, where migrants
maintain their original culture, 2. Assimilation, which
involves giving up one’s own culture to adopt the host
country’s culture, 3. Integration, where individuals pre-
serve their own culture while also adopting aspects of
the host culture, and 4. Marginalization, where neither
the original culture nor the host culture is maintained [5,
14-16]. The relationship between acculturation, health,
and NCDs among African immigrants in high-income
countries has been well documented. Upon arrival,
African immigrants often bring traditional food-related
beliefs and practices as a way of preserving their cul-
tural identity [17, 18]. While maintaining these cultural
habits, they also tend to adopt some unhealthy behaviors
from the host country, such as increased consumption

(2025) 44:144

Page 2 of 18

of unsaturated fats, sugar, refined carbohydrates, more
meat, and less fiber, fruits, vegetables, nuts, and seeds
[17], Additionally, African immigrants often face chal-
lenges like cultural shock, difficult living and work-
ing conditions, changes in family dynamics, insecurity,
homesickness, and low socioeconomic status, which can
lead to chronic stress [19]. These factors significantly
impact their health behaviors.

Health behaviors are crucial determinants of overall
health. These encompass both intentional and uninten-
tional actions, such as diet, physical activity, sleep pat-
terns, alcohol, smoking, and substance use. This review
identifies these behaviors as significant contributors to
the increasing prevalence of NCDs among African immi-
grants [20]. Various health behaviors play a role in pre-
venting different health issues. Consequently, there is
no unified research consensus on all health behaviors.
These behaviors are fluid and are strongly influenced
by factors such as culture, environment, socioeconomic
and sociocultural status of the individual [21]. For Afri-
can immigrants, adapting to a new lifestyle poses a sig-
nificant challenge, often differing from the lifestyles they
are accustomed to [22]. As the number of African immi-
grants in high-income countries continues to rise, stud-
ies have shown that changes in health behavior are major
risk factors for the development of NCDs among immi-
grants. Increasing evidence highlights the role of cultural
beliefs in shaping African immigrants’s health behaviors,
particularly in areas such as nutrition, physical activity,
and other health-related behaviors, which can increase
the risk of NCDs [23, 24]. For example, in some cultures,
a larger body size is associated with wealth, status, and
social standing, influencing food choices and eating hab-
its [22]. Additionally, physical activity for women may
not be culturally acceptable in certain settings [25]. These
cultural beliefs, combined with limited knowledge of
NCDs and their risk factors, shape the health behaviors
of African immigrants living in high-income countries.

A study on the health of African immigrants has shown
that the sociocultural, economic, and political condi-
tions in their countries of origin significantly impact their
health experiences and risk of developing NCDs [26].
These factors may also predispose African immigrants
to NCDs. Research indicates that migration and reset-
tlement often have profound health, social, and psycho-
logical effects, particularly for migrants from developing
countries [27]. A review by [18] highlights that cultural,
economic, and social barriers contribute to the complex-
ity of the acculturation process. For example, the high
cost of healthy food often leads immigrants to purchase
cheaper, unhealthy options [18, 28, 29]. Additionally,
African immigrants tend to adopt more sedentary life-
styles upon arrival in high-income countries. The factors
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driving this shift are diverse and include socioeconomic
status, gender, personal perceptions, cultural beliefs,
environmental safety, climate, access to recreational facil-
ities, and family dynamics [30-32].

This study is a qualitative systematic review aimed at
identifying and synthesizing existing literature on the
health behaviors of African immigrants related to NCDs
and the sociocultural and socioeconomic factors that
influence these behaviors. Previous research has pri-
marily focused on specific African countries or ethnic
groups, often addressing only particular health behav-
iors. Through this systematic review, the study seeks to
answer two key research questions: What are African
immigrants’experiences with health behaviors related to
NCDs? How do they experience the impact of socioeco-
nomic and sociocultural factors on their health behav-
iors? The findings from this review will provide insights
for policymakers to consider the unique needs of African
immigrants when designing healthcare policies.

Methods

The researchers followed the Preferred Reporting Items
for Systematic Reviews and Meta-Analyses (PRISMA)
guidelines [33]. (Appendix 3). This section outlines the
methods used, including the search strategy, study selec-
tion process, data extraction, quality assessment, and
data analysis.

Search strategy

The SPIDER tool, a systematic approach for searching
qualitative and mixed-method research articles, was used
to develop the search strategy for this study [32]. This
tool is particularly well-suited for qualitative research
focused on participants’attitudes and experiences, ensur-
ing rigor in the data search process SPIDER consists of
five components: (S) Sample, (PI) Phenomenon of Inter-
est, (D) Design, (E) Evaluation, and (R) Research type,
which will be used to determine the eligibility criteria
for the study selection [32]. The tool has five compo-
nents which are the sample (S) includes African immi-
grants who have relocated to Western countries. The
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phenomenon of interest (PI) focuses on studies exploring
the health behaviors of African immigrants in Western
countries related to NCDs and the sociocultural and soci-
oeconomic factors influencing these behaviors. Published
articles with a qualitative study design (D) are excellent
in capturing participantsexperiences. The evaluation (E)
was based on participants’experiences with health behav-
iors related to NCDs and the impact of sociocultural and
socioeconomic factors on these behaviors. No research
type (R) was specified, as methodologies are often not
mentioned in article keywords or abstracts. (See Table 1).

A comprehensive search strategy was developed in col-
laboration with an information specialist, utilizing vari-
ous combinations of search terms and Medical Subject
Headings (MeSH) for MEDLINE, CINAHL, and SCO-
PUS (Appendix 1). The initial search was conducted
in May 2021 and updated in October 2022 and August
2024 across all three databases. Three distinct search
strings were employed to identify all relevant papers
that could address the research questions. The following
search terms were used with Boolean operators OR and
AND + truncation’Africa™'immigrant""migrant""non-
communicable diseases"'chronic disease""cardiovascular
disease""lifestyle disease""socioeconomic factor
s""socioeconomic""sociocultural”"culture""phys
ical activity""Exercise™Life Style""Diet""lifestyle
pattern”'obesity""health behavior” “health behaviour”
“attitude to health” The term lifestyle and lifestyle pattern
were used as synonyms for health behaviors to maximize
the search results. The same search terms were used in all
three databases.

"

Study selection

A total of (n =448) articles were identified and exported
to the reference management software Endnote X9,
where duplicates (n =175) were removed. The data
screening and selection process was carried out inde-
pendently by two researchers (X.X and X.X). The first
stage involved screening the titles and abstracts of the
identified studies. Both researchers compared their find-
ings throughout the process before making decisions on

Table 1 Eligibility criteria according to SPIDER criteria for the data search [32]

SPIDER Tool Search terms

S African immigrants who have relocated and residing in Western countries

Pl Studies exploring the health behaviors of African immigrants in Western countries related NCDs
D Publish articles with a qualitative study design

= Studies focusing on African immigrantsexperiences with health behaviors related to NCDs

and the impact of sociocultural and socioeconomic factors on these behaviors formed
the basis for study selection

R No specific research type
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which articles to include or exclude, based on the estab-
lished inclusion and exclusion criteria.

The inclusion criteria for this review were as follows:
(a) Studies focusing on individuals of African descent,
including refugees and asylum seekers, who have
migrated from Africa and are residing in Western coun-
tries, (b) qualitative study designs. This review specifically
targeted qualitative studies, as the goal is to synthesize
participants’experiences, which are difficult to quantify in
this context. Additionally, (c) studies reporting on one or
more of the following: health behaviors, and lifestyle pat-
terns of African immigrants, socioeconomic and socio-
cultural aspects influencing health behaviors, and NCDs,
(d) Only Original, scientific and peer-reviewed articles
were included, (e) the studies had to be written and pub-
lished in English with available abstracts and published
between 2013 and 2024.

Conversely, articles were excluded if they (a) focused
on African immigrants born in a Western country or
residing in non-Western countries, (b) quantitative
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study design, (c) studies reporting on other things
besides Health behaviors, and lifestyle patterns of
African immigrants, socioeconomic and sociocultural
aspects influencing health behaviors and NCDs, (d)
All review articles, conference papers, textbooks and
reports, (e) studies written in languages other than
English and published before 2013.

All inconsistencies during the selection process were
resolved through discussions among the research-
ers, achieving a relatively high agreement rate for each
stage. The same inclusion and exclusion criteria were
consistently applied throughout the entire data screen-
ing and selection process. Systematic reviews typically
exclude up to 90% of studies, such as those meeting one
or more exclusion criteria or those with incomplete
methodologies [34]. In total, 23 articles were selected
for full-text examination, leading to the inclusion of 11
articles in the final synthesis. (See Fig. 1).

Identification of studies via databases and registers

Identification of
studies via
other methods

)
c Records identified from: Records removed before
2 Databases the screening: Records identified
8 Medline (n = 206) Duplicate records ) from citation
& SCOPUS (n= 132) removed searching (n=0)
g CINAHL (n= 110) (n=175)
~— i
)
Records screened Records excluded by title
(n=273) and abstract
i (n = 250)
2 Reports sought for retrieval
'S (n=23)
§ Reports excluded: 12
(%]
» v Reasons:
-Literature review (n =1)
Reports assessed for -Studies conducted on
eligibility (n =23) African immigrants born in
Western countries (n = 3)
-Quantitative studies
(n=4)
-Studies conducted on
o African immigrants living
§ Reports included in the in nE)E-Western countries
Tc) review (n =11) (n =4)

Fig.1 PRISMA flow diagram of article search and study selection process indicating the number of included studies in the systematic review

on African immigrants’ health behaviors related to NCDs, and the socioeconomic and sociocultural influencing health behaviors [33]
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Data Extraction and quality assessment

Data from the included studies were extracted using a
form that was piloted by two other researchers, X.X and
X.X (Table 2). This form captured the following infor-
mation: the first author’s name, publication year, study
purpose, host country, participants’ country of origin,
study design, sampling instrument, sample size, findings
relevant to the review, and quality assessment scores. All
studies included in the synthesis were evaluated using the
JBI Critical Appraisal Checklist for qualitative research
[35], which was independently assessed by two research-
ers (X.X and X.X). This tool allows researchers to deter-
mine the level of evidence for each study included in the
synthesis, thereby assessing the validity and reliability of
the study’s findings.

The tool has 10 questions, assessing 1) the congruity
of the philosophical perspective of the research meth-
odology, 2) the congruity between the research method
and the research question, 3) the congruity between the
methodology and data collection method, 4) the congru-
ity between research methodology 5) the congruity in the
representation of analysis and interpretation of results, 6)
a statement locating the research culturally or theoreti-
cally, 7) the influence of the researcher on the research, 8)
the voices of the participants represented in the report, 9)
ethical approval of the study, and 10) conclusions drawn
in the research report flow from the analysis or interpre-
tation of the data [35].

Each study was rated as “Yes =Y, “No =N, “Unclear
=UN,” or “Not applicable =NA” based on responses
to the ten questions. A score of 1 was given to the Yes
answers and the other answers were assigned a score of
Zero [35]. The total score for each article was the sum
of all the"Yes"answers. (see appendix 2), which were
included in the data extraction form. (see Table 2) Previ-
ous systematic reviews which have used the JBL tool have
classified studies with scores above 70% as high quality,
those scoring between 50 and 70% as medium quality,
and those scoring below 50% as low quality. In this study,
four studies had a total score of 8 points (80%), three
studies scored 7 points (70%), and four studies scored
6 points (60%) [36] Although no threshold scores were
established for inclusion and no studies were excluded
based on their quality scores, it is worth noting that 4
out of 11 articles were classified as high quality, while the
remaining 7 were rated as moderate quality.

Data analysis

A conventional inductive content analysis approach
was employed in the data analysis process, whereby the
coding categories emerged directly from the data [37].
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Selected articles were imported into the Atlas.ti soft-
ware program to facilitate data coding. The analysis
involved familiarizing with the data, coding, and identi-
fying both subcategories and main categories in relation
to the research questions. Three of the eleven articles
were piloted by all three researchers, during which the
codes were compared, discussed, and agreed upon.
One researcher subsequently coded the remaining eight
articles, which were then reviewed by the other two
researchers. A total of 86 codes were derived from the
selected articles. One researcher interpreted the results
with input from the other two researchers.

Findings

The selected studies were published between 2011 and
2022, originating from the United States (n =6), Australia
(n =2), Canada (n =1), the Netherlands (n =1), and Swe-
den (n =1), and consisted solely of peer-reviewed articles.
All the studies employed a qualitative approach, utiliz-
ing focus group interviews (n =4), individual interviews
(n =3), storytelling (n =1), and photography accompa-
nied by interviews (n =3). The eleven studies collectively
involved a total of 300 participants (Appendix 2).

The findings of this study primarily highlight the expe-
riences of African immigrants regarding health behaviors
related to NCDs and the sociocultural and socioeco-
nomic factors that shape these behaviors.

Health behaviors related to NCDs

According to the analysis, health behaviors were catego-
rized into two main groups: positive and negative health
behaviors.

Positive health behaviors

Several studies highlighted the positive health behav-
iors adopted by African immigrants from their host
countries, particularly in relation to diet and nutrition.
These behaviors included controlling portion sizes and
modifying cooking methods. For instance, one partici-
pant shared"l cut the plantains and I cook it with the
beans so, I don’t have to fry these."[38] Participants
also reported eliminating unhealthy food choices from
their diets, such as fast food, soda, chips, and other
snacks One noted [38-41],"T've learned to completely
stay away from oil.....I have learned to take off the skin
of the chicken before eating it to avoid the fat......I eat
more fish than I used to” Other improvements in eating
habits included adjusting meal timing, with one partici-
pant saying [38],"We don’t eat solid food at night” [39].
Additionally, regular consumption of vitamins, herbs,
African spices, and healthy drinks like smoothies and
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herbal tea were positive habits maintained by partici-
pants in these studies. Other health behaviors adopted
from the host country included using less oil in cook-
ing, increasing fruit and vegetable intake, reducing car-
bohydrate consumption, cutting back on fast foods and
sugary drinks, and incorporating physical activity into
daily routines [39-41].

Participants in two studies engaged in various physi-
cal activities, including walking, running, and football
[39, 42]. Others, unable to go to the gym, found alter-
native ways to stay active, such as parking farther away
from shopping malls. As one participant shared,"If I go
to the mall, I don’t park close to the store. I like parking
far away to get exercise."[38] The frequency of physi-
cal activity varied, ranging from once a week to several
times a week, with sessions lasting anywhere from
30 min to 2 h, depending on the activity. The motiva-
tions for exercising were diverse, including enjoyment,
social interaction, improving metabolism, and stress
relief,"when exercise, you release stress...you feel more
confident and good about yourself” [42]

Negative health behaviors

Several studies also highlighted negative health behav-
iors related to food, nutrition, physical activity, and
sleep patterns. Participants in these studies reported
consuming diets high in starch and sugar. As one par-
ticipant mentioned."We use fat, starch, and sugars in
the wrong proportions.....I put 3 teaspoons of sugar
in my cup of tea” [41] Some participants struggled
with portion control, which was a cultural practice
they maintained. They tended to eat large portions of
food but less frequently than the meal frequency rec-
ommended in their host country [38, 41]."I don’t care
much about what I eat and how much. I eat big por-
tions twice a day."[41]

Some of the selected studies also identified nega-
tive health behaviors such as the consumption of fried
fast food and pre-packaged meals, as well as irregular
mealtimes and late-night eating due to busy schedules
and a lack of time to prepare proper homemade meals
[43-45]. One participant noted, “European Moroccans
consume large amounts of fried fast food” [45] In addi-
tion, one study found that participants did not meet
the recommended daily servings of fruits and vegeta-
bles [40]. Lack of sleep was another factor contributing
to poor health, with sleep deprivation being linked to
an increased risk of developing non-communicable dis-
eases (NCDs). Participants in one study mentioned sleep
deprivation as a cause of negative health outcomes, with
one stating, “Here, no one gets enough sleep” [44] Fur-
thermore, despite the importance of water for health,
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one participant highlighted the low water consumption
among African immigrants. “I know some women who
don’t even drink water. All they do all day long is to drink
coffee and milk and sugar” [41]

Sociocultural factors influencing health behaviors
According to the analysis, the sociocultural factors
influencing health behaviors include perceptions and
influences of body size, food practices and accessibility,
perceptions of physical activity, environmental factors
and safety, as well as cultural norms and gender roles.

Perceptions and influences of body size

Several studies highlighted the strong cultural influ-
ence on body size, which significantly shapes
participants’health behaviors [40, 41, 43, 45, 46]. In
many African cultures, weight gain is associated with
good health, beauty, wealth, high socioeconomic status,
security, happiness, and a successful marriage. Gaining
weight after marriage is seen as"a source of pride to the
woman indicating the capacity of the husband to provide
for her."[43] In these cultures, larger body size is often
admired and linked to positive traits such as prosperity
and happiness [45]. This cultural belief helps explain why
some participants in one study expressed an increased
desire for food and a deliberate effort to gain weight [46].
One participant noted,"An African woman that is obese
or overweight represented a woman who has been pro-
vided with a good life and marriage” while “Men with
waist/belly fats are regarded as financially rich” [46]

Body image also plays a key role in women’s ability
to find a partner, with physical appearance and societal
opinions influencing behavior [41, 45]."In order to look
good, women may be inclined to maintain a certain level
of overweight”” [45] Conversely, slimness is often associ-
ated with an unsuccessful marriage, illness, or low soci-
oeconomic status [41]. “I was brought up to appreciate
beauty in terms of roundness, meaning a woman must be
fleshy” Women with slim body sizes were classified as ill”
[41, 46]

Food practices and accessibility

Several studies also revealed cultural influences on food
practices among African immigrants [38, 39, 43-46].
Participants primarily consumed traditional cuisine but
also incorporated foods from their host countries. Food
choices were influenced by taste preferences, lack of time
to cook proper meals, the availability of unhealthy food
options, and the nutritional value of foods adopted from
the host country. Traditional African dishes are often
prepared with specific ingredients and oils to maintain
their authentic flavor. As one participant explained about
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a traditional vegetable stew,"You have to use a little bit of
palm oil for taste. If you take out all the fat, what else do
you have for taste?” [38] In African culture, many immi-
grants feel a strong responsibility to provide for both
their immediate and extended families back home. This
obligation often leads to long working hours, leaving lit-
tle time for preparing traditional African meals, which
are typically time-consuming. The lack of time to prepare
healthy homemade meals led many participants to con-
sume fast food and soft drinks, which are affordable and
easily accessible. One participant noted, There are small
shops everywhere and getting junk food is easy"...."The
hectic Australian lifestyle caused them to embrace readily
available fast foods and packaged meals."[43]

Perceptions of physical activity

In one study on cultural beliefs about physical activity,
participants viewed certain activities, like yoga, as being
linked to spirituality, which conflicted with their personal
spiritual beliefs and cultural values [47]. In another study,
physical activity was primarily associated with weight
loss, leading participants to discontinue exercising once
they had reached their desired weight [40]. Additionally,
there was a belief in some cultures that physical activity
is not meant for women, except for the purpose of losing
weight [45]. Participants in another study also expressed
the idea that physical activities were intended for specific
groups, with one participant stating,"Cycling was viewed
as being very Dutch."[45]

Environmental factors and safety

The changing environment and safety were also identified
in some studies as factors influencing health behaviors.
Participants in several studies highlighted unsafe neigh-
borhoods as barriers to engaging in physical activity [40,
48]. Additionally, cold weather was noted as a significant
obstacle, especially due to the stark contrast between the
colder climates in Western countries and the warmer
temperatures in African countries, which discouraged
some from participating in outdoor physical activities
(40, 48].

Cultural norms and gender roles

One article highlighted the influence of cultural norms
on women’s health. It noted that women were discour-
aged from discussing marital conflicts with others, as
these issues were considered private matters. This cul-
tural expectation puts women at risk of developing stress
and depression, potentially leading to social isolation
[44]. Additionally, language barriers, particularly dur-
ing hospital visits, often prevented participants from
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understanding health guidance or effectively communi-
cating their health concerns to healthcare providers. The
situation was further complicated by the lack of cultural
competence among healthcare providers, which exacer-
bated these challenges [44].

Socioeconomic factors influencing health behaviors

The socioeconomic factors influencing health behav-
iors, as identified in the analysis, include socioeco-
nomic status before migration, unemployment and
income levels, the cost of food, family pressure, and the
support of extended family members.

Socioeconomic status premigration

Several studies have examined how pre-migration
standard of living can lead to post-migration weight
gain. One of the main reasons many Africans migrate
to Western countries is to seek a better life, as many
live below the poverty line in their home countries.
Once in the West, their economic situation improves,
often leading to unhealthy changes in their health
behaviors [41, 44, 45]. Consuming Western foods such
as pizza, fries, burgers, and sodas is a sign of the good
life. As one participant noted, “back home eating fast
food is for the affluent...but here it’s cheaper than other
foods.....at home soda was a special treat consumed
only on Christmas or on your birthdays” [44] Post-
migration weight gain is also perceived as a sign of
wealth, as migrants can now afford to indulge in what
was once inaccessible. One participant shared"l did not
have the opportunity to eat chicken...seeing chicken in
Sweden drove me mad ...... when I went shopping with
my husband and I saw the chicken, I ordered 4-5 pieces
for one meal.....I ate a lot of ice cream as well as choco-
late” [41] Additionally, weight gain after migration is
attributed to the easier lifestyle adopted in Western
countries, where many have cars and household chores
are automated, leading to reduced physical activity [43,
45]. As one participant observed,"The women in Hol-
land do not walk, they have a car, and they do not have
much work in the house. They have wash machines”
(45]

Cost of healthy food

Participants in several studies highlighted that financial
constraints, due to unemployment and the high cost of
healthy food options, made it difficult for them to afford
nutritious foods such as vegetables, fruits, and whole
grains, which were often more expensive than fast foods
[40, 48]. One participant noted,"Women may not buy
fruits and vegetables...not because they don’t think they
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are healthy, but because they do not have the money to
purchase them."[40] Similarly, the lack of money to pay
for recreational activities like gym memberships was a
barrier to engaging in physical activity. As one partici-
pant explained [40, 42]. A participant stated,"] don’t have
extra money to pay for a gym"......if I get a job that pays
me more and if I have leisure time, I would engage in
physical activity.” [42]

Extended family support

Despite moving to Western countries where economic
conditions are generally better, African immigrants often
face significant financial obligations to their families back
home. Several studies highlight that extended family
support places a financial burden on these immigrants,
requiring them to work continuously, often without holi-
days, to meet these demands [47]. Participants expressed
a strong sense of duty and responsibility to provide for
family members in their country of origin. This financial
pressure leaves many working multiple jobs, leaving lit-
tle time for physical activity [43, 47, 48]. As a result, the
focus shifts from maintaining a healthy lifestyle to fulfill-
ing these financial responsibilities. As one study noted,
The desire to attain enough wealth to take care of the
family on a local and transnational level supersedes any
other goal."[47]

Discussion
This study aimed to identify and synthesize existing
knowledge about African immigrants’health behaviors
related to non-communicable diseases (NCDs) and the
sociocultural and socioeconomic factors influencing
these behaviors. Eleven studies met the inclusion crite-
ria and were included in the systematic review [35-45].
The findings revealed that while African immigrants have
retained both positive and negative health behaviors
after migration, they have also adopted certain practices
from their host countries. Additionally, socioeconomic
and sociocultural factors have been found to negatively
impact the health behaviors of African immigrants.
Consistent with findings from other studies, the experi-
ence of migration to Western countries introduces vari-
ous environmental, economic, and cultural changes that
significantly influence health behaviors. Participants
in some of the selected articles reported both positive
and negative health behaviors among African immi-
grants related to non-communicable diseases (NCDs).
This aligns with Berry’s bi-dimensional acculturation
model, particularly the integration orientation, where
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immigrants maintain certain aspects of their own cul-
ture while also adopting elements of the host culture. The
socioeconomic situation prior to migration has a consid-
erable impact on health behaviors post-migration, which
is supported by previous research [18, 26]. For instance,
foods that were once affordable only to high-income
families in their home countries—such as fast food,
mayonnaise, salad dressing, chicken, margarine, and ice
cream—are now readily available and affordable to Afri-
can immigrants. The findings indicate that feelings of
deprivation regarding these foods can lead to increased
consumption levels [41, 49]. Moreover, the socioeco-
nomic environment plays a crucial role in determining
food choices made by African immigrants. The high cost
of healthy food options, combined with a lack of time to
prepare nutritious meals, often leads many to prefer fast
food, which is seen as cheaper.

The review included immigrants of African descent
who have migrated from various regions of the Afri-
can continent, regardless of age, gender, and duration
of stay. Additionally, the reasons for migration, which
may include economic, refugees, and family reunions,
were not considered as a criterion. However, research
has shown that the reason for migration influences
migrants’experiences during the migration process and
can significantly impact their overall health. For example,
a study by [50, 51] found that individuals migrating as
refugees may be more vulnerable to chronic health con-
ditions, such as post-traumatic stress disorder (PTSD),
due to traumatic experiences during transit and unsafe
travel conditions. These factors can increase the risk of
developing NCDs or exacerbate pre-existing conditions
[50, 51]. It is essential to consider these various migra-
tion reasons to determine the type, urgency, and intensity
of any intervention required to prevent the onset of any
NCD or exacerbate an existing health issue.

Physical activity is a crucial health-promoting behav-
ior that can enhance overall well-being and help prevent
NCDs. Although participants in some studies reported
engaging in various forms of physical activity, their
motivation is significantly influenced by several factors,
including knowledge of the health benefits, family sup-
port, gender roles, available time, safety concerns, dis-
tance to activity locations, economic conditions, and
cultural beliefs [39, 42]. Financial obligations and the
pressure to support extended families serve as barriers
to maintaining an active lifestyle. Due to this pressure,
some immigrants are juggling multiple jobs, leaving little
to no time for recreational activities. Additionally, some
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participants expressed that they could not afford gym
memberships. A study conducted on Hispanic immi-
grants in the United States found that these individuals
tended to be more active and physically fit before migra-
tion, as physical activity was a regular part of daily life in
their home countries. Other obstacles to maintaining an
active lifestyle include safety issues and adverse weather
conditions [22].

Cultural factors that associate body size, shape, and
stomach size with definitions of beauty, wealth, and hap-
piness act as barriers to achieving and maintaining a
healthy weight among African immigrants. These find-
ings align with a study on Sub-Saharan Africans, which
indicated that thinness is often considered undesirable
and viewed as a sign of poverty [22]. Such cultural beliefs
and perceptions can significantly influence dietary habits,
physical activity, and other health-promoting behaviors,
ultimately increasing the risk of developing non-commu-
nicable diseases (NCDs) among African immigrants [41,
43].

The findings of this study provide an intriguing per-
spective on how gender roles and gender differences
shape the health behaviors of African immigrants.
Emphasizing the idea that knowledge is power, health
literacy regarding non-communicable diseases (NCDs)
emerges as a critical factor influencing lifestyle patterns
and health behaviors. However, very few participants in
the selected studies demonstrated adequate knowledge
about NCDs and their prevention. The community plays
a vital role in fostering a sense of belonging among Afri-
can immigrants, which can have a positive impact on
mental well-being. Additionally, the study highlights that
practices such as meditation and prayer serve as sources
of comfort and are linked to improved mental health.
A healthy spiritual life is closely associated with overall
well-being [38, 48].

The rising prevalence of NCDs among immigrants
including those of African descent is associated with
various factors, including social and environmental
influences, lifestyle changes in the host country, and
unhealthy behaviors such as poor diet, physical inactivity,
tobacco and alcohol use. Additional factors include social
exclusion, illiteracy, and, in some cases, limited access to
healthcare [12, 13]. The findings of this study can inform
public health strategies on the importance of developing
culturally sensitive and tailored health intervention strat-
egies in the prevention of NCDs, which will alleviate the
disease burden on African immigrants and the healthcare
systems of host countries.
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Strengths and limitations

The strength of this review lies in its broad scope,
encompassing studies involving immigrants of African
descent from the entire African continent. The use of
the PRISMA flowchart throughout the literature review
process enhanced the study’s overall quality. All included
studies met the established inclusion criteria and were
peer-reviewed, strengthening the evidence presented. A
comprehensive search strategy was designed and imple-
mented in collaboration with an information special-
ist from the University of Helsinki. A review protocol
was developed and agreed upon by all three authors and
key sections of the review, including data selection, data
extraction, quality assessment, and data analysis, were
reviewed by at least two authors to ensure accuracy.
Additionally, based on scoring criteria from previous lit-
erature reviews that employed the JBI quality assessment
tool, all studies included in this review were of high or
moderate quality.

The review focused on qualitative studies to gain a
deeper understanding of participants'thoughts and
experiences. However, limiting the review to qualita-
tive research may have excluded other relevant studies.
Additionally, restricting the review to English-language
publications may have led to the omission of important
information, particularly given that French is an offi-
cial language in many African countries and may have
been used in some relevant studies. Grey literature was
not included in the review, which could have provided
valuable insights to enhance the comprehensiveness of
the findings. Moreover, the analysis considered African
immigrants to Western countries as a homogeneous
group, potentially overlooking the significant ethnic and
cultural diversity among different groups from the Afri-
can continent.

Implications for practice and research

This review revealed that gender-specific challenges
influence African immigrants’health behaviors. The
review also showed the vital role that mothers could play
in promoting the family’s health. In the African context,
the mother has a crucial role in the family and is the
center that binds the family together [52]. Their influence
is essential in translating health knowledge into action-
able practices to combat non-communicable diseases
(NCDs) within the family unit. Thus, adopting a family-
centered approach to health promotion, with mothers
at the forefront, could benefit the entire family while
being cost-effective for the state. However, certain health
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behaviors, such as sleep patterns, were not specifically
addressed in the selected articles. Additionally, there was
insufficient emphasis on stress and mental well-being.
This review suggests that further research is needed
to explore the specific factors influencing the health
behaviors of African immigrant mothers and to assess
the healthcare needs of their families. Given the rapid
increase in the African immigrant population in Western
countries, healthcare professionals should develop cul-
turally sensitive health-promoting intervention packages
tailored to meet the unique needs of African immigrant
families. It is crucial for healthcare providers to under-
stand the sociocultural and socioeconomic factors affect-
ing African immigrants’health behaviors to offer realistic
guidance on nutrition, physical activity, and other health-
related practices [38].

Conclusion

The review examined the existing literature on the
health behaviors of African immigrants related to

Table 3 CINAHL search-Ovid interface
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non-communicable diseases (NCDs) and the socio-
economic and sociocultural factors that influence these
behaviors. The findings reveal a mix of both positive and
negative health behaviors adopted by African immigrants
from their host country, alongside certain health behav-
iors that have been preserved from their native cultures.
Additionally, socioeconomic and sociocultural factors
have significantly impacted the health behaviors of Afri-
can immigrants. Consistent with the healthy migrant
effect, this population is at an increased risk of develop-
ing NCDs. Therefore, it is essential to implement cul-
turally sensitive intervention strategies when designing
health promotion programs for this demographic.

Appendix
See Tables (Table 3, Table 4 and Table 5).

S MeSH Terms Output

S1 africa* N2 (immigrant* OR migrant¥) 777

S2 "Noncommunicable Disease*"OR"Chronic Disease*"OR"Cardiovascular Disease*'OR"non-communicable 199,825
Disease*"OR'Lifestyle Disease"

S3 (MH"Chronic Disease +") 71,706

S4 (MH"Cardiovascular Diseases +") 660,999

S5 S2 ORS3 OR S4 765,251

S6 ("life style*"OR lifestyle OR'lifestyle pattern*") OR ("health behavior"OR"health behaviour") OR (‘attitude 178,648
to health"OR"health attitude")

S7 (MH"Life Style +") 264,287

S8 (MH"Attitude to Health +") 176,211

S9 S6 ORS7 OR S8 406,495

S10 (sociocultural* OR"culture*"OR acculturation) OR"cultural characteristic*"OR (superstition* OR taboo) 52,819

S11 (MH"Socioeconomic Factors +") 391,647

S12 (socioeconomic* OR"socio economic*") OR poverty 163,293

S13 S110RS12 421,716

S14 ("physical activit*"OR exercise*) 271,938

S15 S1 AND S9 AND S10 31

S16 S1 AND S9 AND S14 16

S17 ST AND S9 AND S13 44

S18 S1 AND S5 AND S9 19
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Table 5 PRISMA 2020 checklist for reporting systematic reviews [33]
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Section and Topic

Item # Checklist item

Location where
item is reported

TITLE

Title

ABSTRACT
Abstract
INTRODUCTION
Rationale
Objectives
METHODS
Eligibility criteria

Information sources

Search strategy

Selection process

Data collection process

Data items

Study risk of bias assessment

Effect measures

Synthesis methods

Reporting bias assessment

Certainty assessment

RESULTS

Study selection

10a

10b

1

13a

13b

13c

13d

Identify the report as a systematic review

See the PRISMA 2020 for Abstracts checklist

Describe the rationale for the review in the context of existing knowledge
Provide an explicit statement of the objective(s) or question(s) the review addresses

Specify the inclusion and exclusion criteria for the review and how studies were grouped
for the syntheses

Specify all databases, registers, websites, organisations, reference lists and other sources
searched or consulted to identify studies. Specify the date when each source was last
searched or consulted

Present the full search strategies for all databases, registers and websites, including any
filters and limits used

Specify the methods used to decide whether a study met the inclusion criteria

of the review, including how many reviewers screened each record and each report
retrieved, whether they worked independently, and if applicable, details of automation
tools used in the process

Specify the methods used to collect data from reports, including how many reviewers
collected data from each report, whether they worked independently, any processes

for obtaining or confirming data from study investigators, and if applicable, details of auto-
mation tools used in the process

List and define all outcomes for which data were sought. Specify whether all results
that were compatible with each outcome domain in each study were sought (e.g., for all
measures, time points, analyses), and if not, the methods used to decide which results
to collect

List and define all other variables for which data were sought (e.g., participant and interven-
tion characteristics, funding sources). Describe any assumptions made about any missing
or unclear information

Specify the methods used to assess risk of bias in the included studies, including details
of the tool(s) used, how many reviewers assessed each study and whether they worked
independently, and if applicable, details of automation tools used in the process

Specify for each outcome the effect measure(s) (e.g,, risk ratio, mean difference) used
in the synthesis or presentation of results

Describe the processes used to decide which studies were eligible for each synthesis (e.g.,
tabulating the study intervention characteristics and comparing against the planned
groups for each synthesis (item #5))

Describe any methods required to prepare the data for presentation or synthesis, such
as handling of missing summary statistics, or data conversions

Describe any methods used to tabulate or visually display results of individual studies
and syntheses

Describe any methods used to synthesize results and provide a rationale for the choice(s).
If meta-analysis was performed, describe the model(s), method(s) to identify the presence
and extent of statistical heterogeneity, and software package(s) used

Describe any methods used to explore possible causes of heterogeneity among study
results (e.g., subgroup analysis, meta-regression)

Describe any sensitivity analyses conducted to assess robustness of the synthesized results

Describe any methods used to assess risk of bias due to missing results in a synthesis (aris-
ing from reporting biases)

Describe any methods used to assess certainty (or confidence) in the body of evidence
for an outcome

Describe the results of the search and selection process, from the number of records
identified in the search to the number of studies included in the review, ideally using a flow
diagram

7-8

N/A

6-7

7-8

N/A

N/A

N/A

N/A

N/A

7-8

N/A

9-11

N/A

N/A
N/A
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Section and Topic

Item # Checklist item

Location where
item is reported

16b Cite studies that might appear to meet the inclusion criteria, but which were excluded,
and explain why they were excluded
Study characteristics 17 Cite each included study and present its characteristics
Risk of bias in studies 18 Present assessments of risk of bias for each included study
Results of individual studies 19 For all outcomes, present, for each study: (a) summary statistics for each group (where
appropriate) and (b) an effect estimate and its precision (e.g., confidence/credible interval),
ideally using structured tables or plots
Results of syntheses 20a For each synthesis, briefly summarise the characteristics and risk of bias among contribut-
ing studies
20b Present results of all statistical syntheses conducted. If meta-analysis was done, present
for each the summary estimate and its precision (e.g., confidence/credible interval)
and measures of statistical heterogeneity. If comparing groups, describe the direction
of the effect
20c Present results of all investigations of possible causes of heterogeneity among study results
20d Present results of all sensitivity analyses conducted to assess the robustness of the synthe-
sized results
Reporting biases 21 Present assessments of risk of bias due to missing results (arising from reporting biases)
for each synthesis assessed
Certainty of evidence 22 Present assessments of certainty (or confidence) in the body of evidence for each outcome
assessed
DISCUSSION
Discussion 23a Provide a general interpretation of the results in the context of other evidence
23b Discuss any limitations of the evidence included in the review
23c Discuss any limitations of the review processes used
23d Discuss implications of the results for practice, policy, and future research
OTHER INFORMATION
Registration and protocol 24a Provide registration information for the review, including register name and registration
number, or state that the review was not registered
24b Indicate where the review protocol can be accessed, or state that a protocol was not pre-
pared
24c Describe and explain any amendments to information provided at registration or in the
protocol
Support 25 Describe sources of financial or non-financial support for the review, and the role
of the funders or sponsors in the review
Competing interests 26 Declare any competing interests of review authors
Availability of data, code 27

and other materials

Report which of the following are publicly available and where they can be found: template
data collection forms; data extracted from included studies; data used for all analyses;
analytic code; any other materials used in the review

N/A

10-12
N/A
N/A

N/A

N/A

15-22
N/A

N/A

N/A

20-22
22
22
23

not registered
Not prepared

no protocol made
no funding

no interest
none

Abbreviations

NCDs Non-communicable diseases

WHO World Health Organisation

SPIDER  Sample, Phenomenon of Interest, Design, Evaluation, Research type.
PTSD Post-traumatic stress disorder
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