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Abstract

This study was a comprehensive nutrition related needs assessment of Indian

and family members in It was also designed to answer questions

such as whether this ethnic group had acculturated to Canadian food habits and whether their

dietary practices were i by their attitudes and
characteristics. A cross sectional survey utilizing a self administered mailed questionnaire
was conducted. A random sample of 132 subjects, both males and females, aged 10-65+

took part in the study.

It was found that the were fairly k ledgeable about healthy eating
guidelines in Canada. Regarding attitudes toward food selection, they were frugal, non-food
explorative, but sociable/ hospitable with a strong concern for social status. They valued
nutrition as fundamental to good health. The food consumption pattern revealed that they

were somewhat acculturated to Canadian food habits. Although the overall likelihood of

following healthy life style practices was good, ion of grains and fruits
was not at par with the recommendations of Canada’s Food Guide. It was observed that

healthy lifestyle practices were more consistently associated with the attitude to “nutrition

is important’ rather than with nutrition related The
revealed that this ethnic group was highly educated with higher than average income, well
established in Newfoundland and had few language problems. In spite of these unique

characteristics, the majority of respondents rated nutrition services available in



as y i i The desire to know more about the nutritional

quality of their traditional diet, provision of ethnic foods regularly in hospitals and

availability of ethnically tailored nutrition education materials were some of the expressed
needs of this ethnic group.

The findings of this study reinforce the need for more culturally appropriate nutrition

services in hospitals and ities. The finding that knowledge was not

sufficient in inducing healthy eating practices calls for new strategies for dietary

modifications. Because of the unique istics of this study ion, results are not

to other immi in or to Indian immi| in other parts

of Canada. More studies on other immigrants are needed to understand the impact of culture

on nutrition related issues.



I dedicate my thesis to all immigrant women who had weathered
the storms of adjustment to a new culture with patience and

perseverance.
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Preface

Asan immigrant woman born and ina itic Indian orthodox society,
settling down in StJohn’s and attempting to adjust to the Newfound culture was a
tremendous challenge. It tock several years for me to get accustomed to the way
Newfoundlanders speak, to the way they dress, to the wide variety of Newfoundland foods
and, not to mention, to the weather in St.John’s.

One of the experiences during the early stages of my life in St.John’s that still lingers
in my mind is getting admitted to a Hospital. I had to face many problems such as not

knowing what the iate food inati d what to order from the menu sheets

distributed by the dietary staff. I felt that there was a lack of understanding on the part of the
dietary staff about the cultural differences in food habits and food preferences. Eating

improper inations or hesitation to eat iliar food resulted in stomach ailments and
hunger. This experience sparked an interest in me to study more about nutrition related issues
of immigrants. I have now lived in St.John’s for more than two decades. I have a wide
circle of friends from different nationalities and have worked extensively with immigrants.
My decision to choose a thesis on nutrition related issues of a group of immigrants arose
from my own and other immigrants’ experiences.

I believe this research has shed light to some of the relevant issues related to

nutrition. As a icis i dietitian [ i from this

research. [ now have a better appreciation of the fact that food is a source of one’s identity



reflecting one’s preferences, cultural traditions, religion and social life. I now understand

better the complexities of eating behavior. This research reinforced in me the importance

of considering the relevant needs of each indivi ‘when idin ti care and
counseling.

1 would like to see more research in this area in future.
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1.0 Introduction

Canada is a land of immi, ‘where According to

Statistics Canada (1996) reports, immigrants constitute 17.6% of the Canadian population
and this share had remained at around 15% to 16% between 1951 and 1991. While the ratio
of foreign bomn to Canadian born has remained constant at about one to six, countries of
origin of recent immigrants have cmngei The proportion of immigrants coming to Canada
from Europe has shrunk and most immigrants now originate from Asia, Latin America,
Africa and the Caribbean (Badet 1993). These immigrants have brought with them their
diverse cultures, languages and food habits. According to one report from Statistics Canada
(1989), there are 80 different cultural groups and at least 100 different languages spoken by
various ethnic groups in Canada. The wide variety of ethnic foods now readily available
across Canada are legacies of immigrants.

Immigrants who come to Canada with their established cultural, linguistic, religious
and dietary norms might face many challenges when they attempt to adjust to a new culture.
They are in a new food environment bombarded with many new foods and different food

customs. U iliarity with Canadian and foods, ilability of itic

foods, and lack of knowledge about the nutritional value of foods available in Canada could
impose added stresses on immigrants (Yeung 1995). Food is part of one’s cultural heritage.

It is vital to one’s physical and mental health. Nutrition educators have a responsibility in

ing immi to keep their traditional cating patterns if they are nutritionally



sound and in enabling them to make informed decisions about the wide variety of new foods.

The i ing ethnic diversity imposes additi on nutrition
when they attempt to promote healthy eating habits or when they try to change or modify
eating behavior. If nutrition education programs are to be effective and meaningful to
immigrants, such programs should be culturally sensitive and should take into consideration
the diversity in cultural, linguistic and dietary characteristics in Canada.

Despite the major population changes and the consequent cultural differences in food
pattemns, studies on issues related to immigrant nutrition are sparse. A preliminary study
conducted in St. John’s among a group of ethnic seniors revealed that nutrition services
available there were not culturally appropriate (Varghese 1995). Nutrition educators’

related to the cultural i of food habits may be one reason

for this lack of culturally appropriate services. Another reason may be that, compared to

other cities in Canada, St. John’s has few immij these immif are

outside the mainstream culture and invisible to service providers (Auger, 1993).

The present study was undertaken to assess the dietary practices and nutrition related
needs of Indian immigrants and their family members in Newfoundland. Possible predictors
of dietary practices such as nutrition knowledge, attitudes, and demographic characteristics
were also examined. The Indian ethnic group was selected for this study because they were

the largest segment of the immi; ion in (N 1996).



The objectives of this study were:
1) to assess the eating patterns of Indian immigrants and family members
2) to determine their level of nutrition knowledge
3) to identify their attitudes toward food selection
4) to determine if there are differences in their dietary practices based on
their nutrition related knowledge and attitudes

5) to identify their nutrition related needs



2.0 Literature Review

A review of literature related to 1) nutriti of migration 2) factors
(knowledge and attitudes) and 3) relevant previous research will be discussed in this section.

2.1. Nutriti C of Mi

2.1.1 Impact of culture on food related behavior

‘When studying issues related to immi nutrition, an ing of the impact

of culture on food related behavior is essential. According to Tylor (1871) “Culture is that
complex whole which includes knowledge, belief, art, morals, law, customs, and any other
capabilities and habits acquired by man as a member of the society.” Or as Fieldhouse
(1995) has described, culture is “the sum total of a group’s learned, shared behavior”.
Although different cultures have different characteristics, some common
characteristics are applicable to all cultures (Fieldhouse, 1995, Axelson 1986, Foster,
1962). First, culture is leamed. People acquire cultural traits early in their life and they

transmit them from one generation to another through the process of socialization. The

primary channel through which socializati is the immediate family which
and ions the

Secondly, culture is not static. Although habits acquired early in life are on the whole
stable and long-lasting, they are nevertheless subject to change. Changes in the physical or

social environment, educational programs, medical inventions, mass media and advertising,



migration and urbanization are some factors that could induce changes in cultural traits.
Thirdly, people internalize cultural traditions so that they become an inseparable part

of their identity. People are unconscious of their culture and routinely do things without

being even aware that there are rules and regulations governing many aspects of their

behavior; people are creatures of the cultural traditions in which they are raised.

Fourthly, individuals or groups of individuals might participate di within
one culture. In this respect, Broom et al., (1977) have coined the concept of a subculture.

They have defined a a “pattern that is in signi respects distinctive but that

has important continuities with a host or dominant culture.” A subculture may be based on
occupation, area of residence, ethnic origin, religion, social class, age, language, diet or other
variables. Therefore, one may be a participant in several subcultures at one time. Several
subcultures may exist within a given locality.

How could these istics of a culture or relate to the food habits of

immigrants in Canada? If food habits are acquired early in life and, on the whole, are stable
and long lasting; if knowledge, attitudes and customs surrounding food are passed on to

succeeding generations; if changes in food habits could occur over time because of changes

in social and physical envi food avail mass media ising or
what happens to the dietary habits of immigrants when they attempt to adjust to another
culture? Would they follow their traditional eating patterns and cooking methods? Are all
the ingredients required to follow their traditional dietary patterns available in their location?
Do they have to make substitutions to the available varieties in their new country? Or do

5



they acculturate to the food habits of the new culture? If they acculturate to the new food

habits, would there be any it These are ions related to
immigrant nutrition that require more recognition from nutrition educators.
2.1.2 Dietary practices of immigrants

Several studies have looked at dietary patterns of immigrant groups. Shultz etal.,
(1994) used a four day written food record (3 weekdays and one weekend) to study the
dietary patterns of a group of Chinese women in San Diego. It was found that US born
Chinese American women were more acculturated to North American food habits than those
who were born in China.

Chau et al., (1990) studied the food habits of 45 Chinese elderly (over 60 years old)
living in the San Francisco Bay area utilizing a 24 hour dietary recall method as well as a
food frequency list. The food frequency list consisted of 34 food items arbitrarily selected
to represent typical American foods and Chinese foods. He found that 95% of respondents
were mostly eating Chinese staple foods for lunch and supper.

Hrboticky et al., (1984) studied changes in the perceived qualities of food such as

flavor, health value and prestige perception among a group of first and second generation

Chinese living in the itan Toronto Area. Using a 5 point Likert type
scales and 46 typical Canadian foods this study documented higher hedonic flavor and
prestige ratings to desserts, snacks and fast foods and concluded that immigrants could
acculturate to food habits that have nutritionally undesirable effects.

Grivetti etal., (1978) found a decreased use of traditional foods by first generation

6



Chinese immigrants in California even when those foods were readily available. The

utilized a food ionnaire (often, i and never) and 77

“Chinese’ and iti ¥ ican foods’ which were readily available in

California.

Story et al., (1989) studied food habits and changes in food consumption patterns of
60 South Asian refugee families (Cambodian and Hmong) living in United States.
Frequency of consumption of a food item from a list of foods (protein foods, dairy foods,

grains, fruit fats, sweets and mi: ) was collected using a scale “daily’,

“1-4 times a month’ and ‘rarely’. Also, food preferences for 31 selected items were assessed
using a scale ‘most preferred’, ‘least preferred’ and ‘unfamiliar food’. It was found that
fresh fruits, meats, and soft drinks which were considered high status foods in their home
country were highly preferred and frequently consumed.

Crane etal., (1980) used a food frequency questionnaire (the average number of days
each week such as twice a week, 5-6 times a week etc.) to study the food habits of
Vietnamese refugees living in Northern Florida. Changes in food habits were determined

by i of ion of a food item in the United States with that in

Vietnam. He also used a food preference check list (‘like’, “accept’, ‘dislike’, ‘never eaten’)
to collect information on the degree of liking for specific American and Vietnamese foods.
These Vietnamese refugees were found to prefer their traditional Vietnamese foods over
North American foods. In the same study it was found that steak, infrequently eaten in their
homeland, was one of the most preferred foods.

7



From the above mentioned studies and other studies reviewed (Hrboticky etal.,1984,
Queen, 1957, Adamson et al., 1945, Grivetti et al., 1978, Story etal., 1989, Chauetal., 1990,
Yang et al., 1996, Crane et al.. 1980), it was difficult to generalize the dietary patterns of
immigrants, even among one specific group. It appeared that, in a cross section of
immigrants, some might follow their traditional food habits, staples, recipes and cooking
methods whereas some others might gradually adopt the Canadian food habits.

‘What are the nutritional consequences of such dietary patterns? If immigrants follow

their traditi food habits ilability of traditi i i or inability
to follow traditional cooking methods could result in nutritional deficiencies. Immigrants
who completely follow their traditional food habits are also found to have difficulties when
they seek hospital and community nutrition services, if those services are not culturally
appropriate (Varghese, 1995). On the other hand, acculturation to the typical North American
diet could result in an increased use of animal protein, total saturated fat and sugar along
with decreased use of fiber. Such dietary patterns have proven to have potential health risks.
Tillotson (1973) studied coronary disease, heart disease, and stroke among Japanese living
in Japan, Hawaii and California and found higher incidences of these diseases in those who
adopted a North American diet. McKeigue et al., (1991) has documented higher blood
pressure, fasting and post glucose serum insulin concentration, central obesity, higher plasma
triglycerides and lower HDL cholesterol among South Asian immigrants in London
compared to the native European group. In England and Wales mortality from ischemic
heart diseases is found to be the highest among men and women who immigrated from the

8



Indian inent ( jan, 1991). etal, (1995) the coronary risk

factors in 247 migrants from the Indian subcontinent living in West London and 117 of their
siblings living in India. It was found that the West London cohort had a higher body mass
index, systolic blood pressure, total serum cholesterol level, higher fasting blood glucose
level and lower high density lipoprotein cholesterol.

2.1.3 Sociodemographic factors and dietary patterns

The type, extent and progression of changes in dietary patterns are dependent on
many sociodemographic factors and a few studies have looked at the relationship between
the two among immigrants. Length of exposure to the new cultural environment (Chavez
etal., 1994), ability to speak English (Yang et al., 1979), ability to read English (Chau et al.,
1990), education level (Chau et al.,1990), age (Tillotson et al.,1973), and generation level
(Freedman et al.,1984) are some of the factors identified. It has also been pointed out that
the dietary change process is easier for males than females (Katona-Apte et al.,1980) and that
acculturation proceeds more rapidly in families with children (Story et al.,1989).

Studies on non-immigrant populations had identified other sociodemographic
characteristics that could influence dietary patterns. For Calasanti (1986), the three
interrelated variables which could have a major influence on dietary behavior were income,
education level and occupational status. These variables could influence a whole range of
nutrition related factors from food preferences and habits to the ability to purchase what one

‘wants, to the likelihood of having proper storage facilities. Davis et al., (1982) reviewed 18

i irticl linkage between soci i istics and dietary behavior



and found that ion level i the general ion level of the

household size and residential location were important determinants of nutritional status.
Another characteristic that has an effect on food consumption patterns is ethnic background.
In spite of significant blending of foods from various cultures it is known that there are
distinct dietary practices among various ethnic groups. Cronin et al., (1982), in an
examination of food consumption data from the USDA 1977-1978 National Food
Consumption Survey, found that non- whites, relative to whites, ate more rice, legumes,
pork, fish, poultry and eggs and less dairy products and beef.
2.1.4 Role of nutrition educators

The effects of immigration and acculturation on dietary patterns and disease risks
have important implications for nutrition educators in Canada. Some of the problems that
immigrants might face when aslempting to secure adequate nutritious food are unfamiliarity
with Canadian supermarkets, foods and food storage facilities, lack of knowledge about
nutrition, high cost of their traditional foods and concerns about food safety (Yeung 1995).
In Canada “convenience foods™ (easy to cook, packaged, processed foods), “fast foods™
(ready made foods from fast food restaurants) and “rich foods™ (foods high in total fat and
simple sugars such as pastries, pies and rich sauces) are easily available. Advertising usually
promotes these foods which are high in fat, sugar and salt. It is possible that immigrants,
without being aware of the health risks associated with such foods, could choose them quite
often (Yeung, 1995). Also, the practice of vitamin supplementation is very common in
Canada. Despite recommendations (Health and Welfare Canada, 1990) that healthy

10



individuals should be able to meet all of their nutrient needs from diet, vitamin supplements
are becoming very popular. Studies show that this practice is not limited to the elderly, even
young adults and college students take vitamin and mineral supplements regularly in an
effort to assure themselves of good health (Garry et al., 1982, Wardlaw et al, 1993, Elridge
etal., 1994). Would there be a tendency among immigrants to adopt such practices because

of misleading i ion or

C ing the special iti needs of immi enabling them to select

nutritious foods from the wide variety of new foods and encouraging them to adopt healthy
eating patterns are responsibilities of nutrition educators. Recently there has been increasing
interest in translating Canada’s Food Guide into different languages and in developing
language and ethnic specific nutrition education materials. However, cultural sensitivity in
nutrition must go beyond this. According to Guthrie (1994), understanding the factors
influencing dietary practices, or why people eat what they eat should be first step when
attempting to promote healthy eating habits. Another important factor to be considered when
nutriti ion programs is that people readily internalize concepts and ideas

which are relevant to their needs and interests. This makes a comprehensive needs

ani of ping nutrition ion program:
Therefore, two essential components of effective nutrition education programs are:

1. astudy of factors determining food related behavior or why people eat what they
eat

2.a ive needs of the target




2.2 Factors Determining Food Related Behavior

The study of determinants of food related behavior or why people eat what they eat
and ways to help people change and improve their eating patterns has been termed
“quantitative nutrition education research” (Gillespie et al., 1992). Nutrition education
research helps to answer questions such as “what are likely to be the most successful
approaches?” and “what guidelines should be followed for developing and evaluating
nutrition education programs?” (Gillespie et al., 1992). Guthrie (1994) has categorized

factors influencing dietary behavior into four broad groups, namely physiological,

and p ial factors.

Primary physiological determinants of food choices are taste, smell and appearance.
Although good nutrition is essential for survival, people might not eat even the best nutritious
food if they don’t like the taste. Preferences for certain taste and specific combinations of
food are i by previous i (Sh 1990) and are shaped during the early
socialization period and are thus a product of culture (Fieldhouse, 1995). Sensory evaluation

of foods and taste testing with consumer panels have become a major area of interest of
researchers, with the goal being to get a balance between health and taste.
Sociodemographic factors have varying impact on individual’s dietary behavior (See
section 2.1.3). Identification of differences in nutrient intakes among different socioeconomic
groups is an important part of nutrition education research. Results can be used to identify
vulnerable groups and to develop programs appropriate to the needs of a given group.
Those who promote a behavioral approach believe that behavior is readily influenced

12



by the physical and social environment in which people live. Shannon et al., (1991) and
Rodin (1980) had identified envi i such as television watching and eating

at “all you can eat” restaurants as factors that could trigger overeating. Some of the strategies

that could enable behavior ification are identifyil i factors which could

trigger overeating, attempting to modify these environmental factors or changing one’s
response to environmental factors (Guthrie, 1994).

Those who take the psycho-social approach view behavior as mediated through the
individual’s cognitions such as knowledge, attitudes, beliefs and expectations (Guthrie, 1994,
Axelson 1986). Or, how people behave (what they eat) is influenced by what they think
(knowledge) and how they feel (attitudes). The rationale behind this approach is that if
individuals increase their knowledge and change their attitudes, desirable changes in food
related behavior would result. To increase knowledge and to change attitudes through
nutrition educati i ion related to individual’s eating patterns, their
knowledge and attitudes are required.

No single theory or approach could encompass a complex behavior such as eating. As

Hochbaum (1981) has pointed out, these theories are useful in the understanding of only

some of the vast array of factors and forces that may shape eating behavior and its

manifestations under certain conditions or in certain populations. Pioneers in nutrition

education research encourage nutrition intervention programs to be based on established

theory and research (Gillespie, 1994). Since there are several well established psychosocial

theoretical frameworks such as Consumer Information Processing Theory, Stages of Change
13



Theory and Relapse Prevention which have been successfully used in explaining dietary
behavior and since knowledge, beliefs and attitudes are culturally embedded traits, for the

purpose of the present study psy« ial factors and atti are explored.

2.3 Relevant previous research
2.3.1 Nutrition knowledge
Nutrition knowledge is a scientific construct that represents individuals’s cognitive

processes related to food and nutrition. This construct has an important role in nutrition

ducation because of the ion that i ing indivi ige about food and
nutrition will bring about desired changes in their food related behavior.
2.3.1.1 Nutrition knowledge and dietary behavior

To date, no studies have been i that ined the i ip between

nutrition related knowledge and dietary patterns of immigrants. However, many

have examined this relationship among non-immi jons. Using
meta-analytic techniques, Axelson et al, (1985) reviewed nine studies and found a positive
and significant relationship between dietary practices (as measured by an overall dietary
quality score) and nutrition knowledge. Kristal et al., (1990) observed similar results when
she studied the relationship between knowledge about low fat diet and food selection

behavior in 97 women aged 45-59 years. C no signi: i ip between

nutrition knowledge and nutrient intake was found in a senior citizen’s group (Grotkowski
etal., 1978). Bergman et al., (1992) found no relationship between caffeine knowledge and
consumption in a group of 47 women between 45 and 80 years of age.
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2312 7 of nutrition

Sociodemographic factors have an influence on the level of nutrition knowledge.

In a sample of male life insurance company employees Woolcott et al., (1981) found that

‘higher level of nutrition ‘was signi with higher

status, higher income and increasing age. Fusillo (1977) in a sample of 1664 adult U.S.
consumers found that those with low level of knowledge tend to have less education, lower
income and less prestigious occupation. It was also found in this study that those with low
nutrition knowledge tended to be older rather than younger and to be men rather than women.
Rahn et al., (1984) undertook a study to predict the level of nutrition knowledge in a random
sample of 210 urban women in the city of Guelph. They found that age, education level and
socioeconomic status were the predictor variables. Mansour et al.,(1994) in their study of
the nutrition knowledge of 150 pregnant women in Saudi Arabia found a positive

between score and i level. Sims (1976) studied the

nutrition knowledge of mothers of 163 preschool children and found that socioeconomic

status, younger age and small family size differentiated the level of level. Snider

(1980) identified education and age as predictors of nutrition knowledge in a survey of health
related needs of noninstitutionalized elderly. Wade (1970) conducted an analysis of
knowledge surveys completed between 1941 and 1962 and concluded that education and sex

were the best i of health related

2.3.1.3 of nutrition k

‘There was little lization in the nutrition ige i found in the
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literature. Instruments varied depending on the purpose of the study and the target
population. Most of them were composed of a series of multiple choice or true or false
questions that the respondents were asked to answer. Answers to each items were scored for
correctness and then summed. These scores were used to represent the respondent’s nutrition
knowledge.

Nevertheless, Axelson et al (1992 ) had given some recommendations to prevent

threats to the validity of a nutrition ge i These ions are:

@ Reliability

The instrument that measures nutrition knowledge should meet a minimum standard
of reliability- that is, the same results should be obtained if the test was taken again
by the respondents. Reliability increases the predictive validity of an instrument.
Also, a good estimate of the relationship between nutrition related knowledge and
dietary practices could be accomplished only with a reliable instrument. Axelson
etal, (1992) reviewed 19 studies and found that common measures of reliability are
reliability coefficients such as coefficient alpha for ordinal variables or its variation
K-R 20 for nominal, dichotomous variables. Coefficient alpha or K-R 20 is the

istic for ining reliability based on internal consistency. Internal

consistency estimates to what extent various items measure the same concept. A
modest reliability coefficient of 0.70 is suggested by Nunnally (1978).

® Discrimination

‘When using a nutrition knowledge test, the difference in scores should reflect real
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in among indivi The less discrimil the measure,
the less sensitive it is.
@®Dimensionality
Items used to measure knowledge should be one dimensional- that is, a total score
derived from summing scores from several questions should assess a single
underlying construct. This is because knowledge of one topic would not necessarily

mean knowledge of another. For example, if the purpose of a study is to assess the

ip between dge and ion of low fat foods, the knowledge
instrument should include questions about fat content of foods or knowledge about
the adverse health effects of excessive fat. The use of one score to represent a variety
of topics such as fat, fiber or general healthy eating guidelines would cause the effect
size estimate or the strength of the relationship between knowledge and behavior to
be smaller than expected (Axelson et al., 1992).
@ Correspondence
Items used to measure knowledge should reflect the information required by the
individual to make food choices and should correspond to the dietary behavior that

isinvestigated. For example, “if the is i in using dge to

predict some dietary behavior, then the knowledge measure should represent the
knowledge required to perform that behavior” (Axelson et al., 1992).

@ Representativeness

Nutrition knowledge construct should be defined explicitly and the items on the test
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should represent the specified domain.
® Convergence
Axelson et al., (1992) have also called for convergence validity, to ensure that

commonly used nutrition tests For this, a ison of one

test of nutrition knowledge with other tests is needed. If the tests are measuring the

same construct, then the scores ing the indivi s ge should be

highly correlated.
2.3.2 Attitude towards food selection

‘The concept of attitude, like many abstract concepts, is a construct used as a tool to
describe what people say, think, and do with some order and consistency (Henerson et al.,
1987). Rokeach (1968) has defined attitude as a “ relatively enduring organization of beliefs
around an object or situation predisposing one to respond in some preferential manner”.
According to him behavior is a function of at least two attitudes: attitude toward the object
and attitude toward the situation within which the object is encountered. For example, food

selection could vary according to the situation at a given time. As Steelman (1976), has

pointed out, a may be with i than with economy on
a given occasion. At another time, she may be trying to impress guests with food and food
service. The possibility that multiple situational attitudes exist in addition to an attitude
toward the object means that in one situation a given attitude may prevail while on another
occasion a different attitude prevails. Although many possible behavior patterns may exist
for a given person, attitudes are patterned to a great extent (Steelman, 1976). For example,
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the attitude to frugality may prevail not only in selecting food items, but also in selecting
several other non-food items.
2.3.2.1 Attitudes and dietary behavior

Among researchers who studied the role of attitudes in determining food choice

Medaugh. etal., (1994) observed a signil i ip between attitudes and

the amount/type of foods consumed in a group of 36 women aged 65 and over. Similarly,
Bergman et al., (1992) found that caffeine related attitudes were the strongest predictor of
caffeine intake. Positive and significant relationships between attitudes and behavior were
reported by Axelson (1985) in a meta-analysis and by Kristal et al., ( 1990) in a group of
independently living elderly women.
2.3.2.2 Immigrants’ attitudes toward food selection

Immigrants come to Canada with established food habits, food customs and

ing attitudes. An ination of different aspects of their attitudes toward food

selection would enable better ing of their ion patterns and facilitate more
effective intervention strategies. A literature search on MEDLINE, Current Contents and
CINHAL on “culture’ or “immigrants™ and “attitudes toward food selection™ failed to
identify any studies specifically on immigrants’ attitudes toward food selection. The
literature search identified only the study by Steelman (1976). She used principal component
factor analysis and identified the following attitudes in a group of homemakers belonging to
different religious subcultures in Northern Louisiana: propensity to change, convenience,
frugality, health, social status, and sociability aspects. No studies were found specifically
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on immigrants.
Similar attitude categories had been identified by several researchers among non-
immigrant groups. For example, Hollis et al., (1986) had identified attitudes to ‘health

and ‘food ion” in a group of 179 men and 178 women in Portland

Oregon. Axelson et al., (1983) explored food and nutrition related attitudes of elderly living

alone and identif four attitude i namely, itious-healthful’, “frugal-

’, “social ’ and ‘qualitati ’. Kristal et.,(1990)

examined attitudes toward selecting low fat diets in 97 women in Washington state and
identified both positive and negative attitudes about diet and health.

It should be pointed out that food consumption has always been linked to social
prestige and status in all cultures. As Jeliffe (1967) has pointed out “all cultures have
prestige foods which are reserved for important occasions or even more for the illustrious of
the community”. Some foods reflect financial stress; others symbolize affluence. Some
foods are meant to be eaten within the family circle, only some are openly offered to guests
(de Garine,1976).

Would immigrants continue to maintain their ‘concern for social status’ in a new

culture or food i by i in the type of foods chosen and

customs followed? According to de Garine (1976) keeping cultural authenticity is the first
step through which social prestige and status may be observed; it is by consuming the
group’s staple foods that its members display their sense of belonging to the society. On the
other hand, Katona-Apte et al., (1980) who examined food habits and acculturation of East
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Indians in the United States had hypothesized that there is a direct relationship between the

Indians’ desire to gain status among, and, by icans and the speed
of the acculturation to American food habits.

Similarly, do they have a favorable attitude toward ‘food exploration’? Food
explorative attitude would be suggestive of flexibility in trying new foods or recipes and
willingness to change food habits. This could also mean lower adjustment problems in a
new food environment.
2.3.2.3 Sociodemographic correlates of attitudes

Very few studies have looked at the impact of sociodemographic factors on nutrition
related attitudes. Kinsey (1994) has identified income and sex as predictors of nutrition
related attitudes whereas Jalso et al., (1965) found that age was inversely related to nutrition
related attitudes. In a study among the elderly Grotkowski et al., (1978) found that

ic status on the basis of i level, former ion and

source of income was strongly related to the attitude to ‘nutrition is important’.
2.3.2.4 Measurement of attitudes
As for the nutrition knowledge measure there was little standardization in the attitude
varied ling on the purpose of the study, types of

attitudes studied and the target population. The majority of instruments utilized a survey

method with a Likert type format, although semantic differential scales (a series of specific

bipolar scales such as good-bad, strong-weak and passive-active) were not

To demonstrate validity and reliability of attitude measures Henerson et al., (1987)
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and Sims (1981) have provided several recommendations. Differerat types of validity
measures such as construct validity, content validity, and predictive vallidity could be used
to establish the validity of an attitude measurement. Construct validity refers to how well

the instrument measures what it claims to. Demonstrating construct valiidity demands clear

of the construct, inistering the survey in a fair setting (emough time allowed
and respondents are not rushed or pressured to respond in a particular wasy), seeking credible
opinions from experts, and evidence from correlational or criterion groupp studies, all aimed

at ruling out i ions of the i 's results (E et al,1987).

Content validity is the degree to which the statements used in the questiomnaire represent the

construct under i igation. Concurrent validity is ‘whens the results of one

measure are used to predict the results of an alternate, contemporary meazsure. According to
Sims (1981), what evidence is used to establish the instrument’s validlity depends on the
objectives of the study. For example, if the investigator wishes to presdict some kind of
behavior on the part of the in the future, then ictive validisty become a crucial

issue. If the purpose of the research is to interrelate attitudes witkx other aspects of
personality or to integrate and organize some kind of behavioral outcome:, construct validity
must be considered.

of istic behavior from which i could be

made on respondents’ attitudes is another critical step in the measurement= of attitudes (Sims,
1981). According to her the “success and failure of attitude scale construiction may depend
upon the specific collection of items” and has called for stating the items fin simple and clear
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language, each item being unambiguous containing only a single idea and avoiding items
‘which are irrelevant to the attitude construct or are likely to be answered in exactly the same

'way by persons having both le and attitudes. Also, izing the order
of presentation of items in the instrument would prevent developing a response set on the
part of the respondent (Sims, 1981).

Henerson (1987) has suggested using several converging questions rather than a
single statement to detect the presence or extent of an attitude. This is because a single item
is open to different interpretations. A questionnaire which asks about slightly different
aspects of the same thing several times and uses a combination of the results from these
questions to indicate the presence of an attitude is less likely to be affected by random error
and will be more reliable.

Henerson et al., (1987) has reinforced that only a reliable attitude instrument can

support a strong case for validity and therefore credibili iability or the consi: of

the could be d with a reliabili i A reliabili

of 0.7 is usually considered respectable for an attitude instrument, even though lower
coefficients are some times tolerated (Henerson et al., 1987).
2.3.3 Nutrition related knowledge, attitudes and behavior

It should be pointed out that even in studies that found positive and significant

onships among attitudes and behaviors, the strength of association was

small, r=0.10 and r=0.17, for knowledge-behavior and attitude- behavior respectively
(Axelson et al., 1985). Shannon etal., (1988) in a three year nutrition education study done
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in Pennsylvania found only small changes in dietary behavior brought about by nutrition
education programs. Similarly, Ikeda et al, (1982) in a weight control program observed
that weight changes achieved were not stable over time. There are several possible
explanations for these results. One explanation is that nutrition knowledge is probably

but nota i ition for healthful dietary behavior. Other factors such

as selfefficacy, peer or family influences or environmental factors could intervene between
knowledge and behavior. For example, Sapp (1991) studied the relative impact of nutrition

and attitudes on i ions to eat beef and the frequency of consumption of beef

with social support systems. He found out that although nutrition knowledge was not

directly related to intentions, behavior or attitudes, it was significantly related to social
support systems that influenced intentions and behavior.

Kristal et al., (1990) and Axelson et al., (1985) have pointed out methodological

for the poor correlation between dge and behavior. According to them,

most studies on ‘nutrition knowledge, attitudes and dietary practices’ had not defined
explicitly the and as such lack ificity and validity in

Also, researchers often did not assess those aspects of nutrition knowiedge and attitudes
which were necessary for the performance of the target behavior of interest. The weak

between behavior and attitude-behavior reflect the poor

between th f dietary intake and knowledge or attitudes (Axelson,
1985). Clarifying and defining domains of knowledge and attitude constructs and ensuring
that these measures correspond with the dietary behavior studied would improve the effect
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size estimate of the relationship (Axelson et al., 1992, Axelson et al., 1985).
2.3.4 Needs assessment

The goal of any nutrition related needs assessment is to obtain quantitative and
qualitative information that will identify nutrition related problems and opportunities for
reducing those problems. Owen (1993) had recommended three types of variables for a
culturally sensitive, valid needs assessment. These variables are ‘client variables’

dge, attitudes, dietary practices etc), ‘environmental

variables’ ilability of services, f social and health problems, ethnic

food availability etc.) and ‘program and provider variables’ (accessibility to available
services, cultural appropriateness etc). All these variables could vary depending on the
ethnic group and locality. The investigator could not locate any studies in the literature that
explored the needs of Indian immigrants or that met Owen’s (1993) criteria.
Summary

This literature review identified some of the nutrition related issues facing
immigrants and pinpointed the need for cultural sensitivity in nutrition education strategies.
Two essential components of effective and meaningful nutrition education are an

of the factors i ing dietary practices and developing programs relevant

to the needs of the target population. Of the various approaches used in studying factors
influencing dietary practices, psychosocial approach is widely used. The rationale behind

this approach is that if indivi increase their and change their attitudes,




desirable changes in food related behavior would result. Since knowledge, beliefs and
attitudes are culturally embedded traits, for the purpose of the proposed research
psychosocial factors were explored. The review also provided background information on

how to ize nutrition related attitudes, behaviors and needs of a group

of immigrants and how to measure these variables with moderate validity and reliability.
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3.0 Methodology

3.1 Objectives
The objectives of this study were:

1. To assess the eating patterns of Indian immi; and family by

2. To determine their level of nutrition knowledge
3. To identify their attitudes toward food selection
4. To determine if there are differences in their dietary practices based on their
nutrition related knowledge and attitudes
5. To identify their nutrition related needs
3.2 Design

A cross sectional survey using a self- ini mailed i ire was

conducted for this study.

3.3 Setting of the study

Indian immi d settling in i 40 years ago. They

are distributed throughout the province, even though the majority live in St. Johns. Most

of these immi are i emp by hospitals across the province and by
University of

Indian immi in itute a closely knit society. The Friends

of India iati the Indian ity in The majority of
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Indian immigrants practice Hinduism, their native religion. The Hindus have built a “Hindu

Temple” in St. John’s for conducting their worship and ceremonies. A number of cultural

and religious festivities are ized by Indian immi; the year in different
parts of Newfoundland.
Language is a source of ity among Indian immi; This is because

different provinces in India have their own mother tongues. Although Hindi is the
designated national language of India, the official language is still English, a legacy left by

the British who ruled India for more than 300 years. The medium of instruction in

and interprovincial/i icati is still il in
English. Most Indian immigrants frequently speak their mother tongue in their homes as a
way to keep their language heritage or to pass it along to younger generations.

Vegetarianism is a common practice among Indian immigrants. The majority of

are L ians (people who eat plant products, dairy products and
eggs) or lacto-vegetarians (people who eat plant products and dairy products), although pure
'vegans (people who eat plant products only) are not uncommon.

Early Indian immigrants who came to Newfoundland 35 or 40 years ago, were
unable to get Indian groceries necessary for their traditional cooking. They had to import
groceries from England or other cities in Canada. Presently, a few Indian restaurants and
ethnic speciality food stores are located in St. John’s. Authentic Indian dishes and groceries
are readily available in these restaurants and stores. However, the varieties of fruits,
vegetables, dhals, pickles and sweets available are a bare minimum compared to the number
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of varieties available in other cities of Canada. Also, thee quality of these foods may not be
at par with what is available in India and prices are fairly high. It should be pointed out that
the foods and facilities available in St. John’s are not fo-und outside St. John’s.

Compared to Canadian cooking, Indian cookings is time consuming. Many Indian
Special cooking equipment is also necessary. In India, it is a common practice to prepare

foods freshly every day. People purchase groceries suc:h as fresh fruits, meats, sea foods,
vegetables and dairy products daily. Refrigerating foodls, cooking ahead, or freezing left
over foods are not usual practices. Canned and processed. foods are not readily available and
not generally used.
3.4 Study population

All Indian immigrants and family members living i:n Newfoundland, both males and
females over the age of 10 who were born in India or whose parents were born in India,
constituted the study population.
3.5 Sample frame

The Friends of India Association (FIA), whiich is a provincial organization

the Indian ity in 'was: contacted prior to the study. They

supported the project and gave permission to use their rmembership list for this research.
Potential names were also selected from the Chinmasya Mission Association (CMA)

directory, a directory of the people of East Indian origin.. This directory is made available
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to all members of the Indian Community by the Hindu Temple in St. John’s. The
Students” A iation (ISA) at the ial University provided names of all

students from India who were then attending the University. The Senior Bridging Cultures
Club (SBC), which is an association of ethnic elderly in St. John’s, provided names of Indian
origins who were 65+ years and attending the club.

People with Indian sumames from FIA, CMA, ISA and SBC were contacted to
determine their place of birth. Only those who were born in India or whose parents were
borm in India were included in the study.

3.6 Sample size

There were 27 independent variables in the questionnaire. In order to get valid
information on these 27 variables with a 5% level of significance, a sample size of 135 was
needed. To cover for an estimated 30% refusal rate an additional 40 subjects were included.
The total sample size was 175.

3.7 Sample selection

From the FIA, CMA, ISA and SBC membership lists, 377 persons who were born
in India and/or whose parents were born in India were identified and listed. This list was
then arranged into four sections as follows:

Single and family household units (FIA and CMA)

Children, 10-19 years of age from family households (FIA and CMA)

Students (ISA)

Seniors (SBC).
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The final list consisted of 137 adult males, 123 adult females, 72 children (72 households had
children in 10-19 age group), 30 students and 15 seniors for a total of 377. To achieve the

calculated sample size of about 175, a i sample of i 50% (See

Table 3.1) consisting of 60 males, 60 females, 30 children and 15 students was selected.

Application of this criterion would achieve the calculated sample size and allow a

of the study sampl to the ion. Si iors were relatively

Table 3.1
Sample Size and Selection

Single & Family Households Students | Seniors | Total
Males Females | Children

Total Sample 137 123 72 30 15 377
Proportionate 60 60 30 15 180
Sample

small in numbers, it was decided to take all 15 seniors who were 65+ into the study.
Samples were selected in such a way that in each household one child and either husband
or wife would receive the questionnaire. To accomplish this, 60 males were taken randomly
from the 137 names; wives of those selected were eliminated from the list of females. From
the remaining list of females, a random sample of 60 was selected. This procedure also
decreased the chance of getting more than two questionnaires in one family unit. However,

households with a senior could receive three questionnaires.
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3.8 Instrument development

Since there were no standardized existing instruments that met the purpose and
objectives of this study, it was necessary to develop an instrument specific to the project.
Information was gathered in five content areas; demographic characteristics, dietary
practices, nutrition related knowledge, attitude towards food selection and needs. The draft
instrument was reviewed by a group of experts. These experts included a sociology professor

who had worked among immif aPhD i inP and dietitians from

different parts of Canada who had worked among immigrants and/or had previous research
experience.

38.1.Q on

Demographic characteristics that could influence knowledge, attitudes and needs
were identified through literature search. The expert group facilitated the final selection of
variables. A series of multiple choice and open ended questions was developed by the

to collect i ion (See A dix 1- Section A, Al to All). The

information collected included:

Sex

Country of birth

Parent’s country of birth

Number of years of stay in Canada

Age group

Type of household

Current employment status

Level of education (year and country of completion)

Language most commonly used at home

Language preferred to explain health conditions to a doctor or dietitian
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Income range
Religion

3.8.2. Questions on dietary practices
Since an understanding of the dynamics of dietary change and life style practices would
facilitate development of culturally specific nutrition education programs, for the purpose
of this study characteristic eating patterns, extent of dietary changes, nutritional quality of
diet and lifestyle practices were assessed. When choosing a method for collecting dietary
data for this study, the goal was to develop a short diet assessment method that is easy and
cost effective to administer, that could describe the dietary pattern and dietary quality, but
nevertheless have validity. Analyzing dietary intake by nutrients or calories was not an
objective of this study. Therefore, a detailed dietary recall method or food frequency
method was not used. Block (1982), Roe et al., (1994) and Rimm et al, (1992) have
established that short questionnaires which ask only the frequency with which specific foods
and usual intak Id b ini quickly and have good ion with

more extensive diet histories.

To assess characteristic eating patterns such as the prevalence of vegetarianism and
recent changes made in the diet and to find out reasons for following such practices “yes™
or “no” questions and ranking type questions were used (Appendix 2, Section B, B1 & B2).
A short questionnaire centered around the frequency with which specific foods were
consumed was developed to assess their level of acculturation to Canadian food habits and

their level of acquisition of food habits which have adverse health effects (Appendix 2-
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Section B, B3, B4 & BS). The frequency scale ranged from “often” (score of 1),
“sometimes” (score of 2), rarely (score of 3) and “never” (score of 4).

For assessing the nutritional quality of diet and life style practices , adherence to the

recommended serving guidelines of Canada’s Food Guide to Healthy Eating (CFGHE) and

of ing Canada’s Guidelines to Healthy Eating (CGHE) were examined (See

section 3.8.4 and Appendices 6 and 7 for explanation of CFGHE and CGHE). To evaluate

adherence to CFGHE and to facilitate categorizing subjects as either consuming or not
consuming the recommended number of servings, the questionnaire incorporated four food
groups and five serving sizes (more than 11 servings, 5-10 servings, 2-4 servings, one
serving and none) to choose from (Appendix 2-Section B, B6). These serving sizes were
similar to the serving sizes of the CFGHE (Appendix 6). Examples of approximate volume
per serving for various Indian foods were also provided: ‘one large chappathi = 2 servings’;
“% cup to 3/4 cup cooked dhal =  serving’; (See Appendix 8).

To estimate the likelihood of adherence to CGHE, a number of questions on healthy

lifestyle practices were by the i i dix 2-Section B, B7). Some

items in this section are adapted from a previous study done by Market Facts of Canada
(1979). Respondents were asked to indicate their likelihood of following healthy life style
practices by using a rating scale “very likely” (score of 1), “somewhat likely” (score of 2),
“not very likely” (score of 3), and “not at all likely” (score of 4). The practice of vitamin
supplementation was estimated using the same scale and scoring system (Appendix 2-

Section B, B7-¢).



‘When developing questions to assess the dietary practices, effort was made to select
variables in such a way that they would correspond to selected attitude categories and

knowledge items. For example, for the question in the knowledge section “what does enjoy

a variety of foods mean?”, there was a ing question in the dietary practices section
to find out whether they include a variety of foods in their diet every day. Information
collected on dietary/lifestyle practices were:

Practice of ianism and reasons for

Recent changes made in the diet and reasons for making such changes
Food acculturation pattern

Acquisition of food habits which have adverse nutritional effects
Adherence to CFGH.E serving gmdelmcs

Likeli of CGHE

3.8.3 Questions on attitudes toward food selection

Personal interviews and a focus group discussion at the Senior Bridging Cultures
Club helped to confirm the different attitude categories identified through literature search.
Notes from the discussion and personal interviews indicated that they were hesitant to try
unfamiliar foods and that they enjoyed the convenience of modemn cooking equipments and
semiprocessed foods easily available in Canada. It was evident that they valued good
nutrition as fundamental to maintaining health. They also brought up a strong desire to eat
meals in the company of family or friends. Participants reported that they and their families
regularly took advantage of sale flyers and bought foods on sale. Thus from the group

discussion and literature review, it was decided to measure the following attitude categories;

importance of nutrition, frugality, food i iabili italit i and
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concem for social status.

‘The next step in the of this i was ing the six attitude

into six sets of istic behavior so that is could be

made on respondents’ attitudes. Some of the behavior statements were adapted from other
studies (Axelson, 1983, Steelman, 1976) to suit ethnic single and family households. In
addition, a set of statements was created by the investigator. The guidelines given by Sims
(1981) and Henerson et al., (1987) were followed for formulating attitude statements. These

statements were then reviewed by the grad dents at the division of C ity Health

for clarity and i The resulting were then reviewed by the expert

group and pretested among a convenience sample of 10 (two from each age group category
used in the study, 10-19, 20-29, 30-34, 45-64 and 65+). Changes were made as per their

The final i ined 18 items, three converging statements for each

of the six attitude categories (See Table 3.2). For estimating the internal consistency of the
three statements, coefficient alpha was used. On the advice of the statistical consultant it was
setat 0.5. The order of ion of items in the i was ized in order to
prevent developing a response set on the part of the respondent (Appendix 3-Section C).

A Likert type format using “strongly agree” (score of 1), “agree” (score of 2),

“disagree” (score of 3), to “strongly disagree” (score of 4) was used to assess participants’

level of agreement with each behavior statement.
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Table3.2

Perceived Attitude Indexes and Statements

Nutrition is Important

1. Good eating habits are important to maintain health

2. I would like to learn more about what to eat/how to eat healthy

3. Leamning more about nutrition might help me to improve my eating habits

Sociability/Hospitality

1. My family likes to eat meal together

2.1 enjoy eating out where my friends’eat

3. I like to serve refreshments to friends when they drop in

Concern for Social Status

1. My family serves fancier foods when we have company

2. We use our best linens and dishes when we have company

3. I would not consider serving certain foods for company dinners

Convenience

1. My family often buys convenience foods from the grocery stores

2.1 enjoy frozen ready made foods such as T.V. Dinners

3.1 like learning how to fix quick meals that take less time to prepare

Non-frugal

1. I buy any food I want whenever [ want, no matter what it costs

2. T enjoy eating out even though I know it is expensive

3. Brand name products are always better than store brand products

Food Explorative

1 I seldom try foods from other countries or explore new restaurants

2. I like to eat foods that I am used to

3. Before eating a new food, I like to know whether it contains any religiously
forbidden ingredients
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3.8.4 Questions on nutrition knowledge

For this study, Indian immigrants’ dge of the concep by Canada’s

Food Guide to Healthy Eating (CFGHE) and Canada’s Guidelines to Healthy Eating (CGHE)
were assessed (See Appendix 6 and 7). Both CFGHE and CGHE are widely promoted as
basics of healthy eating. They are also used as the basis for evaluating the nutritional
adequacy of food intake of Canadians.

Canada’s Guidelines to Healthy Eating (CGHE) provide a dietary pattern that will
supply recommended amounts of all essential nutrients while reducing the risk of chronic
diseases (Appendix 7). These guidelines are based on Nutrition Recommendations, a report
of the Scientific Review Committee (Health and Welfare Canada, 1990).

Canada’s Food Guide to Healthy Eating (CFGHE) was developed from Canada’s
Guidelines to Healthy Eating (CGHE) and Nutrition Recommendations as a basic nutrition
education tool that could be easily understood by the general public. The rainbow design,
with the larger bands shown for grain products and fruits and vegetables and fruits, indicate
that these foods should be consumed in larger quantities than the foods in the smaller bands
of the rainbow. Key statements are found on the front page, “Enjoy a variety of foods from
each food group every day,” and “Choose lower-fat foods more often.”

‘When developing a knowledge measure (Appendix 4-section D, D1 to D8), effort
was made to include items that adequately represent Canada’s Guidelines to Healthy Eating
and Canada’s Food Guide to Heathy Eating. The investigator developed seven items,
whereas one item (D1) was adapted from another study (Melby et al., 1986). The expert
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group’s opinions were sought to ensure that items were representative of the chosen domain.
Multiple choices with one correct answer and “yes™ or “no” questions were used to gather
information. To ensure that the difference in scores would reflect the real differences in the

among indivi the discrimis validity was checked. Three groups of

people, who were assumed to have high and low levels of nutrition knowledge, were
selected. These were 1) a group of practicing dietitians/dietetic interns, 2) a group of second
year nutrition students and 3) a group of new immigrants at the Association of New
Canadians. The scores were 10/10, 6.5/10 and 1.8/10 respectively which indicated that
differences in nutrition knowledge score would likely reflect a real difference in knowledge.

To achieve a mini standard of reliability, a reliability ient (K-R 20) of 0.7 was

aimed. As for the attitude measure, the questionnaire was pretested among a convenience
sample and changes were made as per their suggestions.
The following questions were used to assess their knowledge level:

How to maintaina healthy weight?
How to reduce diet related diseases?

‘What are the substitutes for meat products?

‘What is the highest calorie food?

‘What does “enjoy a variety of foods” mean?

‘Which food should constitute the highest number of servings?

Are you aware of existence of Canada’s food guide to healthy eating? If aware, have
you read it? Do you use it regularly in your food choices?

Does eating according CFGHE would provide all the vitamins and minerals you
need?

3.8.5 Questions on nutrition related needs

Personal interviews, key informant interviews and focus group discussions helped
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to identify pertinent nutrition related issues and concerns. A series of closed ended, open
ended, ranking, “yes”or “no” and food frequency type questions were used to identify the
nutritional issues and health concemns of these immigrants. The expert group’s review
facilitated the final selection of variables. The information gathered (Appendix 5-Section
E) included:

Widely used nutrition information sources
Suggestions for better sources of nutrition information

s and p of services
available in the community, hospitals and outpatient clinics
Local ethnic food availability and the need for submt\lmm
General health i of these il
Changes made in cooking methods since coming to Canada
Specific nutritional concerns
Comments and ions for the imp; of existing nutrition services
3.9 Reliability and Validity
To ensure the i ’s reliability and to minimize threats to validity, relevant
d: given by various ‘were followed (Sims, 1981 and

Henerson et al.,1987 for attitude measurement, Axelson et al,1992 for knowledge
measurement, Block 1982, Roe et al., 1994, Rimm et al., 1992 for dietary assessment and

Owen 1993 for needs In general, all were clearly defined and an

expert group was asked to review the questionnaire. The final questionnaire was pretested
on a convenience sample of ten, (two from each age category used in the study, 10-19, 20-29,

30-34, 45-64 and 65+) for ility, clarity of i ions, ease of administration and time

for completion. Necessary changes were made as per their suggestions.
Using a questionnaire that required no names and permitted anonymity minimized
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response bias due to social desirability. Generally, people have an idea of which answers
are socially desirable. Many questions in the survey such as income, heathy eating and life
style practices and certain attitudes would have prompted respondents to bend their answers
to what is socially desirable. Choosing the mail questionnaire method provided an ample

amount of time for to complete the ? ire and greater uni ity across

measurement situations. Other steps taken to minimize threats to validity are already

in section 3.8,
3.10 Data collection

Questionnaires were sent to selected households, students and seniors. Respondents

were i to return theis i ire in a self-addressed stamped envelope.
There was one telephone follow up at two weeks and a second questionnaire with a reminder
after four weeks.

Of the 180 questionnaires mailed, five were returned as non-deliverable. Before the
first reminder, 115 responses were retumed. After the second reminder, an additional 17
responses were received making the total number of responses 132. Overall, the response
rate was 73%. The number and percentage of responses is tabulated in Table 3.3
3.11 Data analysis

Upon completion of data collection, data were coded and entered into the SPSS

statistical package, version 7.5 for analysis. Descriptive statistics was used mainly to

4



Table3.3

Response Rate
Single & Family Households | Students | Seniors | Total
Males | Females | Children
# Sent 60 60 30 - 15 15 180
# Responded 42 42 21 15 12 132
% Responded | 70% 70% 70% 100% 80% 73%

summarize the data. To assess the reliability of knowledge and attitude measures a reliability

fficient alpha for the attitude measure (ordinal data) and K-R

20 for the knowledge measure (dichotomous, nominal data). Chi-square statistic was used

1 ine the presence of iations between ical variables where as correlation
analysis was used for ordinal variables. When using chi-square analysis, if the expected
frequency was less than five for a cell in a 2x2 table Fisher’s exact test was used to

d i iations (Da Saunders et al.,, 1994). A detailed description of the data

analysis and procedures carried out for each section is described below.
3.11.1 Demographic characteristics
Descriptive statistics including frequency and percentage distributions were used to

organize and ize the

3.11.2 Dietary practices

Descriptive statistics including frequency and istributions were used to

assess the prevalence of vegetarianism, recent changes made and reasons for following such
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practices. To estimate the level of acculturation and acquisition of food habits which have
adverse nutritional effects the mean score and grand mean were calculated using the
To evaluate the nutritional adequacy of their diet, reported intake for each of the four

food groups was d with the serving guidelines (5-12 for grain
products, 5-10 for vegetables/fruits, 2-4 for milk/milk products, and 2-4 for meat/meat

alternates). For each food group, subjects were divided into three categories, as having

serving guideli more than idelines and less

than suggested serving guidelines. In addition, the modal class of servings for each food

group and the of immi; meeting mini i forat least three
of the four food groups were also calculated.
To estimate the likelihood of healthy eating and life style practices mean and grand

mean using and i ikelil scores.

3.11.3 Attitudes

Respondents indicated their level of agreement to the various statements using a
Likert type format which ranged from ‘strongly agree’ (score of 1) to ‘strongly disagree”
(score of 4). For each respondent the coded scores were summed which ranged from three

to 12 (score of three indicating perfect and 12 indicating strong di:

The mid point of these scores was 7.5 (midpoint between 3 and 12).

For each attitude ient alpha of the three

to i iability. C i alpha i iability based on internal
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consistency in ordinal data and estimates to what extent the three statements measure the
same concept. If the coefficient alpha was greater than or equal to 0.5, the mean (4standard
deviation) was calculated to yield an index.

If the mean score was less than the midpoint (7.5), it was gathered that the respondent
either agreed or strongly agreed with the statements and had the relevant attitude.
3.11.4 Nutrition knowledge

Each item answered correctly in the knowledge assessment section was given a score
of one and these scores were summed for each respondent. Descriptive statistics were used

to ine the level of in terms of the of total k score. A

ility ient K-R 20 was to ine reliability based on internal

consistency in these nominal, dichotomous data.

3115 i istics versus ge, attitudes and practices

‘The response options for i istics were ical in nature. As
such, cross tabulations and chi square test for i were used to ine the
influence of hi on attitudes and dietary practices.

When calculating the chi square statistic, if the expected value of a cell was less than two
or if more than 20% or the expected frequencies were less than 5, some categories were
pooled to generate expected cell values greater than or equal to five (Dawson-Saunders et
al., 1994).

If the expected frequency was less than five for a cell in a 2x2 table, Fisher’s exact

test was used to ine any iation (D: -Saunders et al., 1994).
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3.1L6 i among attitudes and dietary practices

‘When analyzing interrelationships among variables, it was necessary to use mainly
chi-square tests. This was either because the majority of the response options were
categorical in nature or were coded as categorical variables into the SPSS. A correlation
analysis was used to assess the relationship between selected attitude categories and dietary
practices where response options were ordinal in nature.

Because of the interdependency of the variables used in this study (knowledge,
attitude and behavior), the McNemar chi square statistic was used to determine relationships
among knowledge, attitudes and nutrition related practices. The McNemar chi square test
is a modified version of the general chi square analysis which is used to assess the

ip between two groups (Ds Saunders et al., 1994). When using

this statistic, it was necessary to further collapse items to dichotomous categories. For

example, for the section, dents were ized as those with good level

of knowledge (total score 4/7 and above) and those with poor level of knowiedge (total score
3/7 and below).

The following hypotheses were tested to assess the interrelationship among nutrition
knowledge, attitudes and dietary practices.

1. The higher the level of knowledge, the more favorable the attitude toward

“nutrition is important™
2. The more favorable the attitude toward ‘nutrition is important’, the healthier the
eating/lifestyle practices
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3. The higher the level of knowledge, the healthier the eating/lifestyle practices
4. The more favorable the attitude toward “food exploration’, the higher the
frequency of consumption of Canadian foods
5. The more favorable the attitude toward “sociability/hospitality’, the higher the
frequency of consumption of Canadian foods
6. The more favorable the attitude toward ‘concern for social status’, the higher the

of ion of traditional Indian foods
3.11.7 Needs assessment
Various itative (e.g. ipti istics) and itative (e.g- themes and
quotes) analyses were to ize the iti needs of these i

3.12 Ethical considerations

Prelimi i i were with FIA, CMA and SBC and [SA.

Approval to conduct the study was requested from FIA and granted. The Human
C ittee of | ial University of | reviewed the study and

approval was granted (See Appendix 15). All questionnaires were coded, no names were

used. The master list linking names and identification numbers was accessible only to the

investigator and was kept in locked storage. Participation in this study was . Since
minors were also included in the study, letters were sent to parents asking permission for
their child to participate in the study. Once the study is complete, a synopsis will be sent to

the community through the Friends of India Association Newsletter.
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4.0 Results

Findings of the research are organized in the following sections:
@ Sample characteristics

@ Dietary practices

@ Attitudes towards food selection

@ Nutrition knowledge

@® Impact of ? istics on. dge, attitudes and
dietary/lifestyle practic

@ Relationships among knowledge, attitudes and nutrition related behaviors
@ Needs assessment
4.1 Sample characteristics

Table 4.1 i istics of The sample consisted of 132

persons, who ranged in age from 10-65+ years with 62.6% in the age group between 30-64
years. The female-male distribution of the sample was 50-50. Subjects were predominantly
Indian born (84.8%) and practicing Hinduism (63.3%). Nearly two-thirds of the participants
had lived in Canada for more than 11 years and were well established. Subjects were well
educated (68.4% completed university or technical training) and had higher than average
income (50.0% of the subjects reported annual household incomes over $70,000). One-half
of the subjects had completed their education in Canada, England or United States whereas

34.8% completed their education in India. Only 2.3 % reported that they were unemployed.
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Table 4.1
Sample Characte:

Category Number of Respondents Category Number of Respondents
Total 132 “Total 132
Gender: Country of Birth:
Male 66 | India 112
Female 66 | Canada 16
f in Canada: FostEs Total 13;
Length of Stay in 2
Less than one Income:
1-3 years L Less than 10,000 6
4-5 1 0,000-19,999 8
6-1 11 | 20,000-29,999 10
11-15 years 10 | 30,000-39,999 4
More &xn 15 years 77 | 40,000-49,999 8
*Total 13 ,000-59, 2
Education: 60,000-69,999 6
‘Elemenmryllunim high 0+ 54
Some high sct I *Total 108
Completed hlgh school 10 | Language usually spoken at home:
Some univ Native language onl 31
Completed university/Technical Trgining 77 | Native hn.}u.ge and English 69
*Total 115 | English onl 29
Year of completion of education: *Total 129
1960 and befor ug] (preferred) to converse
1961-1970 20 | with health professi
1971-1980 23 | Native language unl&l 4
:%{-1990 : anl;lve hn?luge & English g_l,
-present ish on!
. fed *Total 106 oy Total 132
‘ountry of education: ent status:

i 34 mxﬂu 42
India 46 17
Other 32 mpluyed full time 41

*Total 112 mp loyed pan time l;l
i e 5 8
Christianity 34 ,mpf’ 3
Islam 2 *Total 131
Other 1 “’peofhou&ald.

spc\lse and children 61

A&e *Total 128 puvms and siblings 26
10-19 2 Ivh use, children & family members I l
20-29 16 2::"
30-44 30 (th relatives
45-64 52 lone 2
65+ 11 Total 132

*Total 131
*Not all respondents answered all

questions
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‘The majority of respondents (90.1%) lived in family households, 8.3%, who were students
lived with friends and only 1.5% lived alone. There were very few language problems for
these immigrants. Nearly three-quarters of subjects (76.0%) included English as a language
most often spoken at home and nearly all (95.5%) included English as a preferred language
to icate with health

It was assumed that respondents who were born in India with an education level of high

school or above would be able tc and answer the ionnaire. This is because

inIndia English is generally introduced to school systems at the Junior high levels, and in

some i atthe levels. services were arranged through SBC for

all members who required assi in ing the i ire or who had language
problems. From the language section of the questionnaire (A9- a & b) it was gathered that
31 respondents spoke native language most often at home and 4 respondents preferred

native language to converse with the health i to the

status question (A7) indicated that 42.7% were employed, 32.1% were students and 12.9%
were retired in Newfoundland. Language problems, if any, would then be faced only by
home makers or the unemployed who were not working outside their homes. They

12.2% of the Cross i status with

it was found that the three had their university degree and that among
the home makers one had education below high school diploma (some high school). This

respondent belonged to the 65+ age group and as such received interpreter services. This

ensured that almost all were able to hend the
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4.2 Dietary Practices

4.2.1 Vegetarianism
(28.5%) were jans. Through a ranking

More than one quarter of the

type question (B1-b), three main reasons for ing ianism were identified. The

main reason given for being a vegetarian was that they were following family traditions. The

results of B1-b are tabulated in Table 4.2.

Table 4.2
Per ge of ifying R for Pr
Vegetarianism
Main Reason | 2* Main Reason | 3 Main Reason
Reasons rank =1 rank =2 rank =3
(IN=37) N=19) (N=15)
Against religion and philosophy 24.3% 263% 13.3%
Better for health 27.0% 36.8% 20.0%
Follow parents’ tradition 37.6% 21.1% 46.7%
Meat is expensive - 53% -
Natural way to be healthy & 5.3% 20.3%
Friends are vegetarians - - -
Other 13.2% 5.3% -

4.2.2 Recent changes made in the diet

Recent changes made in the diet (B2-b), were categorized into three groups and
entered into the SPSS. These categories were: (1) healthy changes (eat more grain products,

eats fewer sweets and less sugar, eat fewer fats or fried foods, eat less salty food, eat more
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fruits and vegetables, (2) unhealthy changes (eat more snacks and less regular meals) and
(3) neutral changes (both healthy and unhealthy changes). Of these, healthy changes were
reported by 82.5%. Through a ranking type question, the three main reasons for making
recent changes in the diet were gathered. These were: 1) being more health conscious, 2) for
reducing weight and 3) having more knowledge about nutrition and health. Results of B2-
b & c are tabulated in Tables 4.3 and 4.4.

4.2.3 Food acculturation

The level of food acculturation is shown in Figures 4.1 to 4.4 and Table 4.5. The

results revealed that these immiy were somewhat to Canadian food habits.

But, the food consumption pattern of individual meals revealed that they had strongly
maintained their traditional eating patterns for supper, whereas, for breakfast, lunch and
snacks they had acculturated to Canadian foods.
4.2.4 Food habits which have adverse nutritional effects

Table 4.6 depicts frequency of consumption of foods which have potential adverse
nutritional effects. The results revealed that over half of the respondents rarely or never ate
convenience foods (processed, easy to cook, packaged foods) or rich foods (foods high in fat
and sugar such as pastries, pies and rich sauces) or drank alcohol whereas more than three-

quarters of the respondents (77.0%) ate more meat products since coming to Canada.
-~

half of the (52.2%) reported consuming more soft drinks in
Canada compared to when they were in India and less than half (40.0%) reported eating at
fast food restaurants more often. Overall, for Indian immigrants and their family members
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in Newfoundland, acquisition of food habits which have adverse nutritional effects was

moderate and not excessive.
Table 4.3
Percentage of Respondents Who Made Recent Changes in the Diet
Type of Changes Percentage of Respondents Who Made Changes
(N=40)
Healthy Changes 82.5%
Unhealthy Changes 7.5%
Healthy and Unhealthy 10.0%
Changes
Table 4.4
Py ge of Resp Identifying R: for Making Changes in
the Diet
Reasons Main Reason | 2* Main Reason | 3 Main Reason
rank=1 rank=2 rank =
IN=39) N=25) N=19)
For health reasons 59.0% 4.0% 53%
To improve appearance & 24.0% 21.1%
To reduce weight 10.3% 44.0% 31.6%
Peer pressure 5.1% 4.0% -
More knowledge about 12.8% 24.0% 42.1%
nutrition and health
Other 12.8% - -
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Table 4.5
Food Acculturation Pattern of Indian Immigrants

Indian Foods Canadian Foods
Indian Indian |Indian |Indian | Canadian | Canadian Canadian | Canadian
Frequency | Breakfast | Lunch | Supper |Snacks | Breakfast | Lunch Supper | Snacks
(N=130) | (N=132) | (N=131) | (N=129) | (N=130) | (N=130) (N=129) | (N=130)
Often 10.8% 303% | 824% | 140% 74.6% 46.2% 202% 262%
Sometimes 24.6% 295% | 13.0% | 38.0% 13.1% 26.8% 42.6% 33.8%
Rarely 36.9% 32.6% | 38% 41.1% 1.7% 16.9% 27.9% 30.8%
Never 27.7% 7.6% 0.8% 7.0% 4.6% 10% 93% 92%
Mean Score | 2.81 217 1.23 241 142 1.91 257 223
Grand Mean 2.15 2.03

Scale used: Often =1, Sometimes =2, Rarely =3, Never =4




Table 4.6

Consumption of Foods Which have Adverse Nutritional Effects !

Frequency | Convenience | Rich | FastFood | Soft | Alcohol | Meat/Meat
Foods Foods | Restaurants | Drinks Products
N=92 N=93 N=91 N=92 | N=92 N=74
Often 6.6% 65% 111% | 239% | 55% 48.6%
Sometimes 341% | 261% | 289% | 283% | 253% | 284%
Rarely 39.6% | 522% | 50.0% | 359% | 19.8% 95%
Never 198% | 152% |  100% 12.0% | 49.5% 13.5%
Mean 273 276 259 236 | 313 188
Frequency
Grand Mean 2.57

* Scale used: Often =1, Sometimes =2, Rarely =3, Never =4
1- This question was not applicable to respondents who were born in Canada

4.2.5 Adherence to Canada’s Food Guide to Healthy Eating
Nutritional quality of the diet and adherence to CFGHE guidelines are depicted in

Tables 4.7 and 4.8. Mini erving guidelines for grain products and fruits as

recommended by CFGHE (See Appendix 6) were met by only about one quarter of the

participants (27.8% and 25.6% respectively). Three-quarters of the subjects (75.0%) met

for meat/ meat ives and 72.6% for milk /milk products.
Typical Indian diets are high in grain products, fruits and vegetables and low in meat
products, as recommended by CFGHE. These immigrants have shifted away from their
traditional diet toward a more western diet. It was also found that only about one in three

(32.3%) was meeting the minimum recommended intake for 3 or more food groups. Sixty
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cight percent met minimum requirements for at least two food groups.

Table 4.7
Distribution of Rﬁpmlden's by Reported Number of Servings From
Each Food Group
Number of Grain Fruits/ Milk/milk Meat/meat
Servings p
N=126 N= N=124 N=124
>11servings | 4.8% 24% 1.6% 24%
5-10 servings | 23.0% 232% 11.3% 14.5%
2-4 servings 54.0% 60.0% 59.7% 58.1%
one serving 17.5% 14.4% 25.8% 24.2%
none 0.8% - 1.6% 0.8%
Mode 3 3 3 3
Table 4.8

Distribution of Respondents by Adherence to Canada’s Food Guide

Meet Eat more than Eat Less than
Food Groups ini
Grain Products 27.8% - 2%
(N=126)
Fruits/Vegetables 256% 24% 74.4%
=125)
Milk Products 12.6% 12.9% 27.4%
(N=129)
Meat/Meat Alternates 75.0% 16.9% 250%
(N=124)
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42.6L of g CGHE

Table 4.9 shows the likelihood of following healthy eating and life style practices as
by Canada’s Guidelines to Healthy Eating. It was found that the likelihood

of including a variety of foods every day in diet was between “very likely and somewhat
likely”. Likewise, it was between “very likely” and “somewhat likely” that these immigrants
would do i d avoid vitamis ion daily. (Canada’ ideli Healthy

Eating encourage to get all essential nutrients from foods, rather than from vitamin
supplements). However, the extent to which they followed lower fat dietary guidelines
varied. The likelihood of trimming the fat off the meat and reading labels was between “very
likely” and “somewhat likely”, whereas the likelihood of avoiding deep frying and spreads
such as butter and margarine was between “not very likely” and “somewhat likely”.

4.3 Attitudes toward food selection

1 of ic) are 1 in Table 4.10. The mean score,

standard deviation, ient alpha, and of who strongly agreed or

agreed with each one the I8 statements (three statements for each of the six attitude
categories) are tabulated. For the attitude to ‘nutrition is important’ the mean score was 4.77
(SD =1.64) out of a possible range of 3 to 12 ( score of 3 indicating perfect agreement with

the and 12 indicating strong di: ). Almost 94% of the respondents had

scores below the midpoint (7.5) indicating that they either agreed or strongly agreed with the

statements and had the positive attitude to “nutrition is important’.
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Table 4.9

Distribution of Respondents By Likelihood of Following Canada’s Guidelines to Healthy Eating

Likelihood of Including a Variety of
foods

Likelihood of Following Healthy Lifestyle Practices

Likelihood Grain Fruits/ Milk Meat& | Exercise | Read Avoid Avoid | Trim Fat Avoid
Products | Vegetables | Products | Altemates Label Added Fat | Deep Off the Vitamin
(N=130) | (N=130) | (N=130) | (N=130) | (N=130) | (N=130 (N=130) Frylns Meat Supple
(N=130) (N=93) | (N=128)
Very Likely 90.7% 84.7% 71.7% | 63.8% |454% | 32.3% 21.5% 23.8% 82.8% 50.0%
Somewhat Likely | 54% 138% 17.7% | 246% |362% | 28.5% 33.8% 48.5% 10.8% 21.9%
Not very Likely | 3.9% 1.5% 38% 85% |146% | 17.7% 34.6% 21.5% 32% 10.9%
Not at all Likely - - 0.8% 3% | 38% | 215% | 100% 62% 32% 172%
Mean Likelihood 113 116 128 151 1.62 1.62 233 21 12 18

*Scale used: Very likely =1, Somewhat likely =2, Not very likely =3, Not at all likely =4.
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Table 4.10

yof A

Statements

Respondents wh
Sirongly Agres/agree
%)

Mean

Score:
Standard
Deviation

Coefficient
‘Alpha

Nautrition is important
lGoodrzlmgh:h;snlempmuntm

tain health
2. Fowould ke to leam more about what to

EE3

4.77£1.64

e

5.59+134

Concern for Social Status
My family serves fancier foods when we
have company
2. We use our bestlineas and dishes when
y
3.1 wunld ot consider serving certain foods
for company dinners

5.89+1.69

0.72

Attitude to Convenience
1. My family often buys convenience foods
grocery
2. I enjoy frozen ready made such as T.V.
3“&’:{15mingha fix quick meals that
i w to fix quick m
take less time to prepare

7.92¢1.64

Food Explorative .
1. I seldom ry foods from other counries or
explore new restaurants
2. Llike tb eat foods that 1 am used to
3. Before cating a new food, I like to know
‘whether it contains any religiously
ingredients

402
848
485

1.82%1.14

*0.32

LI buy any food | want, wheaever I want,
to what it o
2. 1 enjoy eating out even though I know it is

expensive
3. Brand name products are always better
than store brand products

432
515
37.1

7.60£1.93

052

* Alpha coefficient <0.5. Only statement # 2 was used to infer the attitude
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‘The mean score for the attitude to “sociability/hospitality” was 5.59 (SD=1.34). Most
of the respondents (93%) had scores below the midpoint indicating that they had a favorable
attitude to sociability/hospitality.

Likewise, for the attitude to ‘concern for social status’ mean score was
5.89(SD=1.69). Nearly 86% of the respondents scored below the midpoint suggesting that
a “concem for social status’ was prevalent among these immigrants.

A mean score of 7.92 (SD=1.64) for the attitude to ‘convenience’, which is above
the midpoint, implied that the participants were not swayed by convenience when selecting
foods. More than half (57%) of the respondents disagreed with these statements.

For the statements used to test attitude to ‘food exploration’ the alpha coefficient was
less than 0.5. This indicated that the statements lacked internal consistency. Therefore,
attitude to “food exploration’ was inferred from one statement, “ I like to eat foods that [ am
used to”, to which 85% of the subjects agreed. Since only one statement was used, the
possible scores ranged from 1-4. The mean score 1.82(SD=1.14) was below mid point (2.5)

and hence it was inferred that these immij were not food

For the attitude to being “non-frugal” over half of the subjects disagreed with the
statements and the mean score 7.60 (SD=1.93) was above the midpoint. This indicated that
these immigrants are frugal when selecting foods.

4.4 Knowledge level

From respondent’s comments written on the questionnaire it was gathered that

Question D8, “Eating according to Canada’s Food Guide will provide all the vitamins and
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minerals [ need” confused people who are vegans ( people who eat only plant based foods).
Since pure vegans® nutritional needs would not be met by CFGHE, it was decided to drop
this question when assessing the level of knowledge. Also, an inter-item analysis using K-
R20 revealed that maximum reliability coefficient could be obtained by reducing the number
of items to 7. The K-R 20 for the nutrition knowledge measure (with the 7 questions given
on Table 4.11) was 0.58.

The level of nutrition knowledge of the subjects is depicted in Figure 4.5. Scores
ranged from a low of zero to a high of 7 out of a possible 7. The mean score, 4.1, indicated
a desirable level of nutrition knowledge. About one-half of the subjects (44.7%) answered

five or more questions correctly. Di: ion of by category is

presented in Table 4.11. The question “ which food has the most calories per gram?” was

answered correctly by 81.1% of the This was not isi idering the

recent publicity given to choosing lower fat products to reduce diet related chronic diseases.
Almost 71.5% of the respondents had heard about Canada’s Food Guide to Healthy Eating
Guidelines and 63.6% recognized foods which had to be limited to reduce diet related

diseases.

‘’had minimal about i for meat products™ and the

food group from which “every day the highest number of servings should come from” for

healthy eating. Only 23.5 % of the knew th answer for
and 36.4% correctly identified grain products as the food group that should constitute the
highest number of servings every day.
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Table 4.11

Distribution of Respond by Nutrition Knowledge Score
Knowledge Category Correct Response
N Yo

Best method for reducing body weight 104 78.8
Ways to reduce diet related diseases 84 63.6
Substitutes for meat products 31 235
Food with most calories 107 81.1
Meaning of enjoy a variety of foods 73 55.3
Foo.d group that should constitute the highest # of 48 364
servings

Awareness of Canada’s Food Guide to Healthy Eating 93 71.5

‘The nutrition knowledge questions in Section D which were not used in determining
the level of knowledge were whether the respondents had read CFGHE, whether they had
used it as a general guide to their daily eating plan and whether they believed that eating
according to CFGHE would provide all the vitamins and minerals they needed. It was
found that of the 77.1% of the respondents who have seen or heard about CFGHE ,77.1%
have read the guide and 62.7% used it as a guide to their meal planning. Approximately two
thirds (68%) of the subjects responded to the question about vitamins and mineral adequacy

of CFGHE. Of these, 56.1% agreed that eating according to CFGHE provided all the

vitamins and minerals they need.
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and P

4.5. Impact of Sociodemographic Characteristics on Nutrition Related
X (o =

A subset from Table 4.1 namely, age, gender, religion and length of stay, type of
household, employment status was selected to assess the influence of demographic
characteristics on knowledge, attitudes and dietary/lifestyle practices. Income, level of
education and language were not used as explanatory variables. This was because a large

proportion of the sample had high income, high education and few language problems.

451 ic Ch jstics and K level

Among the selected demographic characteristics only length of stay in Canada was
significantly associated (p<0.01) with the level of knowledge. Respondents were
categorized as those with a good level of nutrition knowledge (total score 4/7 and above) and
a poor level of knowledge (total score 3/7 and below). It was observed that the longer the

length of stay, the better was the level of knowledge. Results are tabulated in Table 4.12.

452 hic Ch istics and Atti

No significant associations were found between any of the selected demographic
characteristics and the five attitude categories identified. Full results of the chi-square tests
are tabulated in Appendix 9, Table 1.
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Table 4.12

Cross-Tabulations and Chi-Square Values Between Knowledge level and Selected
Ch =

Demographic
Knowledge level:
Good
Demographic Characteristics Poor
xr pvalue [N
*Age:  10-29
30-44 543 0.07 131
45-65+
Gender: Male
Female 0.13 0.72 132
*Religion; Hinduism
Christianity 2.05 0.36 128
Other
*Length of Stay in Canada:
<S5 years 17.61 0.00 131
6-15 years
>15 years
*Household type:
Households without children 0.52 0.47 132
Households with children
*Employment status:
Student
Retired 318 036 131
Employed
Unemployed/homemakers
* Pooled C: ies from Table 4.1 to make expected ies > 5
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4.5.3 Demographic characteristics and nutrition related behaviors
The following nutrition related behaviors were assessed in relation to the selected

location is given in parenthesis.

1) Practice of vegetarianism (B1-a)

2) Recent changes made in the diet(B2-a)

3) Frequency of consumption of Indian foods (B3)

4) Frequency of consumption of Canadian foods (B4)

5) Frequency of food habits which have adverse nutritional effects (BS)

6) Adherence to Canada’s Food Guide to Healthy Eating serving guidelines (B6)

7) Include a variety of foods every day (B7- a, b, c & d)

8) Practice of vitamin supplementation (B7-¢)

9) Do some exercise every day (B7-f)

10)Follow lower fat dietary guidelines (B7- g, h, i & j)

For items 3-5, namely, frequency of consumption of Indian foods (B3), frequency of
consumption of Canadian foods (B4) and frequency of food habits which have adverse
nutritional effects (BS), scores were summed and respondents were divided into two
categories, those who follow a dietary practice more frequently (often and sometimes) and
those who follow less frequently (rarely or never). Similarly, for items 7 and 10, likelihood
of including a variety of foods every day (B7-a,b,c and d) and likelihood of following lower
fat dietary guidelines (B7- g,h and i), respondents were categorized into two groups, those
who were more likely to follow a nutrition related practice (very likely and somewhat likely)
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and those who were less likely (not very likely and not all likely) to follow. For example,
for the question on “how often do you eat traditional Indian foods?”, the scores ranged from
4-16. The midpoint was 10. It was taken that those who had scores below 10 ate traditional
Indian foods more frequently and those who had scores above 10 ate Indian foods less
frequently. For item 6, adherence to Canada’s Food Guide to Healthy Eating serving
guidelines (B6) respondents were divided into three categories, those who follow CFGHE
serving guidelines for three or four food groups, for two food groups and for one or no food
groups.

Summary of the results are tabulated in Table 4.13. Full results of the chi-square tests
are tabulated in Appendix 10, Table 2. The practice of vegetarianism was higher among
Hindus compared to those who practiced other religions. However, it was found that as the

length of stay in Canada increased, signi fewer were g

vegetarianism. This could be the reason for the observation that even though 68% practiced

only 28% were Ve

Acculturation to Canadian food habits was signi fated with
status: it was higher among students and the employed than among the retired, homemakers
and the unemployed.

Acquisition of food habits which have adverse nutritional effects was also

igni i with status, but, it was lower among homemakers and

the retired than among the students and the employed.
‘The likelihood of Including four food groups daily in the diet and following lower
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TABLE 4.13
ic C|

B b ics and Nutrits
Related Behaviors
Demographic Characteristics
Nutrition Related
Behaviors Sex | Age Religion | Household | Employment
of Type status
stay

Practice of NS [ NS | s+ s* NS NS
vegetarianism
Recent changesindiet |NS | Ns | Ns NS s NS
Consumption of Ns [ Ns | s NS NS NS
Indian foods
Consumption of Ns [ Ns [ ns NS NS s*
Canadian foods
Follow low risk dietary (NS | NS | Ns NS NS s+
practices
Follow CFGHE Ns [ ns [ ns NS NS NS
serving guidelines
Include 4 food groups | NS | s* | Ns NS NS NS
every day
Take vitamin NS | s NS NS NS s
Exercise every day Ns | Ns s NS NS s
Practice lower fat Ns | s s+ Ns NS s*
dietary guidelines

1 Responses are taken from Section B-questions B1-B7

NS =Association not significant with p>0.05

S =Association significant with p <0.05
S* =Association significant with p < 0.01
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fat dietary guidelines was significantly higher among older age group. Practice of lower fat
dietary guidelines was significantly higher among those with longer length of stay in Canada
and those who were not employed outside their homes (home makers, unemployed and the
retired). The likelihood of doing exercise was significantly associated with longer length
of stay in Canada and employment status (higher among students and the employed). It was
also observed that vitamin supplementation was significantly higher among the older age
group and lower among students and the employed.

4.6. i ips Among Nutrition Related Knowledge, Attitudes and

Behaviors
4.6.1 Relationship between knowledge level and attitude to nutrition is important’

There was a significant association between nutrition related knowledge and the
“attitude to nutrition is important’ (p<0.01). This supports the hypotheses that respondents
who have higher level of knowledge tend to have a more favorable attitude to “nutrition is
important’. Results are tabulated in Table 4.14.

Table 4.14

Cross-tabulation and Chi-square Values Between Knowledge and Attitude
to ‘Nutrition is Important’

Attitude to ‘nutrition is important”
L Agree/strongly agree

Nutrition related level
1.Good

2.Poor © p value N
25.52 0.00 130




4.62 Attitude to “nutrition is important”, knowledge level and healthy behaviors
The following nutrition related healthy behaviors were assessed in relation to

nutrition knowledge and the attitude to “nutrition is important’; questionnaire location is

given in parenthesis.

1) Recent changes made in the diet (B2-a)

2) Want to know more about nutrition (E2-a)

3)Follow suggested recommendation for grains (B6-a)

4)Follow minil serving guidelines for milk products (B6-b)
5)Follow minil serving guidelines for frui (B6-c)
6)Follow mini serving guidelines for (B6-d)

T)lnclude four food groups regularly (B7-a,b,c & d)
8)Follow lower fat dictary guidelines (B7- gh& i)

9)Acquisition of food habits which have minimal adverse nutritional effects (BS)
10)Exercise every day (B7-f)

Of these, items 1 to 6 ical variables. ionship of these variables with

the level of knowledge and attitude to “nutrition is important” was analyzed using chi-square
test. The rest, items 7 to 10, were ordinal variables. Relationship of these variables with
nutrition knowledge (total knowledge score) and attitude to “nutrition is important” (sum of
scores of the 3 statements) was analyzed using correlation analysis. A summary of the results
are tabulated in Table 4.15. Full results of chi-square and correlation analyses are tabulated

in Appendix 11, Tables 3(a) and 3(b).



There was signi i ip between the attitude to “nutrition is i and
seven of the chosen nutrition related healthy practices, namely, recent changes made in the
diet (B2-a), desire to know more about nutrition (E2-a), follow lower fat dietary guidelines
(B7-g, h & i), follow mini serving guidelines for grains (B6-a), follow

minimum suggested serving guideline for milk products (B6-c), follow minimum suggested

serving guidelines for fruits/vegetables (B6-c), and follow minimum suggested serving

for ives (B6-d).This supported the hypothesis that the
respondents who have favorable attitude toward ‘nutrition is important’ tend to follow
healthy lifestyle practices.

A higher level of nutrition ‘was signi iated with only five of

the 10 selected nutrition related healthy practices (Table 4.15). In addition, the following

to ine whether put their knowledge to use in their
day-to-day food selection practice.
1. knowledge about diet related diseases (Appendix 4-D2) and acquisition of food
habits which have adverse health effects (Appendix 2-BS)
2. knowledge of high calorie food (Appendix 4-D4) and the practice of choosing
lower fat foods (Appendix 2-B7-g,h,i & j)
3. knowledge of what it means to “enjoy a variety of foods” (Appendix 4-DS) and
the practice of including four food groups regularly in the diet (Appendix 2-
B7-a,b,c &d)
4.  knowledge about which food group should constitute the highest number of
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servings (Appendix 4-D6) and the practice of following recommended serving

guidelines for grain products (Appendix 2 -B6 a)

Associations were significant between item (1), correct knowledge about diet related
diseases and the minimum acquisition of food habits that have adverse health effects
(p=<05), and between item (2), correct knowledge about high calorie foods and the practice
of choosing lower fat foods (p<0.01). Associations between item (3), correct knowledge

about which food group should itute the hig of servings and ing the

recommended number of servings for grain products every day and between (4), correct
knowledge about what it means to enjoy a variety of foods and the practice of including a
variety of foods in the diet was not significant. Full results of these chi-square tests are
tabulated in appendix 12- Table 4.

Overall, the analysis revealed that knowledge by itself was not an important predictor
of healthy eating or lifestyle practices and did not support the hypothesis that the higher the
level of knowledge, the better the healthy eating/lifestyle practices.

4.6.3 Attitudes and food selection behavior

A correlation analysis was carried out to assess relationships between selected
attitude categories and food selection behavior. It was found that respondents who had a
favorable attitude towards food exploration tend to consume Canadian foods frequently

(r=0. 22, p <0.01). This supports the hypotheses that the more favorable the attitude to

“food exploration’, the higher the frequency of consumption of Canadian foods.
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Table 4.15
Among Attitude to ition is And
Healthy Nutrition Related Practices

Healthy Nutrition Related Practices Nautrition Attitude to
“Nutrition

1. Recent changes made in the diet *S *S
2. Want to know more about nutrition NS *S
3 Follow suggested recommendations for NS *S
grains
4. Follow minimum suggested serving S *S
guidelines for milk products
5.Follow minimum suggested serving NS *sS
guidelines for fruits/vegetables
6. Follow minimum suggested serving *S *s
guidelines for meat/meat alternatives
7. Include four food groups regularly *S NS
8. Follow lower fat dietary guidelines *S S
9. Acquisition of food habits which NS NS
have adverse nutritional effects
10. Exercise every day NS NS

NS Association not significant with P >0.05
S Association significant with P <0.05
*S Association significant with P <0.01

Attitude to “sociability/hospitality’ was assessed in relation to frequency of
consumption of Canadian foods. The significant association found between these variables
(r=0.28, p<0.01) supports the hypothesis that respondents who have a favorable attitude to

sociability/hospitality tend to choose Canadian foods more frequently.

76



Attitude to ‘concern for social status’ was assessed in relation to frequency of
consumption of Indian foods. Although 77.7% of the respondents who had a favorable
attitude towards ‘concern for social status’ consumed Indian foods more frequently, the

was not signi As such the is that those who have a favorable

attitude towards ‘concern for social status’, tend to consume Indian foods more frequently
is not supported.

The results of these analyses supported all hypotheses except two, the higher the
level of knowledge the healthier the eating or lifestyle practices and the more favorable the
attitude to ‘social status’ the higher the consumption of Indian foods.

4.7 Needs Assessment
4.7.1 Nutrition information needs

One-half of the respondents had sought nutrition information. Through a ranking type
question, (E1.b), three most frequently used sources were gathered. They were health
professionals (dietitians, doctors and nurses), magazines/cook books and personal sources
(friends, mother etc). Results are tabulated in Table 4.16

Nearly three-fourths (72.7%) of the respondents expressed their desire to know more
about nutrition. Through the ranking type question (E2.b), nutrition related topics of interest
were collected and they were (1) general nutrition and its implications for diseases (2)

quality of their iti diet and 3) cooking classes on low cost nutritious

recipes. Results are tabulated in Table 4.17.
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Table 4.16

of Who i q Used Sources of
Information
Sources Most Freq: 2% most 3 most
used used used
rank=1 rank =2 rank =3
N=63 N=47 (N=41)
Health 52.4% 10.6% 4.9%
professionals
Magazis 15.9% 36.2% 19.5%
cookbool
Personal sources 11.1% 17.0% 26.8%
Media 3.2% 17.0% 31.7%
Commonsense 9.5% 17.0% 12.2%
Other 7.9% 2.1% 4.9%
472 and pe of nutrition related services
4.7.2.1 Community Services

About one-half (48.5%) of the subjects were aware of the availability of community

nutrition services like “Meals on Wheels”. Although less than 2% of the respondents had

utilized these services, those who had, rated these services as culturally appropriate.
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Table 4.17

ibution of Resp ‘Who I ified N ion Related Topics of
Interest
Nutrition Related Topics 1% Choice | 2™ Choice | 3™ Choice
rank=1 rank=2 rank =3
(N=949) (N=65) (N=60)
Supermarket tours 17.0% 92% 11.7%
Cooking classes on low cost nutritious foods 14.9% 262% 183%
General nutrition and implication on diseases 33.0% 18.5% 283%
Nutritional quality of their traditional diet 24.5% 35.4% 16.7%
Ethnic newsletters and magazines 8.5% 10.8% 23.3%
Other 2.1% - 1.7%

4.7.2.2 Hospital nutrition services

Nearly three-fourths (73.5%) of the subjects and /or their family members reported that
they had eaten hospital food in Canada; only 24% reported that those services were
culturally appropriate. Through a ranking type questions, three main suggestions given for
improvement of hospital food services were sought. They were 1) choice of more ethnic
foods on a regular basis, 2) availability of hospital approved catering services, and 3) service

provi ing and iation of the food habits of immigrants. Results are

tabulated in Table 4.18.

‘While outpatient nutrition counseling services in the hospitals were utilized by 11.4%
of the respondents, very few (2.3%) found these services culturally appropriate. The ranking
type question ( E4-c), identified the changes they wanted to see. These suggestions were;
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1) dietitians’ having an understanding of the various food habits of immigrants, 2) education
materials with food exchanges from different cultures and 3) language and culturally specific
instruction materials. Actual frequencies and percentages are tabulated in Table 4.19.
4.7.3 General health condition/problems

Nearly three-fourths of the respondents (69.5%) did not report any health problems.

included

The various health problems reported by 30% of
(12%), hypertension (11%), diabetes (10%), elevated triglycerides (5%), coronary artery
diseases (2.3%), gall bladder diseases (2.3 %), lactose intolerance (1.5%) and myocardial

(0.8%). Actual ies are tabulated in Appendix 13, table 5.

Table 4.18
Distribution of Respondents Who Suggested Changes For Improvement
of Hospital Food Services

Suggested Changes Main 2™ 3
Suggestion | Suggestion | Suggestion
Rank=1 Rank=2 Rank=3
(N=T71) (N=47) (N=46)

Choice of ethnic foods regularly in hospitals | 45.1% 23.4% 152%

Availability of hospital approved catering 225% 383% 21.7%

services

Service providers willingness to understand 21.1% 31.9% 45.7%

and appreciate diverse food habits of

immigrants

Interpreter services 2.8% 2.1% 17.4%

Other 7.0% 43% -
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Table 4.19
Distribution Respondents Who Suggested Changes for Improvement of
Outpatient Nutrition Clinics

Main 2~ 3
Suggestions Rank =1 Rank=2 | Rank=3
(N=26) (N=21) (18)
language and culturally specific 26.9% 14.3% 55.6%
instruction and resource material
Dietitians understanding of the various 57.7% 28.6% 5.6%
food habits of immigrants
Instructional materials and resource 15.5% 57.1% 38.9%
materials with food exchanges from
different cultures
Other - - o
4.7.4 Ethnic food availability

Nearly two-thirds (65.1%) of the participants reported that ethnic foods were not

readily available in The need to itute to the available variety in St.

John’s was reported by 69.6% of subjects. The of immif who

various foods ‘often” and ‘sometimes’ are as follows; 83% (vegetables), 80% (fish), 80%
(grains), 75%(spices), 75% (fruits),73% (beans and dhals), 65% (meat products), 64% (milk
products), 60% (cakes and cookies) 53% (pickles) and 49% (candies and nuts). Actual

frequencies are included in appendix 14, Table 6.
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4.7.5 Changes in food preparation practices

Changes in food preparation practices were reported by 72% of the respondents.
Types of changes reported included frequent baking, frequent use of microwave, bulk
cooking, freezing left over foods, spending less time on cooking, switching away from pure
Indian cooking, trying a variety of intemational dishes, eating more canned foods, eating
more meat and cheese based dishes and preparing more processed foods. Some of the
reasons given for making such changes were lack of time to cook Indian dishes, lack of

of proper ingredients for traditional cooking, and cooking becoming more

interesting with the modern equipment available in Canada.
4.7.6 Nutrition related concerns

Several nutrition related concerns were raised by respondents through the open ended
question, “ Do you or any of your family members have specific nutritional concemns? Please
explain”. Nutrition related concerns identified included: having no transportation to buy
Indian groceries, lack of cooking skills, international students requiring more nutrition
education, tendency to eat high fat foods because of the easy availability of fast foods, most
Canadian dishes being dairy based and hence inappropriate for those who were lactose
intolerant, tendency to overeat in Canada, dietitians’ inadequate knowledge about East

Indian cooking and eating pattems and i about the nutritional value of
their traditional foods. Other concerns ranged from being overweight to underweight and
having severe constipation. One interesting comment in this section was “my children are
doctors, I don’t have any nutrition concerns”.
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4.7.7 Comments and suggestions for better nutrition services
Suggestions for the improving the present system were sought through the open ended
question, “ What comments and suggestions do you have for the existing dietary services

system in the ity or in the i The ing were some of the needs
identified:
. more culturally trained service providers who can facilitate adjustment to the
food habits in a new culture

®  family physicians better able to help with a patient’s diet

. more choice of iate food, i ian food in
hospitals

L more choices of vegetarian foods, not necessarily ethnic foods, in hospitals

. knowing how to use the best of both countries’ eating habits

. more il ion on low cost, itious cooking

. ‘more recognition for the unique problems of immigrants living in rural areas

L culturally appropriate dietary services for long term stay in hospitals

. greater awareness of the needs of ethnic minorities and appropriate changes

. more ethnic iti ks, and immi; oriented
supermarket tours

. samples of menus instead of CFGHE tear sheets

. more ethnic grocery stores with at least one near the University
. more workshops with invited speakers be arranged for the immigrant
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population

Two other interesting comments that came up in this section are quoted below.
“Use common sense and be adaptable. Generally services are excellent. I don’t like
to whine”.

A loyal vegan commented:
“I think that most people, even the professionals are hopelessly under informed on
the extent to which their reliance on animal based foods is detrimental to their health.
I'would like to see a movement towards plant based foods as means of reducing death
rates related to diseases of affluence (heart diseases, stroke, cancer, diabetes etc.).
I think that we should begin to acknowledge that the perceived “health care crisis™

in our country perhaps originates from a “diet crisis”.
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5.0 Discussion

‘While a modest amount of literature exists on characteristic ethnic foods and the food
acculturation pattern of immigrants, little research had been conducted on factors influencing
their food choices. To the investigator’s knowledge, the present study is the first survey that
assessed the nutrition related knowledge, attitudes and needs of an immigrant group in
Canada. Since no validated instruments were readily available, this research was also a
preliminary exploration of how the level of knowledge about healthy eating guidelines in
Canada and attitudes towards food selection of a group of immigrants could be
conceptualized and measured. Much work remains, however, to better understand the
dimensions of attitudes and knowledge related to food selection of immigrants and to
validate the measures.

The data presented in this study were obtained from a predominantly Indian-born
population who were well educated and well established in Canada with higher than average
income. The good response rate of this mail survey (70-100% from each of the five
subgroups) is suggestive of this ethnic group’s interest in nutrition related issues.

5.1 Nutrition knowledge

were fairly about the healthy eating guidelines in Canada.

The only i istic that was signi i with the level of

nutrition knowledge was the length of stay in Canada. Since the study was testing the level

of knowledge about Canadian nutrition guidelines, it was reasonable to assume that the
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longer the length of stay in Canada, the more knowledgeable they would be about Canadian
healthy eating guidelines. Unlike other studies (Rahn et al., 1984, Wade 1970, Fusillo et al.,
1977) there were no significant differences in the levels of knowledge of this ethnic group

based on age and sex.

Of the five potential sources of nutrition i i most
selected doctors, dietitians and nurses. Rahn etal.,(1984) found similar results in a sample
of 210 urban women in the city of Guelph. As he had pointed out, this result might be

of the study ion’s ition of nutrition as a of

. A signi iation was found between higher level of

knowledge and the source of their nutrition information (p <0.01 ). This made source of
nutrition information another predictor of their level of knowledge.

‘The significant association found between attitude to “nutrition is important’ and the
level of knowledge (p<0.01) made attitude to “nutrition is important” also a predictor of the
level of knowledge of this ethnic group. This result was similar to the finding of Sims
(1976) who found that nutrition knowledge scores of mothers of preschool children was
significantly associated with their attitude to “nutrition is important™.

No contemporary studies were found in the literature that used the same variables as

this study ine the level of | and, as such, a ison was not possible.
The internal consistency/reliability of this nutrition knowledge test using K-R 20 was found
to be 0.58, even though the goal was to achieve a reliability coefficient of 0.7. Since the
reliability coefficient is based on both the number of items and the average consistency
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among items (Nunnally, 1978), including additional items in the test instrument might
greatly increase the internal consistency/ reliability.
5.2 Attitudes

This study revealed that when selecting foods, this ethnic group was not swayed by
the attitude to ‘convenience’. They were found to be frugal and non-food explorative, but
sociable/ hospitable with a strong concern for social status. They also valued nutrition as
very important for their health. These findings have practical applications in the area of
nutrition education. Nutritionally well balanced, cost effective ethnically tailored dishes

within their family budget would be valuable to this ethnic group rather than foods that are

simple and fast to prepare. The attitude to *sociabili itality’ could be a ion of

this ethnic group’s emphasi social i i tered around foods and the value they

would place on preparation and service of foods. With the exception of attitude
to‘frugality’(no corresponding dietary behavior was included in Section B to test the
correspondence between attitude to ‘frugality’ and dietary behavior) there was a clear
demonstration of association between attitudes and eating behavior.

As for the knowledge measure, age and sex were not significantly associated with
attitudes. This is in contrast to the study by Kinsey (1994) which found that age and sex
were predictors of attitude towards food selection. This pinpoints the fact that categorizing
this ethnic group by age or sex is probably not a necessary approach when developing food
and nutrition education programs.

The reliability coefficient for this attitude measure varied from 0.32 to 0.72. Since
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the reliability coefficient is based on both the number of items and the average correlation
among items (Nunnally, 1978), as with the knowledge measure, including additional items
in the test instrument might greatly increase the internal consistency/ reliability of this
measure.
5.3 Dietary practices

Results of the present study illustrated several trends in the dietary practices of Indian
immigrants and their family members.

First, it was found that they have somewhat acculturated to Canadian food habits.
This finding supported previous research findings that dietary acculturation was an
inevitable consequence of migration (Chau et al., 1990, Crane et al., 1980, Hrboticky etal.,

1984) and the i of taking into i ion the level of

as a modifying factor when ping nutrition ion programs for immi As
Grivetti et al., (1978) had poiated out “ let us not be surprised when we encounter and
counsel Asians who do not eat rice, Hispanics who do not eat Tacos or American Indians of
California who have never eaten acorn flour bread. We can be better nutrition educators

when we examine what our clients actually eat”. Dietitians who serve immigrant clients

should be conscious of these modifying factors when i uating and
diets.

The food consumption pattern of individual meals revealed that this ethnic group had
strongly maintained their traditional eating patterns for supper, whereas, for breakfast, lunch
and snacks they had acculturated to Canadian foods. What could be the reason for such a
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shift from their traditi food habits? icky (1984) studied Chinese adolescent boys
and found that foods typically consumed in the company of friends were considered more

prestigious among the more boys. icky (1994) the prestige

construct as the degree to which foods were appropriate to be eaten with friends. The

ic which was iated with the of ion of

Canadian foods was employment status. Attitudinal factors related to the frequency of
consumption of Canadian foods were attitude to ‘sociability/hospitality” and ‘food
exploration’. From these associations, it could be assumed that those who interact

with mai Canadi: Canadian lunch and snacks, meals usually eaten

outside home. If so, what could be the reason for the strong acculturation pattern to
Canadian breakfast, a meal usually eaten at home? The needs assessment section revealed
that “lack of availability of traditional foods, cooking becoming more interesting with
modem equipment available in Canada and lack of time were some of the reasons” for
changing the food preparation/eating practices. Strong acculturation to the Canadian
breakfast could be attributed to the time consuming nature of Indian cooking, ease of
preparation of Canadian foods and the high employment level of this sample. What could

be the reason for strongly maintaining the traditional eating patterns for supper? No

association was found between any of th i istics and the of

consumption of Indian foods. Among the attitudinal factors, attitude to ‘food exploration”

(less favorable attitude towards ‘food ion’, the higher the of

of Indian foods) was signi iated with the frequency of ion of Indian

89



foods (r=0.30, p<0.01). As discussed elsewhere in the paper, eating authentic traditional
dishes could be a channel through which ‘concemn for social status’ would be demonstrated.

Although the association was not signi the frequency of jon of Indian foods

was higher among those who had a favorable attitude toward concern for social status. The
evening meal being the main meal and perhaps the only meal with the family in a day, it is
reasonable to assume that this ethnic group wants to maintain a minimum level of cultural
authenticity. Lack of availability of ethnic foods, quality of the available ethnic foods and
higher prices etc. could also facilitate acculturation. More studies are needed in this area.

Second, acculturation to food habits which have adverse nutritional effects was
moderate (sometimes to rarely) and not minimal (rarely to never). However, no major health
problems were reported by this ethnic group as opposed to other studies (McKeigue et al.,
1991, McKeigue et al., 1989, Balarajan,1991) which have identified higher incidences of
circulatory diseases among Indian immigrants in England. The majority of the respondents
(70%) in this survey reported a clean bill of health. Overall, they followed lower fat dietary
guidelines, exercised daily and included the four food groups daily in their diet as
recommended by CGHE

‘Third, only one- quarter of the subjects (28% and 26% respectively ) were following
the minimum suggested guidelines for grain products and fruits/vegetables. The low grain
product consumption of this study group was similar to the results found among a group of
Chinese immigrants (Schultz et al., 1994). This should be an area of concemn for
nutritionists. Using data from the Ontario Health Survey, Pomerleau et al., (1997) analyzed

90



the likelihood of meeting the CFGHE guidelines in immigrants in Ontario. In this study
Pomerleau et al., (1997) reported that the of Asian i

minimum recommended number servings was 52% for grain products, 60% for

fruits/vegetables, 47% for milk products and 68% for meat/meat alternates. Among Indian
immigrants and their family members in Newfoundland, these percentages were 28%, 26%,
73% and 75% i indicating that the ion of grain products and

fruits/vegetables was much lower and consumption of milk products and meat alternatives
higher than the other immigrants in Canada. Also, Pomerleau et al., (1997) found that among
Indian immigrants in Ontario, the average number of servings for grain products, fruits and
vegetables, milk products and meat/meat alternates were 3.4, 5.5, 2.3, and 1.8 respectively.
Among Indian immigrants and their family members in Newfoundland, the modal class of

servings from each food group was 2 to 4 servings. Again, this suggests that compared to

the consumption pattern of other Indian immi| in Canada, ion of
alternatives is higher, that of fruits/vegetables is lower, and those of grain products and milk

products is similar. Compared to the ions of CFGHE guidelines (Appendix
6), which is 5-12 for grain products, 5-10 for fruits and vegetables, 2-4 for milk products
and 2- 4 for meat/meat alternates, the consumption pattern is adequate for milk products and
meat alternatives, but low for grain products and fruits/vegetables. One reason for the low
consumption of grain products could be respondents’ lack of knmowledge about the
importance of grains. It should be pointed out that in the knowledge section, one of the areas
that respondents knew least about was which food group should constitute the highest
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number of servings in a healthy diet. Another reason might be the increased the consumption
of meat products by this ethnic group. The study revealed that 76% of the respondents were
consuming more meat/meat products since coming to Canada. The greater availability and
lower prices of meat products in North America might have prompted them to shift their

eating habits to more meat products.

5.4 Nutrition related k ge, attitud, ddi 'y practices:
Interrelationships

The study revealed that attitude to ‘nutrition is important’ was more significantly

associated with healthy life style practices than nutrition related knowledge. It was also

found that the attitude to ‘nutrition is i ‘was signif i with the level

of nutrition ge. Similar results b d by G i et al.,(1978), Bergman

etal,, (1992), and Medaugh-Abemethy et al.,(1994). The explanation given by Kristal et al.,
(1990) for the poor association between knowledge and behavior is that nutrition related
knowledge is probably necessary, but not a sufficient condition for inducing healthy eating
practices. According to Grotkowski et al.,(1978), attitudes could intervene between

and behavior. Medaugh-Abemathy et al., (1994) bring forth the same idea when

they suggest that ing the attitudinal i on food related behavior may

clarify some of the psychological underpinnings of eating pattern and might help in
developing effective nutrition education programs.
Considering the complex nature of eating behavior, the results are not surprising.

Cultural traditions, religious ictions, social ings of food, indivi and
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geographic availability have effects on food related behavior. The results pinpoint an

important aspect of nutrition ion: i i i ination on its own is not a

sufficient strategy to promote healthy eating. New strategies for developing healthy eating

‘habits should look at how to translate into iate practices. rding to
Vaandrager et al, (1997) i icipation and It 1
among mangers, social workers, school teachers,

restaurant keepers and health service workers) might be key elements in promoting healthy
eating behavior. More research is needed in this area, especially when trying to develop

nutrition educati for i

5.5 Needs assessment
Generally, nutrition education programs and counseling are based on nutritional
deficiencies and nutrition related health problems. Little attention has been given to the
expressed needs of the target population. The findings of the needs assessment are
‘summarized in seven separate sections (section 4.7.1 to section 4.7.7), ranging from nutrition
information needs to suggestions for better nutrition related services. No studies were found
in the literature that used similar variables used in this study to assess nutrition related needs
of immigrants. As such, a comparison with other studies was not possible.
The sample in this study had high socioeconomic characteristics and were well
established in Canada with very few language problems. In spite of these unique
characteristics, nearly three-fourths of subjects, who had utilized hospital services, rated

services available in as ly i i New immi, with
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different linguistic and dietary norms might face more problems when they seek nutrition
services. Lack of availability of culturally appropriate services requires more recognition
from nutrition service providers and program coordinators.

The respondents provided a number of excellent comments and suggestions for
improving nutrition services. The desire to know more about the nutritional quality of their
traditional diet, provision of more ethnic foods and vegetarian foods regularly in hospitals
and need for more ethnically tailored education materials were some of the most prominent
suggestions.

5.6 Limitations

The limitations of this study are as follows:

1. Participants in this study were not il ives of other immi; in
Newfoundland or Indian immigrants in other parts of Canada. They were highly educated,
with higher than average income and well established in Newfoundland.

2.  The recruitment scheme, identifying the Indian ion from different

by sumame, may have missed persons of Indian origin, even though the close knit nature of

this immigrant society makes it highly unlikely.

3.  Inspite of using several tactics such as prelimi ification through

FIA newsletter, follow up, return postage and ity to stimulate icipation, the

response rate was only 73%. Although response rates of 50% or lower are fairly common

for mail surveys, Singleton et al., (1993) have quoted several studies with 80% response rate.

This lower than expected participation rate could be attributed to the sparse East Indian
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population in Newfoundland. In spite of taking several precautions to decrease the chance

of getting more than two questionnaires in one family unit, households with a senior (65+

in age), could have received th i ires. This could h: it some people.
4. The survey relied on self-reports. Many questions in the survey such as income level,
good eating habits and healthy life style practices might have prompted respondents to
choose answers which are socially desirable. To limit response bias due to social desirability,

C iality of i ion was

Overall, the results provided consistent results. There was agreement between reported
healthy dietary practices and the general health condition of these immigrants: 70% indicated
aclean bill of health.

5. The reported number of servings and food groups may be underestimated or
overestimated. This is because the serving guidelines provided with the questionnaire did

not accommodate many of the mixed dishes used by this ethnic population.
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6.0 Summary and Conclusions
This cross sectional survey identified the nutrition related knowledge, attitudes,
practices and needs of Indian immigrants and their family members in Newfoundland. This
research was also designed to answer questions such as whether this ethnic group had
acculturated to Canadian food habits and whether their dietary practices were influenced by

their attitudes and

The hi istics revealed that this i Indian-born study
group were highly educated, had higher than average income and were well established in
Newfoundland. The majority practiced Hinduism, even though other religions such as
Christianity, Islam, Zoroastrianism and Sikhism were also prevalent. Results revealed that
this ethnic group was somewhat acculturated to Canadian food habits.

The likelihood of ing CGHE guidelines was good and the acquisition of food

habits which had adverse nutritional effects was moderate. An area of concemn for

nutritionists should be this ethnic group’s poor to serving

for grain products and fruits ard Only one-quarter of the followed
minimum suggested guidelines for grains and fruits and vegetables.

Respondents had a fairly good knowledge about healthy eating guidelines in Canada
and they had favorable attitudes towards food selection. Results also demonstrated

significant association between nutrition knowledge and attitude to ‘nutrition is important’,

but did not support i iation between and practices. This gives



some food for thought for nutrition educators when developing strategies for dietary
modifications.

Because of the unique istics of this ion, results are not

to other immigrants in Newfoundland or other Indian immigrants in other parts of Canada.
More studies on other groups of immigrants are needed to understand the impact of culture

on food habits and to develop culturally sensitive, effective nutrition education programs.
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Appendix - 1

Section A-Questions on Demographic Characteristics
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Al

A4,

A6.

10 Male 20 Female

Country of Birth

10 Canada 20 Other (Please specify)

Where were your parents born?

10 Canada 20 Other (Please specify)

How long have you lived in Canada? (Please specify)
OYears O Months

To what age group do you belong?

1a-19
2020-29
303044
404564
sQ65+

‘What type of household do you live in? (Please check only one)

1Q Alone

20 With spouse/ partner

30 With spouse/partner and children

40 With spouse/partner, children and other family members
sQ With parents and siblings

60 With relatives or family members

7Q With friends




A7

A8.

LIT]

From the following categories, please check all that apply to your current status.

1Q Student

20 Retired

30 Employed full time
40 Employed part time
50 Unemployed

60 Homemaker/housewife
7Q Self employed

‘What is the highest level of education you have attained?

[

Level of Education I Year of Completion Country of Completion

10 None

20 ‘junior high
30 Some high school
s0cC high school
5Q Some
60 Completed
7Q Completed community college/
80 Other (Please specify)

a Language (s) most often spoken at home? (Please specify)




Al0.

All

LT

b.  What language (s) can you speak well enough to explain your health
conditions to a doctor or a dietitian? (Please check all that apply)
10 English
20 French
30 Other (Please specify),

What is the best estimate of your total income before taxes, of all household
members for the year 19957

10 Less than 10,000

20 10,000 -19,999

3020,000-29,999

40 30,000-39,999

50240,000- 49,999

60 50,000-59,999

70 60,000-69,999

070,000+

‘What religion do you belong to?
10 None

20 Christianity

30 Hinduism

40 Buddhism

50 Jainism

6Q Islam

7Q Other (Please specify)
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Section B- Questions on Dietary Practices
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BL

B2.

Section B

Are you a vegetarian?

1Q Yes 20No < If No, go to question B2

If Yes, why did you choose to be a vegetarian? Please rank the following

statements 1 to 7, where 1 is the most important reason and 7 is the least

important reason.

QO Eating meat is against my religion and philosophy

Q Vegetarianism is better for my health

QI follow my parent’s tradition

O Eating meat is too expensive

Q Most of my friends are vegetarians

Q Eating vegetables is the only natural way to get all the vitamins and
minerals [ need without taking supplement pills

QOther (Please specify)

Have you made any changes in your diet in the last 12 months?
10 Yes 2QNo = If No, go to question B3

If Yes, what were the changes made? (Please check all that apply)

Q Eat more grain products

Q Eat fewer sweets, and less sugar

Q Eat fewer fats, or fried foods

0 Eat less salty food

0 Eat more snacks and less regular meals
O Eat more fruits and vegetables

Q Other (Please specify._




LI

B2 ¢ If Yes, why were these changes made? Please rank the fSilowing 1 to 6
where 1 is the most important reason and 6 is the least ismportant.
Q For health reasons
Q To improve my appearance
Q To reduce weight
O Because of peer pressure
O Because of more knowledge about nutrition and healths
Q Other (Please specify)

Using the scale, ‘Often’, ‘Sometimes’, ‘Rarely’ or ‘Never’ please respcond to each of
the statements given in questions B3, B4 and B5. Place an’x’ in the app=ropriate space.
Please check only one scale for each row.

B3. How often do you eat traditional Indian foods for:

Often  Sometimes  Rarely Never
a. breakfast (dosai, powa, parathasetc)? 10 20 30 Qa
b. lunch (dhal, rice, subji etc)? 1a 20 3Q 4Q
c. supper (naan, rice, chappathi etc)? 1 20 30 a
d. snacks ( samosas, pakoras, muruku etc)? 10 20 3Q 40

B4.  How often do you eat foods common in Canada for:

a. breakfast (toast, cereal, bacon, egg) ? 10 20 3a «Q
b. lunch (hamburger, sandwich, soup etc)? 10 20 Ein) 40
c. supper (pizza, spaghetti, roast beef, etc) 10 20 30 4Q
d. snacks (chips, doughnuts, cookies, etc) ? 1Q 20 30 40




BS.  Ifvou were born in Canada. please skip this question (B5) and go to question B6.
Since coming to Canada, I find myself eating/drinking:
Often Sometimes Rarely Never

a. More easy-to-cook, packaged foods

(Examples: Kraft dinner, Lipton cup-a-soup etc) a 20 a Qa
b. More pastries, pies and rich sauces Q 20 sa Q
¢. More often at fast food restaurants Q 0 sa Q
d. More soft drinks a sa Q
e. More alcoholic beverages such as wine,

beer, spirit etc 1Q 0 Qa

f. More meat and meat products Q 0 sQ Q
(If you are a vegetarian please check
INA for this category) [LN]

BS.  Approximately how many servings do you eat from each of the following foods every
day?(Please refer to the attached sheet on the back cover for more information
about approximate volumes per serving )

More than 510 24 One None
11 servings servings  servings  serving
a_ Grain products such as fla] Q s 4a  a
puri, chappathi, rice etc
b. Vegetables and fruits Q Q sa a
c. Milk and milk products 1a 0 sQ Q sQ
d. Beans, dhals, meat, fish,

or eggs a 0 sQ a




B7.  Using the scale ‘very likely', ‘somewhat likely’, ‘not very likely’, or ‘not at all
likely’, please indicate how likely you follow the listed practices below by putting an "x"
into the appropriate box. Please check only one scale for each row

Very  Somewhat NotVery  NotAt
Likely ~ Likely Likely Al Likely

a Eatrice, wheat or other grain 1Q 20 30 4Q
products every day
b. Eat some fruits and vegetables 1 20 3Q s
every day
c. Have some milk or milk products 10 20 3Q <Q
such as cheese or yogurt every day
d Eat some dried beans, dhals, eggs,
fish or meat every day =] 20 3Q 4Q
e Take vitamin supplements every 13 20 s Q
day
£ Do some exercise every day jim} 20 3Q 4Q
g Avoid eating or cooking
deep-fried foods =] 20 E] 40
h Avoid using butter, margarine
and other spreads 1a 20 30 4Q
L Read labels and buy lower fat
food products from the store 19 20 3Q Q
; Trim the fat off the meat before
cooking 1a 20 Q 4Q
(I you are a vegetarian, please

check INAJ for this category INA}
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LT1]

This section contains a series of statements. Beside each statement is a scale which

ranges from strongly agree (1) to strongly disagree (4). Please circle the number which
corresponds to YOUR personal norms. There are no right or wrong answers.

Agree Strongly Disagree  Strongly
Agree

Cl.  Good eating habits are important to
maintain my health. 1 2 3 4

C2. My family likes to eat meals together. 1 2 3 4

C3.  Ibuyany food I want, whenever
I want, no matter what it costs. 1 2 3 4

C4.  Iseldom try food from other countries or
explore new restaurants. 1 2 3 4

C5. My family serves fancier foods
when we have company. 1 2 3 4

C6. My family often buys convenience
foods from the grocery store. 1 2 3 4

I would like to learn more about what to eat
and how to eat healthy. 1 2 3 4

C8. I enjoy going out to eat where
my friends eat. 1 2 3 4

C9.  Ienjoy eating out even though
T know it is expensive. 1 2 3 4

C10. TIlike to eat foods that I am used to. 1 2 3 4




Cil.

Ci2.

C13.

Cl4

C17.

Ci18.

Agree

We use our best linens and dishes

when we have company. 1

I enjoy frozen, ready-made foods

such as T.V dinners. 1

Learning more about nutrition might help
me to improve my personal eating habits.

1 like to serve refreshments to friends when
they drop in. 1

I would not consider serving certain foods
for company dinners. 1

Before eating a new food, I like to know
whether it contains any religiously fothlddcn
ingredients.

Brand name products are nearly always
better than store brand products.

1like learning how to fix quick meals that
take less time to prepare. 1

Strongly
Disagree
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DI1.

D2.

D3.

SectionD

The best method of reducing body weight is to: (Please check one)

102 Skip breakfast

20 Increase exercise and decrease food intake

30 Reduce sweet and starchy foods in one's diet.

40 Eat plenty of grapefruit
Of the following foods which are impoutant to limit in our daily diet to reduce the
risks of diet related diseases. ( Please check all that apply)

10 High salt products

20 High fat products

Substitutes for meat products are: (Please check all that apply)

1Q Dried peas, lentils and beans
20 Eggs

3Q Fish

40 Peanut butter

sQ Not sure

D4.  The food with the most calories per gram is : (Please check one)

10 Beans and dhals
20 Rice and pasta
30 Butter and oil
40 Yogurt

50 Vitamin pills




DS, Whatdoes * enjoy a variety of foods’ mean to you? (Please check all that apply)

1 Q Ihave to include a variety of dark green and orange vegetables and fruits
in my diet
20 Thaveto include a variety of grain products such as chappathi, rice and bakery
in my diet.

3 Q [ have to eat a variety of meat, fish and poultry.
<O Thave to include a variety of milk and yogurt products in my diet.
sQ Ihave to include a variety of beans and dhals in my diet.
0 Iam not sure.
D6.  Every day the highest number of servings should come from: (Please check one)
1Q Milk and milk products
20 Grain products such as chappathi, rice, bakery products etc
30 Meat and meat products
40 Vegetables and fruits
50 Beans and dhals
«Q I am not sure
D7. a Have you ever seen or heard about the “Canada Food Guide to Healthy
Eating™
1Q Yes 20No = If No go to Section E
b. If Yes to question D7 (a), have you read it?
10 Yes 20No = If No, go Section E
< If Yes to question D7(b), do you use it as a general guide to your daily eating
plan?
10 Yes 20 No

D8. Eating according to Canada's Food Guide will provide all the vitamins and minerals I
need.

10 Agree 20 Disagree 30 I don't know 40 Not sure
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EL

Section E
Have you ever sought nutrition information?

1Q Yes 20 No <If No, go to question E2

If Yes, where do you go to get nutrition information? (Please rank 1 to 6,
where 1 is the most used source and 6 is the least used source)

0 Health professionals such dietitians, doctors, nurses

QO Magazines, cook books

Q Personal sources such as friends, mother etc

Q Media, such as newspaper, T.V etc

Q Common sense

Q Other ( Please Specify)

‘Would you be interested in knowing more about nutrition?

1Q Yes 20No = If No, go to question E3

If Yes to question E2(a), what would be your preferred way to get that

information? Please rank the following 1 to 6 where | is the most

preferred and 6 is the least  preferred way.

O Supermarket tours by dietitians to show how to make healthy food choices

Q Participate in cooking class sessions to learn how to prepare low-cost
nutritious foods

0 Leamn more about general nutrition and its implication for diseases

Q Understand more about the nutritional quality of my traditional diet,
compared to “Canada’s Guidelines to Healthy Eating™

=} ilability of ethnic iti or ines yearly or
every six months

Q Other (Please specify)_




ES.

Are you aware of the availability of community services such as Meals on
Wheels?

1QYes 20No <> If No, go to question E4
If Yes to question E3(a), have you ever utilized those services?
1QYes20No <> If No, go to question E4

If Yes to question E3(b), were you able to get any culturally appropriate
dishes? 10 Yes 20No

Have you or any of your family members ever eaten Hospital food in Canada?
1Q Yes 20 No = I No, go to question ES

If Yes, to question E4(a), were the foods culturally appropriate?

10 Yes 20 No = If Yes, go to question ES

If No, to question E4(b), what changes would you like to see? (Please rank
the following 1 to 5, where 1 is the most important and 5 is the least
important change you like to see.

Q Choice of more ethnic foods on a regular basis

Q Auvailability of hospital approved catering services which provide ethnic
dishes

Q Dietary service providers' willis to iate and the
diverse food habits of immigrants

Q Interpreter services

Q Other ( Pk cify

Have you ever utilized any nutrition ing services such as ight

clinics or diabetic clinics.

10 Yes 20 No = If No, go to question EG




1]

ES. b If Yes, to question ES(a), were those counseling services adapted for cultural
differences?

10 Yes 20 No = If Yes, go to question E6
[ If No, to question ES(b), then what changes would you like to see? ( Please
rank the following 1 to 4 where | is the most important and 4 is the least
important change you like to see.
O Language and culturally specific instruction and resource materials
Q Dietitians understanding of the various food habits of immigrants.
Q Instructional materials and resource materials with food exchanges from
different cultures.
Q Other (Please specify)

E6  Inthe last 5 years have you been told by a doctor that you have any of the following
conditions (Please check all that apply)

10 High blood pressure
20 Diabetes mellitus

30 Elevated cholesterol
40 Elevated triglycerides
s0 Myocardial infarction
630 Coronary artery disease
71 Angina pectoris

sQ Stroke

sQ Gall bladder disease
100 Lactose intolerance
udNo




E7. Are all the foods needed to follow your family’s traditional Indian eating or
cooking patterns available in the local grocery stores?
1QNo 20 Yes = If Yes, go to question ES
If No to question E7(a), do you or your family have to substitute locally
available foods to follow your traditional Indian cooking and eating patterns?
1Q Yes 2QNo = K No, go to question E8
If Yes to question E7(b), how often you substitute locally available foods
Jor foods listed below? Please use the scale ‘often’, ‘sometimes’, ‘rarely’
and ‘never’ to indicate the frequency of substitution. If you avoid any of the
Jollowing foods for religious reasons or because you are a vegetarian,
please check ‘NA’ for Not Applicable.
Often  Sometimes Rarely ~Never  NA
a. Variety of fruits available in India =} 0 sa Q s
b. Variety of vegetables available in India 10 a a a a
¢. Variety of beans and dhals in India Qa Q sQ Q s
d. Variety of candies and nuts in India a -a sa a sa
e. Variety of pickles in India fla] pul sa a a
f. Different varieties of milk products 19 0 sa Q sQ
g. Different varieties cakes and cookies  1Q Q sa Q sa
h. Different spices and herbs available
in India Qa Qa sa Qa sa
i Vaneusofnoe,wheuorodmgmnpmdm
such as flours 0 sQ a sQ
j- Different varieties of fresh fish a En ] sa Qa sa
k. Different varieties of meat and 1a el sa a sa
meat products
1. Other (Please specify)__ =] 20 sa a s




a. Have your or your family’s cooking or food preparation methods changed since
coming to Canada? ( Examples: frequent baking, frequent use of microwave or other cooking
equipments such as rice cooker, tortilla maker, chappathi maker, cooking different ethnic disbes
etc)

13 Yes 20 No = If No, go to question E9

b. If Yes to question E8(a), please explain the changes in the cooking methods in
your family.

E9.

Do you or any of your family members have specific nutritional concerns? Please
explain.

(Examples: ith as diabetic clinics because they
for reasons such as living alone, lack of cooking
skills, no transportation to buy groceries, inability to cook due to ill health, unavailability of
traditional ingredients etc)

El0.

in the community or in the hospitals?

Thank you very much!
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,
% : I*I Health and Welfare ~ Santé et Bien-étre social
7 > Canada Canada
c E ‘ 2N

Enjoy a variety

of foods from each
group every day.
Choose lower-
fat foods
more often.

Grain Products Vegetables & Fruit Milk Products Meat & Alternatives
Choose whole grain Choose dark green and Choose lower-fat Choose leaner meats,
and enriched orange vegetables and milk products more poultry and fish, as well
products more orange fruit more often.  often. as dried peas, beans and
often. lentils more often.

Canad? @



—@mn— Different People Need Different Amounts of Food

The amount of food you need every day from the 4 food groups and other
foods depends on your age, body size, activity level, whether you are male or

female and if you are pregnant or breast-feeding. That's why the Food Guide
gives a lower and higher number of servings for each food group. For
example, young children can choose the lower number of servings, while

FOLMERLTNY RATING male teenagers can go to the higher number. Most other people can choose
servings somewhere in between.
3 1 Serving > 2 Servings
Hot Cereal |
175 mL
w
34 cup

@

1 Bagel, Pita or Bun

Vegetables
&Fruit

SERVINGS PER DAY

Meat &
Alternatives

2-3

SERVINGS PER DAY

1 s-mnl

Fresh, Frozen or
f "= ﬁ Cmnld Vegetables

& v25 ml

1 Medium Sm Vegetable or Fruit 1/2 cup
3 1 Serving
Other
c Chesse Foods
s 175g ¥
T Find = Taste and enjoy-
250mL L @ Weourl|  3/4cup ment can also
i) come from other
L foods and bever-
ages that are
not part of the
1 Serving 4 food groups.
Fish Some of these
’ & @ f;;",‘so o foods are higher
in fat or Calories,
@ @h
Meat, Poulty or Fish ua cup. amﬁ( moderation.
50100 g 1- z Eaus 30mL 2tbsp

% ﬁ‘;w}

Enjoy eating well, being active and feeling good about yourself. That’s VITALIT

© Minister o Supply and Services Canada 1982 Cat. No. H39-252/1982€  No changes permited. Reprint permission not required.

15BN 0-662-19648-1
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Canada’s Guidelines to Healthy Eating

(Health and Welfare Canada, 1990)

—

. Enjoy a VARIETY of foods

&

Emphasize cereals, breads, other grain
products, vegetables and fruits

3. Choose lower-fat dairy products, lean
meats and foods prepared with little or no
fat

. Achieve and maintain a healthy body

IS

weight by enjoying regular physical
activity and healthy eating

5.Limit salt, alcohol and caffeine
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t serving

One largo Chappathi =2 servings T il priv =1 serving

One'cip ovoked cios oe pasts = 2 sorvings On slice bread = 1 serving
Ohobun, pita orbagal = 2 servings Y4 34 cup ceoked dhal = 1 serving

One cup milk = 1 serving V2 cup juice = 1 serving

¢ & ¢ ¢ ¢
* & o o+ o

2 small idlis = 1 serving

3/4 cup yogurt = 1 serving

==
!‘

_ Mg
§ 100

1 ";“; . = R
| & W3cup  Buter
| teup

~ 30mL 2tbsp

3

3 s \“"?:mm-mplmr sizes are taken from CFG =
| B RS R R ISR B T g B




Appendix 9 - Table 1
Cross-tabulation and Chi-Square Values between
Attitudes and Selected Demographic Characteristics

133



Table 1

Demographic Characteristics and Attitudes
Attitude to Nutrition is Attitude to Food
Important: Exploration:
Demographic Characteristics | 1.Agree/ strongly agree 1. Agree/ strongly agree
2.Di disagree 2.Di
disagree
< pvalue |N © pvalue | N
*Age: [ 1029
{ 044 - 0.15 129 [015 |093 129
45-65+ xx
Gender: Male
Female xx 1.00 130 033 |ose 130
*Religion
Hinduism hod 0.15 126|057 [045 126
hristianity xx .
Other
*Length of Stay in Canada:
<5 years - 047 129 |063 |o043 129
{13 years x .-
>15 years
*Household
Households without Children xx 020 130 xx .00 130
Household with Children
*Employment Status:
{ Employed s 041 129 | 0.56 129
3 il -
Unemployed/Homemakers
* Pooled categories from Table 4.1 to make expected ies be>S

** If expected frequencies <S5, categories were further pooled to dichotomous categories. Pooled
categories are grouped in brackets

xx If expected frequency was <5 in a 22 table, Fisher’s exact test was calculated
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Table 1

Dem Characteristics and Attitudes (Continued)
Demographic Attitude to
Characteristics i3 ity:

2.Dis 5 s
disagree disagree
: 5 pvalve [N [ |[puvalue [N | |[pvalue |N
Age: (1029

{3044 209 (035 128 [ 1.06 (059 |129 |+ o015 | 126

45-65+ xx
Gender: Male

Female 099 (032 129 [0.19 |066 | 130 [** |049 |127

xx
Religion:
Hinduism | 0.55 | 0.76 125|002 (088 |126 | ** o071 |123
{dmsn‘ ianity xx

Other
Length of Stay in
Canada: 145 | 047 128 |** (047 {129 |0.69 041 |129

<5 years xx -

{6—15ye|ls

>15 years
Household type:
Households without | 0.09 | 0.76 129 [xx |053 130 {xx |o065 |[127
Household with

ldren
Employment
Status

{Smdnu 178|062 128 [+ |100 [129 |** |oes |[127
Employed xx xx

{Rﬂimd

Unemployed/

Homemakers

** If expected frequencies < 5, categories were further pooled to dichotomous categories. Pooled
categories are shown in brackets
xx Ifexpected frequency was <5 in & 2x2 table, Fisher’s exact test was calculated
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Table 2

D ic Cl istics and Nutrition Related i
Demographic Recent Changes in the Diet: Practice of Vegetarianism:
Characteristics 1. Yes L.Yes

2.No 2.No
£ | pvalue N £ |pvalue [N
Age: 10-29
3044 2n 026 126 856 0.07 129
45-65+
Gender: Male 1.76 0.18 127 022 0.64 130
Female
Religion: Hinduism
Christianity 0.16 0.92 123 11.72 0.003 127
Other
Length of Stay in Canada:
<5
6-15 years 0.13 0.94 126 14.71 0.001 129
>15 years
Household type:
Households without children | 5.18 | 0.02 127 039|053 130
Households with children
Employment status:
loyed 5.67 0.13 126 0.67 0412 129
f .

** If expected frequencies < 5, categories were further pooled to dichotomous

categories. Pooled categories are shown in brackets
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Table 2

Demographic Ch isti ition Related iors
(Continued)
ic Ch i C ion of Canadian Consumption of Indian
foods: foods:
1 i 1 i
2.Rarely/ never 2.Rarely/ never
© p value N |¢ pvalue |N
Age: {{Jo-zs
0-44 324 0.07 130 206 036 131
45-65+ el
Gender: Male
Female 121 027 131 004 |o084 132
Religion: Hinduism
Fh’iﬂlﬂily 026 06l 122 126 053 128
(Other -
Length of Stay in Canada:
<5 years 33 o007 130 001|099 131
{ 6-15 years
>15 years s
Household type:
s without children s
Households with children b 032 131 346 | 006 132
Employment status:
Studeat e -
{En_qnoyed xx 0.004 130 177 |oas 131
EUnanplﬂyed/bammnkas

** If expected frequencies were less than 5, categories were further pooled to dichotomous
categories. Pooled categories are shown in brackets.

xx If expected frequency was < in a 2x2 table, Fisher’s exact test was calculated.
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Table 2

Demographic Ch: g 1 ition Related &
(Continued)
Demographic characteristics | Frequency of consumption of foods which have adverse
nutritional effects: 1.Often to Sometimes
1o Never
4 p value N
Age: 1029 005 059 93
3044
4565+
Gender: Male 0.06 081 9
Female
Religion: Hinduism 4.46 o1 92
Christianity
Length of Stay in Canada: 043 051 %
<5 years
6-15 years
>15 years
Household type: 321 007 94
without children
Households with children
Employment status: 738 0.007 o3
Student
Retired
Employed
U
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Table 2

D phic Ch isties and ition Related Behaviors
(Continu
i the Serving Guidelines of
CFGHE
1.Follow for 3 or 4 food groups
2.Follow for 2 food groups
3.Follow for only one or none of the food groups
X p value N
Age: 10-29 838 0.07 123
30-44
4565+
Gender: Male 046 0.07 123
Female
Religion: Hinduism
istiani 394 014 120
Other -
Length of Stay in Canada:
<5 years
6-15 years 4.06 039 123
>15 years
Household type: 21 026 124
Households without children
Households with children
Employment status:
Student 6.04 0.42 123
Employed
Retired

- If
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Table 2
Demographic Characteristics and Nutrition Related Behaviors
(Continued)

Canada’s Guidelines to Healthy Eating

= :
Characteristics Include Four Food Groups: Follow lower fat guidelines:
1.Very likely to somewhat 1.Very likely to somewhat likely
Tikely 2.Not very likely to not at all
2.Not very likely to not at all likely
likely
x p value N € p value N
Age: 10-29 939 0.009 129 1248 0.002 129
3044
45-65+
Gender: Male 0.19 0.66 129 0.55 046 130
Female
Religion: Hinduism 0.15 093 125 0.13 0.94 126
Christianity
Other
Length of Stay in 151 047 128 12.77 0.002 129
Canada:
<5 years
6-15 years
>15 years
Household type: 0.03 086 129 0.16 0.70 130
Households without
Households with
children
Employment 4.11 025 128 1336 0.004 129
status:
Student
Employed
Retired
Unemployed/

141




Table 2

De: hic Ch: istics and ion Related iors
(Continued)
Canada’s Guidelines to Practice of Vitamin
Healthy Eating Supplementation:
1.Very likely
e sl 2. Not likely to not
L.Very likely/ somewhat Bt S Ak
ery likely/ somewha e
2.Not very likely /not at
all likely
€ | pvaue N £ |pvalie [N
Age: 1029 429 o2 129 B | oot 127
3044
45-65+
Gender: Male 020 |065 130 062 043 128
Female
Religion: Hinduism 123|054 126 234 031 124
Claiaiant
Other
Length of Stay in Canada: | 605 [ 005 129 198 037 127
<5 years
6-15 years
>15 years
Household type: xc 027 130 o1t 0.73 128
Households without children
Households with children
Employment status:
{Smdmx 493|002 127 494 0.03 127
Employed o -
i

** If expected frequencies were less than 5, categories were further pooled. Pooled
categories are shown in bra

xx If expected frequency was <5 in a 2x2 table, Fisher’s exact test was calculated.
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Table

3@)
Chi-Square analysis of Knowledge, Attitude to ‘Nutrition Is

Important’ and Nutrition Related Healthy Practices

Nutrition Attitude to ‘nutrition
Nutrition Related Healthy Knowledge: is important’:
Behaviors 1.Good LAgree/strongly agree
2.Disagree/strongly
2. Poor d
© P N © p [N
value value
Recent Changes made in the diet: 2556 {000 |[127 |2089 [000 |125
Yes
No
‘Want to know more about nutrition: | 1.45 023 [130 [2503 |000 |128
Yes
No
Follow minimum suggested serving [ 3469 |0.00 [126 |78.11 [000 |124
guidelines for grains:
Follow minimum guidelines
Does not follow
Follow minimum suggested serving | 40.02 [0.00 [125 |7753 [000 |123
idelines for fruits:
Follow minimum guidelines
Does not follow
Follow minimum suggested serving | 085 (035 [124 | 1919 [000 |122
guidelines for milk products:
Follow minimum guidelines
Does not follow
Follow minimum suggested serving (204 | 0.15 | 125 |1556 [000 123
guidelines for meat/meat
alternatives:
Follow minimum guidelines
Does not follow




Table 3 (b)

Correlation Analysis
Nutrition Related Behavior Nutrition Knowledge Attitude to “nutrition is important”
(Total Score) (Sum of Scores)
Spearman Correlation | p value | N Spearman Correlation | pvalue | N
Value Value

Eat four food groups 0.24 0,006 | 130 0.60 0.35 130
Follow lower fat dietary 0.35 0.00 130 0.18 0.04 130
guidelines
Acquisition of food habits 0.14 0.19 94 0.06 0.57 94
which have adverse
nutritional effects
Exercise Every day 0.12 0.16 130 0.10 0.23 130
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Cross-tabulation and Chi-square values of Relationship
Between Knowledge and Behavior




Table 4

Relationship between knowledge and Behavior

Food practices which have adverse
nutritional effect:
1. Often/sometimes

Knowledge of diet related diseases: 2. Rarely/never
1. Correct
2. Incorrect x p value N
622 0.01 %4
Practice of following lower fat guidelines:
1. Very likely/somewhat likely
Knowledge of high calorie food: 2. Not very likely/not at all likely
rrect
2. Incorrect © p value N
753 0.01 130

Knowledge of which food group should
constitute the highest number of serving:

1. Correct
2. Incorrect

Eating recommended number of grain
products every day:
1. Eat minimum recommended servings
2. Eat less than recommended servings

% N

p value

L7 0.19 126

Knowledge about what it means to
“enjoy a variety of foods™:

1. Correct

2. Incorrect

Eating a variety of foods every day:
1. Very likely/somewhat likely

2. Not very likely/not at all likely
b o p value N
0.94 033 129
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Table 5

Distribution of Respondents by Reported General Health Conditions

Health Problems N Reported Health
Problems
(%)
High blood pressure 128 11.4%
Diabetes Mellitus 129 10.6%
Elevated cholesterol 129 12.1%
Elevated triglycerides 129 53%
Myocardial infarction 129 0.8%
Coronary artery diseases 129 2.3%
Angina pectoris 129 0%
Stroke 129 0%
Gall bladder disease 129 23%
Lactose intolerance 129 1.5%
None 129 69.5%
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Table 6

Distribution of P Fr of Ethnic Food
Substitution
Foods N Often | Sometimes | Rarely | Never
% % % %
valid | NA | Missing

Fruits 73 |53 6 315% | 43.8% 205% |4.1%
Vegetables 7% |7 s1 446 392 149% | 1.4%
Beans and Dhals 3|7 52 438 |[288 247 |27
Candies and nuts 7 |6 54 208 |278 403 111
Variety of pickles 72 6 54 292 236 292 18.1
milk products 7 |9 53 286 |357 200 157
cakes and cookies 66 1 55 182 40.9 227 18.2
Spices and herbs 6 |9 54 348 | 406 174 |72
varieties of grains 2 % 53 417 389 139 56
fish 53 |9 70 3727|415 13 |94
meat/meat products | 54 |8 70 259 |389 259 |93
Other S 76 51 60% - 40% -
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Memorial

University of Newfoundland

Office of Research and Graduate Studies (Medicine
Faculty of Medicine

The Health Sciences Centre
6 August 1996

TO: Ms. Suja Varghese

FROM: Dr. Verna M. Skanes, Assistant Dean
Research & Graduate Studies (Medicine)

SUBJECT: ication to the Human [ igation C i - #96.112

The Human Investigation Committee of the Faculty of Medicine has reviewed your proposal
for the study entitled *Nutrition Knowledge, Attitudes, Needs and Dietary Practices of
Indian Immigrants in Newfoundland".

Full approval has been granted for one year, from point of view of ethics as defined in the
terms of reference of this Faculty Committee.

P

For a hospital-based study, it is your ibility to seek necessary val from the
Ith oration h

Notwithstanding the approval of the HIC, the primary responsibility for the ethical conduct
of the investigation remains with you.

cc Dr. KM.W. Keough, Vice-President (Research)
Dr. R. Moore-Orr, Supervisor

St. John's. NF. Canada AIB 3V6 ® Tel.: (709) 737-6762 » Fax: (7091 737-5033  email: res @ morzan.ucs.mun ca
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Memorial

University of Newfoundland

Division of Community Health
Faculty of Medicine
The Health Sciences Centre

November 10, 1996

Dear

As a graduate student with the division of Community Medicine at Memorial
University, [ am currently conducting research on the nutritional issues and concerns of
Indian immigrants in Newfoundland. You may already be aware of this study through the
Friends of India Association newsletter. You have been selected to participate in this study.
Potential participants were randomly selected from the Friends of India Association
mbashuphsandtheChmmzyaMAsﬂnnduemrynf&sllndmmgm.

vhy to Canada with their it dietary habits must face many
challenges while adjusting to another culture. Some immigrants may continue their
traditional food habits, while others may gradually adopt the dietary habits in Canada. Such
behaviours have potential adverse nutritional effects. In the first case, unavailability of
traditional ingredients or the inability to follow traditional cooking methods could cause
nutritional deficiencies. They could also face difficulties when they seek hospital and
community dietary services. In the second case, acculturation to the typical North American
diet, which is high in animal protein, saturated fat, simple sugars and total calories can lead
to potential health risks.

and dietitians have i ilities in helping immif to
make nutritionally sound food choices in a new environment and in making culturally
sensitive nutrition services readily available in the bospitals and in the community.

surrosT

[ |

- (7091 737-6693/6652 » Fax: (709) 7377383




A preliminary study done in St. John's revealed that dietary services are not culturally
i itionists’ and dietitians’ limited ko bout the cultural factors of food

habits may be one reason for this unavailability. Another reason may be that St. John's has
fewer immigrants compared to other urban centres and they are invisible to the service

providers.

lam your belp in identifying the nutritional issues and service needs of
Indian immij T bay ped a fonnaire for this purpose. The questions on the
enclosed questionnaire will take i 15 - 20 minutes to complete. I hope that you

will complete it and retun it to me in the enclosed self-addressed stamped envelope as early
as possible. The information you provide will be invatuable in developing ethnically tailored
nutrition intervention programs. The results of the study will be distributed through the
Friends of India Association Newsletter.

All the information you provide will be strictly confidential. Each questionnaire has
been given an identification number. This will be the only identification on the
questionnaire; no names will be used. The master list linking names and identification on
the i ire will be ible only to the and this list will be de once
the project is completed. Participation in this research is voluntary. You may decide not to
participate or not to answer all the questions. [ will be available during the study at all times
at 364-1230 or at 737-7101, should you have any problems or questions.

Sincerely yours,

Suja Varghese
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The Health Sciences Centre

November 10. 1996

Dear

As a graduate student with the division of Community Medicine at Memorial
University, am currently conducting research on the Gutritional issues and concerns of
Indian immigrants in Newfoundland. You may already be aware of this study through the
Friends of India Association newsletter. Your child has been selected to participate in this
study. Potential participants were randomly selected from the Friends of India Association
membership list and the Chinmaya Mission directory of East Indian origin.

Immigrants who come to Canada with their established dietary habits must face many
challenges while adjusting to another culture. Some immigrants may continue their
traditional food habits, while others may gradually adopt the dietary habits in Canada. Such
behaviours have potential adverse nutritional effects. In the first case, unavailability of
traditional ingredients or the inability to follow traditional cooking methods could cause
nutritional deficiencies. They could also face difficulties when they seek bospital and
‘community dietary services. In the second case, acculturation to the typical North American
diet, which is high in animal protein, saturated fat, simple sugars and total calories can lead
1o potential health risks.

Nutritionists and dietitians have i ilities in helping immi; o
make nutritionally sound food choices in a new environment and in making culturally
sensitive nutrition services readily available in the hospitals and in the community.

]




Amnﬂy&-&hhsmdmdeuymnmm

' and dietitians’ limited knowledge about the cultural factors of food
habits may be one reason for this unavailability. Another reason may be that St. John's has
fewer immigrants compared to other urban centres and they are invisible o the service

providers.
I am requesting your child's help in identifying the nutritional issues and service

needs of Indian immij 1 have d ped a ionnaire for this purpose. The

i the enclosed questionnaire will take i 15 - 20 mimutes to complete.
I hope that you will allow your child to complete it and retum it to me in the enclosed self-
addressed stamped envelope as early as possible. The information you provide will be
invaluable in developing ethnically tailored nutrition intervention programs. The results of
the study will be distributed through the Friends of India Association Newsletter.

All the information you provide will be strictly confidential. Each questionnaire has
been given an identification number. This will be the only identification on the
questionnaire; no names will be used. The master list linking names and identification on
th ionnaire will be only 10 the and this list will be destroyed once
the project is completed. Participation in this research is voluntary. Your child may decide
not to participate or not 1o answer all the questions. [ will be available during the study at
all times at 364-1230 or at 737-7101, should you have any problems or questions.

Sincerely yours,

Suja Varghese
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Letter to External Validators
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Memorial

University of Newfoundland

Division of Communtv Health
Faculty of Medicine
The Health Sciences Centre

August 5, 1996

Dear

Further to our telephone conversation, [ am sending you the questionnaire. [ appreciate your
kindness to evaluate the questionnaire.

The purpose of my research is to identify some of the nutritional needs and cultural

determinants of food selection among immigrants in St. John's. Since the largest proportion

of immigrants in St. John's are from India, this study will be concentrated on Indian

immigrants.

'numunobjecuvam

L the level of ing of the nutrition concepts as mandated by the
Canada's Food Guide to Healthy Eating.

2. To find out their attitudes related to food selection

3. Tommmmmdmekvdofmﬂm

4. To assess the i needs of these i

‘The questionnaire is divided into 5 sections:

Section A -Socb-dm»mhkvan‘ables

SectionB  -Dietary Practices

Section C -Attitudes related to food selection. (Willingness to change, convenience,
bealth consciousness, frugality, concern for social status and sociability are
the attitude indexes [ have selected for this study. The template used for the
selection of these attitude indexes is the research done by Steelman on
subcultural attitude towards food selection. These indexes closely resembled

umulmﬁm-mmn and in-depth

interviews done among elderly immigrants.
SectionD  -Nutrition ( their lev:lof of the concepts
WWG‘G

Section E -A nutritional needs assessment.

Sc John's. NF. Canada ALB 3V6 » Tel.: (709 73766936652 « Fax: (7091 7377382



Could you please check whether [ have included all pertinent questions in the relevant
sections. | am looking forward 10 your comments and suggestions. [ could be contacted at
709-364-1230 or 709-737-7101. [ would appreciate it very much if you could fax the
Qquestionnaire back to me. My fax number is 709-737-7382.

Thanking you in advance,

Suja Varghese
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for Discriminant Validity
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DI

D2.

D3.

Ds.

O/(:) SectionD -

mumarmwmhm:mmm-m»pxp&u
answer) -

1Q Skip breakfast &= 7|\
20 Increase exercise and decréase food intake
2 sweet and styzchy foods in one's diet x
4@ Eat piénty of grapefiuit -
<%

Of the following foods which are important to limit in our daily diet to reduce the risks of
diet related diseases. ( Please check all that apply) £ @

18 High salt products #2% " *%

20 Highfat products Y

30 High caffeine products

A substitute for meat products is; (Please check all that apply)

1Q Dried peas, lentils and beans
2 Eggs

30 Fi

4Q Peantit butter

50 Not sure
Thefoodmdtmoﬂa.lon?u serving is ; (Please check one)
18 Beans, peas and legumes

To maintain good health it is recommended to eat a variety of foods . What does this mean
t0 you?(Please check all that apply)

%
a Ihvemindudeavl?iuyofdﬂkpeenmdomgevegdablesmd&uiuinmyd.ia.
Ol have to include a variety of grain products such as wheat, rice and bakery products in
my diet
@1 have to eat a variety of meat, fish,and poultry
Q1 have to include a variety of milk and yogurt products in my diet.
thvemiul&lvlﬁefyofbunsmdkminmydiﬂ. "
Q1 am not sure .



.

D6.  Every day the highest number of servings should come from; (Please check one)

D7.  Have you ever heard about the Canada Food Guide for Healthy Eating?
1Q Yes ANo .

D8.  If Yes to question D7, have you read it?
1Q Yes 2 No

D9.  If Yes to question D8, do you use it as a guide to your daily eating plan?
1Q Yes o

D10. Eating according to Canada's Food Guide will provide all the vitamins and minerals I
need.
QAgree 0 Disagree Qldotinow  drflotsue

D11. To which age group do you belong?

13 10-19
232029
303044
Q4564
sQ 65+

¥ 1 AL
D12 How loag have you lived in Canada? Please Spbeihy” -

Years __E3 3& Months

DI3. Country of birth (Please specify)
china.

D 14. What is the highest level of education you have attained? (Please specify)

college
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Presentation 1 (Abstract)

S. Varghese*, R M.Orr, Division of Community Health, Faculty of Medicine, Health
Sciences Centre, St. John’s, Newfoundland.

A cross sectional survey utilizing a self administered mailed questionnaire was
conducted to examine the dietary practices of Indian immigrants in Newfoundland. A
random sample of 132 subjects, both males and females aged 10-65+, took part in the study.
Only those who were bom in India or whose parents were bom in India were included in the
study. wdﬂudmmmwmwmao@nuumofdnmxymmm

might have potential adverse iti effects, of ing Canada’s Food
guide to Healthy Eating (CFGHE), practice of vegetarianism and recent changes made in
the diet were assessed. It was found that these immij have to the

the Canadian food habits. The likelihood of following CFGHE was high and the acquisition
of food habits which have potential adverse nutritional effects was minimal. Approximately
one quarter (28%) were vegetarians mainly because they were following family traditions.
Recent changes in diet were reported by 82% of the subjects for reasons such as being more
health conscious, for reducing weight or because of having more knowledge about nutrition
and health. Adherence to suggested CFGHE serving guidelines was found to be 55% for
milk pmducu, 54% for meat and meat ahernanvm, 23% for grain products and 21% for
were highly educated with higher than average income and well established in
Newfoundland. As such, results are not generalizable to other immigrants in the province
or Indian immigrants in other parts of Canada. More studies of other groups of immigrants
are needed to understand the effect of culture on food habits and to develop culturally
sensitive, effective nutrition education programs.

Presented at Dietitians of Canada National Conference in Wolfville,NS
on June 12* 1998.
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Presentation 2 (Abstract)
related needs of Indian i i in
S.Varghese*, RM. Orr, Division of Community Health, Faculty of Medicine, Health
Sciences Centre, St. John’s, Newfoundland.

A cross sectional survey using a self administered mailed questionnaire was
conducted to assess nutrition related needs of Indian immigrants in Newfoundland. A
random sample of 132 subjects, both males and females aged 10-65+, took part in the study.
Nutrition information needs, ethnic food availability, health problems and cultural
appropriateness of services were assessed. It was found that half of the respondents had
sought nutrition information; the sources used most frequently were health professionals,

and the media. iy q of the partici| (73%)
a desire to know more about the nutritional quality of their traditional diets and general
nutrition and its implications for chronic diseases. Almost two-thirds of the sample (65%)
reported that ethnic foods were not readily available; 70% stated that they needed to
substitute foods available in Newfoundland for traditional foods. Seventy percent of the
participants did not report any major health problems. The majority of those who have
utilized hospital dietary and outpatient services (76% and 98% respectively) rated services

as culturally i i ions for improving nutrition services included: increasing
dietitians’ undmmdxng of various ethnic food habits, provision of ethnic foods regularly
in hospitals and di of i tailored ion materials and sample menus

instead of Canada’s Food Guide tear sheets. The sample in this study were well established
in Newfoundland with few language problems, had high socioeconomic status and were
some what acculturated to Canadian food habits. In spite of these unique sample
characteristics, the majority stressed the need for more culturally appropriate services.
Studies on other groups of immi; new immi with different linguistic
and dietary norms, are needed to develop culturally sensitive, effective and meaningful
nutrition services.

Presented at “Beyond Borders Il” a joint conference of the American Dietetic
Association and Dietitians of Canada in Vancouver, BC on June 14", 1999.
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