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Abstract
[bookmark: _Toc188960892]Obesity is a major global health issue, increasing morbidity and mortality through its association with non-communicable diseases. Black African women experience disproportionately high obesity rates, reaching 37% in the UK, reflecting complex genetic, socio-cultural, and environmental factors, with migration influencing dietary changes. This study explored factors shaping the dietary choices of Black African immigrant women with overweight and obesity in the UK, focusing on individual, socio-cultural, and environmental influences. A qualitative design was employed, using semi-structured online interviews with 15 participants, analysed thematically through reflexive thematic analysis. Participants were African immigrant women from sub-Saharan Africa, aged ≥18 years, first- or second-generation immigrants, with a BMI >25 kg/m². Recruitment and interviews occurred between March and May 2024. Findings revealed tensions between socio-cultural food preferences and children’s Westernised tastes. Cultural identity, food-related shame, and ambivalence about traditional diets in public or work settings shaped practices. Work demands and limited time constrained preparation of traditional meals, while economic pressures and high costs of culturally appropriate foods restricted choices. Psychological stress and reliance on convenience foods emerged as coping strategies, often undermining health intentions.
These findings highlight the need for culturally tailored community-based interventions addressing barriers of cost, access, and time. Potential strategies supporting dietary autonomy and cultural retention. Future research should adopt longitudinal approaches to examine how these dynamics evolve, informing sustainable interventions.
Public Health Significance: This study reveals critical, underexplored drivers of dietary behaviours among Black African immigrant women, informing culturally grounded, equity-focused interventions and policies to reduce health disparities.
Keywords: Black African, Obesity, Overweight, Migration, Diet, Acculturation

Introduction
Obesity is a major global health issue linked to increased morbidity and mortality through its association with non-communicable diseases such as cardiovascular disease, type 2 diabetes, and certain cancers.¹ Prevalence differs across ethnic groups, with Black African women experiencing disproportionately high rates.2 In the United Kingdom (UK), 37% of Black African women and 44% of Black Caribbean women live with obesity, compared with 28% of White British, 25% of White Irish, 20% of Indian, 33% of Pakistani, 19% of Bangladeshi, and 2% of Chinese women.3 These figures underscore the disproportionate burden among Black women.
Current definitions of obesity, however, are problematic. Body mass index (BMI) does not account for differences in body composition and fat distribution between ethnicities.4 For instance, at the same BMI, African groups typically have less body fat than South Asians, leading to misclassification.5 Despite calls to revise cut-offs, such as raising thresholds for Black women6, national and WHO classifications remain uniform. The persistence of high obesity prevalence in Black women reflects complex genetic, socio-cultural, and environmental interactions, with migration driving significant dietary change. Understanding these influences is essential to address obesity and related health risks in Black African women in the UK.
Black adults comprise approximately 4.0% of the population of England and Wales (around 2.4 million), with those identifying as Black African making up 2.5%.7 This group is among the fastest-growing minority ethnic populations, concentrated in cities such as London, Birmingham, and Manchester.8 Socio-demographically diverse in country of origin, migration history, education, income, and generational status, Black African immigrants represent a heterogeneous population whose health behaviours cannot be generalised.
Acculturation describes the cultural and psychological changes that occur when individuals engage continuously with a new cultural environment.9 Within this, dietary acculturation refers to adaptations in food choices and eating behaviours, often producing a mix of traditional and Western practices.10 It can bring both benefits (e.g., higher fruit and vegetable intake) and risks (e.g., greater consumption of ultra-processed, energy-dense foods).11 Outcomes are mediated by socio-economic status, generational differences, and the local food environment.12 For Black African immigrants, dietary acculturation is shaped by exposure to new foods, economic constraints, and family dynamics. Women in lower socio-economic positions often face barriers such as high food costs, limited culturally tailored interventions, and competing work and caregiving demands, which increase reliance on nutrient-poor foods.13,14 Household preferences also matter: children and partners may adopt British eating patterns more rapidly, influencing women’s food preparation.9
Migration itself is a key driver of dietary transitions. Prolonged residence in high-income countries often corresponds with reduced consumption of traditional diets rich in fibre and micronutrients, and increased intake of calorie-dense foods high in fats and sodium.15 These changes elevate risks for hypertension, cardiovascular disease, and diabetes. Psychological factors further complicate this process. Migration-related stressors such as isolation and cultural displacement can exacerbate unhealthy eating, while cultural identity and integration influence whether traditional or British dietary norms are prioritised.10,15 The availability of familiar foods and support from social networks also shape these trajectories.
The relationship between diet and mental health is bidirectional. Regular consumption of ultra-processed foods can worsen symptoms through fatigue, inflammation, and anxiety, while mental health challenges such as depression, homesickness, or financial stress may disrupt eating patterns.16,17 Among immigrants, food insecurity and limited access to culturally familiar foods have been linked to depression and social exclusion, whereas access to traditional foods can support psychological well-being.17,18 Although research on dietary acculturation and obesity is expanding, few studies focus specifically on Black African women in the UK. Much existing work generalises across ethnicities, overlooking the unique contexts shaping this group’s dietary practices. Studies by Osei-Kwasi et al.19 and Ngongalah et al.20 document migration-related dietary changes, while the DEDIPAC project21 identifies socio-economic and cultural factors as key drivers. However, these studies leave gaps in understanding the lived experiences of Black African women with overweight and obesity.
This focus is critical because these women face intersecting stressors, including structural racism, anti-Black bias, and gendered caregiving roles, which may heighten risks of poor dietary outcomes and health inequities.22 The present study therefore explores factors influencing the dietary choices of Black African immigrant women with overweight and obesity in the UK, examining individual, socio-cultural, and environmental influences.
Two complementary theoretical models guide this work. The Socio-Ecological Model (SEM)23 recognises that behaviours are shaped by multiple interacting influences, from individual to structural. In parallel, the Health Belief Model (HBM)24 offers insight into how perceived barriers, benefits, and self-efficacy shape health decisions. Together, they provide a holistic framework for examining the personal and contextual factors influencing dietary practices among Black African immigrant women in the UK.
[bookmark: _Toc183820024][bookmark: _Toc188960894][bookmark: _Hlk209530974]Methods
Research Design
This study adopted a qualitative, interpretivist approach to explore the experiences and perspectives of Black African immigrant women regarding their dietary choices in the context of migration. Qualitative methods were appropriate for understanding the complex social, cultural, and individual factors shaping behaviour, which are best captured through in-depth, participant-driven narratives. This approach enabled exploration of how women make sense of dietary experiences within the broader context of acculturation, identity, and socio-environmental change.
Sampling and Recruitment
A convenience sampling approach, with elements of systematic selection, was used to maximise diversity. Participants were recruited from an existing pool of women who had previously taken part in a quantitative study on dietary patterns among Black African women in the UK and had consented to recontact. Recruitment for the initial study (September 2022–March 2023) employed posters, leaflets, and social media; however, snowball sampling, word of mouth, and engagement of community gatekeepers (church leaders, community heads, shopkeepers) proved more effective, highlighting the importance of culturally embedded, trust-based strategies.25
Inclusion criteria required participants to be African immigrants from sub-Saharan Africa, aged ≥18 years, living in the UK, first- or second-generation immigrants, and with a BMI >25 kg/m². BMI eligibility was confirmed via self-reported height and weight from the quantitative survey, consistent with prior studies.26 Systematic considerations aimed to distribute the sample across ethnicity, age, duration of UK residence, and socio-economic background. The target was 15–20 participants, with minimum representation across key demographic criteria. Fifteen participants were ultimately recruited, conforming to recommendations of ≥12 participants to achieve data saturation.27 Saturation was assessed iteratively, with no new themes emerging after the thirteenth interview. Despite these efforts, the sample was predominantly first-generation, West African women, reflecting challenges in recruiting highly diverse subgroups. Ethical approval was obtained from the St Mary’s University Research Ethics Committee [SMU_ETHICS_2021-22_368], and informed consent was provided by all participants.
Data Collection
Individual online interviews via Zoom were conducted as the primary data collection method. This approach was chosen over focus groups due to logistical complexities and the need to explore each woman’s unique experiences, consistent with literature on engaging “hard-to-reach” populations.25,27
Participants were offered Zoom or telephone interviews; all opted for Zoom, reflecting relatively high digital competence. Technical support was provided directly by the research team to safeguard confidentiality. All participants had access to a smartphone, tablet, or computer, with mobile devices being most common. A semi-structured interview guide was developed based on literature review, expert consultation, and comparable studies.19 A pilot study with three African immigrant women (BMI >25 kg/m²) from a local church in London refined question clarity and comprehensiveness as well as overall length; pilot participants were excluded from the main analysis. The guide addressed acculturation, dietary change, food practices, shopping behaviours, household budgeting, cultural identity, traditional foods, and eating-out practices (Supplementary Material). Interviews were conducted in English, with optional pidgin translation available, though this option was neither requested nor needed.
Data Analysis
Interviews, lasting 45-75 minutes, were recorded and transcribed verbatim. Reflexive thematic analysis, per Braun and Clarke,28 guided the analytic process, suitable for an interpretivist paradigm and the first author’s insider positionality. Analysis followed six phases: familiarisation, initial coding, theme identification, theme review, theme definition and naming, and final reporting. Transcripts were imported into ATLAS.ti v.23.2.129 for systematic coding. Initial coding by the lead author was reviewed by the research team; discrepancies were resolved through iterative discussion, ensuring interpretive validity.
[bookmark: _Toc183820040]Codes and themes were developed inductively, while guiding concepts from literature on migration, acculturation, and cultural food practices informed conceptual interpretation. Peer review with ‘critical friends’ 30 provided constructive feedback, challenged assumptions, and enhanced rigour. 
Research philosophy and positionality
[bookmark: _Toc183820054][bookmark: _Toc188960923]The first author (FA), a Black African immigrant woman with lived experience of migration and adaptation in the UK, brought an insider perspective shaping the interpretivist methodology, highlighting cultural and social influences on dietary behaviours. Her background informed a culturally relevant interview guide, rapport building, and data interpretation, particularly around cultural nuances and socio-economic barriers. Non-Black African co-authors offered external perspectives, challenging assumptions and enhancing rigour. To reduce bias, the FA used reflexive journaling, supervision, and consultation with critical friends throughout the research process.
[bookmark: _Toc183820041][bookmark: _Toc188960910]Results
Characteristics of Participants
Fifteen Black African women participated, aged 25–75, with 60% between 25–44. Most were first-generation immigrants (93%), and eight had lived in the UK over 10 years. Participants were mostly employed, college-educated, earning <£40,000, and classified as overweight or living with obesity. Twelve were Nigerian, three Ghanaian. Table 1 details the specific characteristics of the sample.
[bookmark: _Toc183820042][bookmark: _Toc188960911]Factors Influencing Dietary Choices and Habits Among Black African Immigrant Women Living in the UK.
[bookmark: _Toc183820043][bookmark: _Toc188960912]The rich descriptions provided by participants highlighted the complexity and dynamic nature of dietary acculturation after immigration to the UK. Analysis of interviews generated four categories: 1) Women’s individual characteristics, 2) Cultural and social influences, 3) Acculturation and 4) Factors in the built and lived environment. Findings are presented in this order, reflecting participants’ focus first on individual circumstances and preferences, then cultural influences, followed by adaptation to the new environment. Categories and sub-categories are illustrated in Figure 1.
Category 1: Women’s Individual Characteristics
In examining the factors that shape dietary choices among Black African immigrant women, women’s individual characteristics emerged as an important category. These influences are embedded in personal experiences, beliefs, and knowledge that drive behaviours related to health and nutrition. Understanding these characteristics offers insights into how these women navigate food preferences, nutritional knowledge, and health orientation. Two sub-categories were created: i) health orientation and ii) personal food preferences.
Sub-category: Health Orientation
All participants demonstrated a basic knowledge of nutrition, which shaped their food choices. They were aware of the health implications of eating habits and expressed concerns about weight gain and health conditions, especially in adapting to a new environment. A strong motivator was the desire to raise healthy children, underscoring maternal influence and intergenerational values.
Participant 9 reflected on her heightened awareness of nutrition and health since relocating. She explained:
"I've started paying more attention to what I eat since I moved here, mainly because of health concerns. I know that some of the foods I’m used to might not be the healthiest, especially with the amount of oil and spices we use... I’m trying to make better decisions now, but it’s not easy changing habits that have been with me for so long."(P9, 38 years, full-time employed, 1st generation, Nigerian)
Others described similar awareness and family influence. One noted:
“...I’ve started thinking about how the food I eat impacts my health. My family has been a big help with this; they are always advising me on how to eat healthier" (P4, 42 years, employed, 1st generation, Nigerian)
For some, health conditions forced change:
"I had to cut down on fried foods and soft drinks when my doctor mentioned my blood pressure was rising. That’s when I realised I couldn’t keep eating the way I did back home."
Children were also a key motivator:
(P12, 52 years, part-time employed, 1st generation, Ghanaian)
"My kids are a big reason I’m changing. I want to live long enough to take care of them. So I’m trying to eat better now, even though it’s hard."
(P6, 46 years, part-time employed, 1st generation, Nigerian)
Sub-category: Personal Food Preferences
[bookmark: _Toc183820044][bookmark: _Toc188960913]Food preferences, tied to cultural identity, strongly influenced diet. Many emphasised a preference for well-seasoned and flavourful meals, contrasting British food.
Participant 9 vividly articulated this sentiment, noting:
"Where I come from, we like really spicy meals, and meals that have a lot of salt and peppers. You know, when we cook, we like to add lots of flavours, different kinds of spices that make the food really rich and tasty. For me, what I have tasted of British food so far, they are a bit bland. They are nice, but a bit bland, too bland for my liking”. (P9, 38 years, full-time employed, 1st generation, Nigerian)
Others echoed this:
"I enjoy cooking my own food because it tastes like home. British food is okay, but there’s no pepper, no seasoning, it doesn’t hit the same way."
(P7, 30 years, part-time employed, 1st generation, Ghanaian)
Adapting to local vegetables also posed challenges. P4 described:
"…so for instance the broccoli, I'm not a massive fan of the broccoli, I'm not a massive fan of it, I eat it because of the health benefits, but I find that… I feel like it's really difficult to swallow…probably if I was in Nigeria, I could make vegetables soup, with fluted pumpkin, or pumpkin leaves, water leaves.” (P4, 42 years, employed, 1st generation, Nigerian)
Others noted the loss of familiar flavours:
"The vegetables they have here don’t taste the same. Spinach is okay, but I really miss ugu and scent leaf. Those flavours cannot be replaced."
(P10, 45 years, unemployed, 1st generation, Nigerian)
Satisfaction after meals was another theme. One woman said:
"…but honestly, sometimes when I eat British food, I don’t feel as full or satisfied as when I eat my traditional food. It’s not just about the quantity, but the feeling after you eat. When I eat our food, there’s this deep satisfaction, like you know you’ve eaten something substantial." (P4, 42 years, employed, 1st generation, Nigerian)
This was echoed by others:
"Our food fills you. Even if it’s just efo and eba, you feel full and content. But with sandwiches or pasta, you won’t remember you have eaten."
(P2, 36 years, full-time employed, 2nd generation, Nigerian)
Category 2: Cultural and Social Influences
The participants’ narratives revealed that cultural and social influences profoundly shape their food practices, with two sub-categories: family dynamics and cultural eating as part of identity.
Sub-category: Family Dynamics
[bookmark: _Toc183820045][bookmark: _Toc188960914]Family played a central role in shaping food choices both before and after migration, though dynamics shifted in the new environment. Prior to migration, meal planning reflected the preferences of children, partners, and extended relatives. After relocation, children’s tastes, exposure to school food, and partners’ expectations became increasingly influential, reshaping everyday practices.
For some participants, accommodating children’s evolving tastes required notable adjustments:
"Basically, because my children, who kind of dictates, I take into account their preferences as well. You know, so, most of the things that they eat in school, you know, kind of different from what they eat growing up. So, I had to adapt based on what they eat." (P1, 35 years, part-time employed, 1st generation, Nigerian)
Others echoed this, noting how school exposure introduced new foods into the home:
"My daughter will come back from school asking for things I’ve never made before, like jacket potato or fish fingers. I have to balance that with our food, so everyone is happy." (P14, 40 years, full-time employed, 1st generation, Nigerian)
Partners also shaped choices, sometimes leading to tension:
"My husband still wants fufu every evening, but my children prefer pasta or chips. So I end up cooking two different meals most nights." (P3, 29 years, part-time employed, 1st generation, Ghanaian)
Sub-category: Cultural Eating as Part of Identity
[bookmark: _Hlk207920531]Cultural foods transcend basic sustenance; they are deeply embedded in identity, heritage, and belonging.31 They play a vital role in connecting participants to their roots, fostering a sense of continuity and belonging, even amidst a new environment.
As one woman explained:
"My traditional meals are like everything to me. This is something I grew up eating; this is something that has shaped my life into what I am today. It’s not just food; it’s a connection to my roots, to my culture, to my family. When I cook and eat my traditional meals, it’s like I’m bringing a part of my home with me wherever I go.” (P9, 38 years, full-time employed, 1st generation, Nigerian). 
Migration also brought moments of cultural dissonance, with foods perceived as unusual or unfamiliar by others. One participant recalled:
"To be honest, I was embarrassed when I first moved here. People would look at my food and think it was strange, and I felt a bit ashamed. But the truth is, it’s my food, and I enjoy it. I shouldn’t have to apologise for that.” (P1, 35 years, part-time employed, 1st generation, Nigerian)
Category 3. Acculturation
Acculturation was constructed as a main category, underscoring its importance in shaping dietary behaviours. Women’s narratives revealed how navigating a new cultural environment influenced food choices and preparation, highlighting adaptation of dietary habits, the psychological impact of acculturation, and the shift in food preparation responsibilities. 
Sub-category: Adaptation of Food Habits
[bookmark: _Toc183820046][bookmark: _Toc188960915]Following migration, women described adapting diets to blend traditional and British foods. While cultural meals remained central, they also explored local alternatives.
As one participant explained:
“I think that the UK food can be adapted quite well…It won't be the same thing, but it can be adapted...” (P1, 35 years, part-time employed, 1st generation, Nigerian).
Adaptation often meant substituting local vegetables: 
“Most of our soups in the South-South are just based on vegetables... And most of the times that I would want to cook that, I'll find that the water leaf that has arrived has been wilted and just horrible... So, they've adapted the kale as one of the vegetables in the food.” (P6, 46 years, part-time employed, 1st generation, Nigerian)
Others adopted new habits: 
“Recently I started... I developed the habit of having oats in the morning, unlike what I would usually have, um, probably the Nigerian yam and egg sauce, and all of that, I moved to oats in the morning…” (P9, 38 years, full-time employed, 1st generation, Nigerian)
Sub-category: Psychological Impact of Acculturation
Migration stress shaped eating, often encouraging emotional eating.
“…I had a really horrible habit of eating biscuits, even in Nigeria, but here, it just spiralled out of control, and I feel like sometimes it was like stress-eating... I’m just gulping [fizzy drinks] down, yeah, because it's easy, and you feel like, oh, I just want a shot of sugar to just, you know, get you going...” (P4, 42 years, employed, 1st generation, Nigerian)
Sub-category: Shift in Food Preparation Responsibilities
Migration also altered household food roles. Extended support networks common in Africa were absent, leaving women with greater responsibility.
"... But here, you have to do everything yourself, you know. And when I think about the fact that I would have to do everything myself, I just give up." (P1, 35 years, part-time employed, 1st generation, Nigerian)
The additional workload of preparing traditional dishes added stress:
…"I want to make Moi Moi... I went to the shop to get some stuff, and I stood in front of the bell pepper (laughs), and I was contemplating, should I buy this bell pepper, will I be able to make the Moi Moi, won't the bell pepper spoil before I'm able to... you have to soak the beans, dehaul it, blend the pepper, put everything in… oh my god, then you have to cook it." (P1, 35 years, part-time employed, 1st generation, Nigerian)
Category 4: Factors in the built and lived environment
The barriers to healthy eating illustrate the difficulties Black African immigrant women face in maintaining healthy dietary habits in the UK. This category highlights structural and practical barriers, focusing on two sub-categories: accessibility, affordability, and availability of foods, and the influence of work and living constraints.
Sub-category: Accessibility, Affordability and Availability
Economic factors
Rising food costs and broader financial pressures shaped women’s dietary choices. Inflation forced participants to reduce both diversity and quantity of food purchased, narrowing options for healthy and culturally appropriate diets.
As Participant 4 noted:
"African things here in the UK, they are ridiculously expensive." (P4, 42 years, employed, 1st generation, Nigerian)
The rapid increase in food prices was a recurring theme:
"In 2020, I used to budget like 70 pounds a week, and it would be enough... But now, it's like 100 pounds or more in a week... and your bag is still empty… and I try as much as possible, you know, to cut down… But it's still expensive. So everything, everything is expensive…everything is really expensive." (P6, 46 years, part-time employed, 1st generation, Nigerian).
Variations in Availability, Quality, and Cost of Cultural Foods
Participants contrasted the fresh, affordable foods in their home countries with the limited and costly options in the UK. Sourcing vegetables and fish was a source of frustration:
" most of the times that I would want to cook that, I'll find that the water leaf that has arrived has been wilted and just horrible, you know." Another expressed frustration, saying, "For instance, fish, you know, you want dried fish but the quality that has arrived is bad." (P1, 35 years, part-time employed, 1st generation, Nigerian)
Although most foods could be found in the UK, quality and cost were key barriers:
"I do not think there's anything I'll eat back home that I want to eat here that I can't find. It's all about the costs. Maybe not as fresh as I'll get some things, not everything. I think you’ll get them if you find them". (P11, 52 years, part-time employed, 2nd generation, Ghana)
Sub-category: Work and Living Constraints
Time pressures, demanding jobs, and housing conditions significantly influenced eating habits. Traditional cooking, often time-intensive, became harder to sustain.
As one woman explained: 
“… But here, I'm going to be working till 5 p.m., by 5 p.m. I am exhausted... I used to use Saturdays or Sundays to cook massive amounts of food, but I found that I would feel really exhausted by the beginning of the next week, just tired, just really tired, you know, so you don't have time.” (P1, 35 years, part-time employed, 1st generation, Nigerian)
Migration also encouraged fast food consumption:
"Back home, I did not eat as much junk as I eat here. And then the lifestyle…you're going from one job to the other or from one class to the other. You will just grab a drink and burger and some fries, you know, you just eat on the go." (P6, 46 years, part-time employed, 1st generation, Nigerian)
The prevalence of fast food was widely acknowledged: 
“McDonald's… is very rampant here in the UK. So, we have burgers, fries.... in addition to local meals, which is really big, you know… there's a massive amount of unhealthiness... and no physical activity because that has been truncated by industrialisation.” (P1, 35 years, part-time employed, 1st generation, Nigerian)
Discussion
This study explored factors influencing the dietary choices of Black African immigrant women with overweight and obesity in the UK, revealing a complex interplay of individual, cultural, social, and environmental influences. The findings align with broader research on immigrant nutrition, particularly around acculturation and its effects on diet. Participants demonstrated awareness of diet–health links but often struggled to translate this knowledge into practice because of practical barriers, a gap consistent with Rosenstock’s HBM,24 which emphasises the role of perceived barriers in shaping behaviour.
Similar to Asamane et al.,32 who reported that older ethnic minority adults possessed strong nutritional knowledge but were hindered by food costs and time pressures, this study highlights how environmental constraints shape choices. Such findings challenge assumptions that immigrants lack dietary awareness.33 They also support earlier work by Tiedje et al.34 who emphasised the role of sensory preferences and cultural familiarity in maintaining traditional diets despite acculturation pressures. The present study confirms that dietary acculturation is not a wholesale adoption of host-country foods but a selective process, balancing health orientations with taste preferences and cultural meaning. Participants’ commitment to flavourful, well-seasoned traditional foods resonates with findings from Ojo et al.14 which showed that cultural attachment strongly motivates food retention.
Food also served as a source of psychological comfort and cultural continuity, echoing studies by Gichunge and Somerset35. As in those studies, women in this research described food as central to sustaining cultural identity and emotional stability during migration. Shifts in family roles around food preparation, observed in Canada by Hyman et al.36 were similarly reported here, with migration prompting changes in household responsibilities. Such dynamics highlight family influence as a critical factor in shaping dietary behaviour, consistent with Gichunge et al.’s36 observations.
This study’s findings are further supported by research with African migrant women in the UK during pregnancy and postnatal periods, which also showed complex negotiations between cultural expectations, practical constraints, and traditional dietary preferences.20 As with those women, participants here experienced dietary acculturation as a process of negotiation rather than replacement. This pattern is reinforced by a systematic review of minority ethnic groups in high-income countries,13 which found that although nutritional awareness was generally high, barriers such as food costs, accessibility, and lack of cultural relevance remained significant. Ojo et al.14 similarly found widespread health awareness but also scepticism toward official dietary guidance, mirroring participants’ expressed preference for culturally familiar food over external advice.
The findings also resonate with Berry’s framework of acculturation,37 which recognises selective integration of host practices alongside cultural retention. Wandel et al.38 described dietary acculturation as a blend rather than replacement, an observation confirmed here: women retained traditional preferences but adjusted them according to availability, cost, and convenience. As Dweba et al.39showed, economic constraints and food insecurity often push immigrants toward cheap, calorie-dense foods. This was evident among participants, whose reliance on convenience foods reflected the pressures of affordability and access. These findings align with Popkin’s concept of a global “nutrition transition,”40 where economic and urban conditions increasingly shape diets.
Public health responses must therefore move beyond generic approaches. Nutrition programs that fail to address affordability, access, and cultural relevance are unlikely to succeed. Evidence from initiatives such as the UK’s Healthy Eating and Active Lifestyles for Diabetes (HEAL-D)41 and the US-based Eat for Life42 demonstrates that culturally tailored interventions improve engagement and sustainability. Both initiatives embedded cultural relevance and community involvement- HEAL-D through co-designed education with African and Caribbean communities and Eat for Life through motivational interviewing adapted for African Americans. These successes emphasise the importance of community trust, cultural appropriateness, and local context in driving dietary change.
Addressing affordability and access is equally important. Local food cooperatives, culturally specific food banks, and community-based food assistance programs have shown promise in tackling food insecurity among immigrants.39 Integrating such efforts with nutrition education can help address both structural and behavioural barriers. Given the importance of family in shaping food practices, public health strategies should also adopt family-based approaches. Interventions that encourage shared domestic responsibilities and collective nutrition practices could reduce pressure on women while promoting healthier eating. 
Future research is needed to strengthen and expand culturally tailored strategies. While HEAL-D41 and Eat for Life42 provide useful models, they are largely condition-specific, targeting diabetes management, and may not adequately address obesity, cardiovascular risk, or mental health. Broader, multi-condition interventions could provide more holistic support. Behaviour change frameworks such as Social Cognitive Theory, the Transtheoretical Model, and COM-B are useful for structuring such interventions. Integrating motivational interviewing within COM-B43, for example, may help women address dietary ambivalence and build self-efficacy in overcoming barriers.
Community-based participatory research (CBPR) also offers a promising approach. The CAN-HEAL study with Arab immigrants in Canada44 showed how engaging communities in co-design produced relevant, sustainable, and equitable solutions. Applying similar participatory methods with Black African women in the UK could generate culturally grounded strategies for obesity prevention and dietary health.
Longitudinal research is also warranted to understand how dietary behaviours evolve with length of stay and generational transitions. Such work could identify the sustainability of interventions over time and the factors supporting ongoing adherence. Digital health interventions represent another emerging avenue. However, digital literacy, access to technology, and language barriers remain concerns. Ensuring culturally and linguistically appropriate content, alongside digital inclusion support, will be crucial for equity.
This study also developed a conceptual model (Figure 2) informed by the SEM23 highlighting multi-level influences on dietary behaviours. While some findings, such as perceived barriers, align with constructs from HBM,24 others, such as cultural norms and community factors, extend beyond it, emphasising the need for multi-level frameworks.
Strengths and Limitations
This study is among the few to examine dietary behaviours of Black African immigrant women in the UK, addressing a critical research gap. By focusing on this underexplored group, it provides insights into how cultural identity, migration, and socio-economic context shape diet. The interpretivist approach enabled deep exploration of participants’ lived experiences, supported by the researcher’s shared cultural background, which built trust and enriched narratives. Reflexivity and peer consultation mitigated risks of bias.
The use of thematic analysis provided flexibility to identify patterns across experiences, while purposive sampling ensured diversity in age and migration histories. A pilot study enhanced cultural appropriateness of the interview guide. Together, these elements strengthened the study’s validity and authenticity.
Nonetheless, limitations should be acknowledged. Most participants were first-generation, long-term UK residents with higher education, which may limit generalisability. The small, relatively homogenous sample may not capture the full socio-economic diversity of Black African women in the UK. Virtual interviews, while accessible, reduced opportunities for non-verbal observation and may have excluded less digitally literate individuals. Although confidentiality was protected, digital format self-selection could bias the sample. Reliance on self-reported anthropometric data is another limitation, as weight is often underreported and height overreported, risking BMI misclassification. Social desirability bias may also have influenced responses, particularly regarding sensitive issues such as body image.
Conclusions
The dietary choices of Black African immigrant women in the UK are shaped by intersecting cultural, social, environmental, and individual influences. While women sought to retain traditional food practices, affordability, accessibility, and social pressures created significant barriers. Public health strategies must therefore address both cultural sensitivities and structural inequities. Interventions that combine affordability initiatives, culturally relevant dietary education, and family- and community-based approaches hold the greatest promise. By adopting holistic, culturally responsive strategies, policy and practice can more effectively support dietary health and overall well-being in this population.
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