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Background
Home to almost 2 million people, Western Sydney is one of the most culturally 
and linguistically diverse regions in Australia: 32.7% and 39.4% of the 
population in the primary health administrative areas of South Western and 
Western Sydney respectively were born in a non-English–speaking country.1 
Registers of diabetes diagnosis in Australia suggest greater incidence of 
type 2 diabetes among migrants.2 Migrants may also be underdiagnosed3,4, 
and are known to face additional challenges in managing chronic illnesses.5 
The prevention and management of diabetes in Western Sydney therefore 
requires addressing a complex interrelationship of physiological, cultural, 
social and economic factors. 

Much qualitative research addresses prevention and management of 
diabetes in migrant groups, particularly in the United States6, however 
Australian-based research is lacking. Moreover, much of this research 
predominantly sees culture in terms of group-specific “health beliefs” and 
“cultural behaviours”7, or in terms of “collective cultural and health beliefs, 
attitudes and assumptions”.8 Although this work is important and valuable, it 
has the potential to overlook the culture of everyday life – that is, the ways in 
which migrants’ new lives may differ from what may be considered typical of 
an ethnocultural group – as well as the health effects of migration trajectories 
and life histories themselves.

In an effort to contribute to further developing this body of research, a 
multilingual team of humanities and social science researchers was formed 
at the School of Languages and Cultures at the University of Sydney. Working 
with Arabic and Chinese speakers, the two most significant non-English–
speaking migrant populations in Western Sydney9, our pilot project focused 
on their challenges in health management before, during and after their 
diagnosis with type 2 diabetes.
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between the research team. Data was then analysed and 
thematised using a grounded theory approach.15

Human research ethics and informed consent

All interactions with participants took place in their native 
language, or a mix of English and their native language 
if participants felt more comfortable doing so. Participant 
information sheets and consent forms were all in Chinese 
or Arabic, and introductory discussions about what 
would be involved in the research were extensive. Ethics 
approval was obtained from the Human Research Ethics 
Committee at the University of Sydney (protocol no. 
2017/773).

Findings
A number of themes arose in the Arabic-speaking 
cohort: the severity of stress provoked by certain 
health communication strategies employed by frontline 
health practitioners; being unable to follow a diabetes-
appropriate diet due to lack of money; their capacity 
for successful diabetes management being associated 
with positive psycho-emotional states and social support 
networks, and conversely, the association of poorer self-
management with ‘ghorba’ (roughly, homesickness and 
loneliness); and, lastly, the experiential connection of the 
deterioration of their health with the trauma of migration 
itself. This last issue was particularly evident in the case 
of forced migrants from Iraq and Kuwait, some of whom 
spent time in immigration detention.

In contrast, Chinese migrants tended not to focus on 
the stress of migration itself or traumatic incidents leading 
up to migration, but on the stress of re-establishing 
themselves financially in their new country. This was 
exacerbated by the sense of loss of one’s networks and 
connections (‘guanxi’). As such, during their early years 
post-migration, health concerns tended to become a low 
priority. Chinese participants were also much more likely 
to be sceptical of medical science and employ traditional 
medicine than Arabic speakers. Overall though, the 
most prominent theme in Chinese participants’ accounts 
was the diversity of understandings and approaches to 
diabetes management.

Discussion
These preliminary findings implicate a broader set of 
personal and socio-cultural dynamics than are often 
contemplated in behavioural risk factor analyses 
of ethnoculturally defined groups.16-18 As such, the 
research contributes to recent qualitative work that 
illustrates, in a non-reductive manner, the significance 
of culture for prevention and management of chronic 
illnesses.19,20 At the same time, our findings raise the 
possibility that this emphasis in recent qualitative work 
on migrants’ culture needs to be complemented by other 
social and interpersonal factors beyond ethnocultural 

Methods
A central element of this study was for all data collection 
to be done in the participants’ native language by 
researchers who shared a cultural background with 
participants. Following COREQ guidelines10, one field 
research team included one female and one male 
Chinese researcher and the other included one female 
Egyptian and one male Iraqi researcher. In each team, 
one researcher’s expertise was in sociolinguistics and 
the other’s expertise was in language teaching and 
translation. The project team’s other five members are all 
experienced in either sociolinguistics or health-related 
social sciences.

Participants were recruited via researchers’ 
connections in the community, and the study was 
promoted in interviews and announcements in in-
language local radio and print media. Participants 
resided in locations across Western and South Western 
Sydney. All participants were first-generation migrants 
aged more than 45 years old who predominately spoke 
Chinese or Arabic and who had been diagnosed with 
type 2 diabetes. Ultimately, nine in-person interviews were 
carried out with Arabic speakers and 10 with Chinese 
speakers, in each case at a location of their choice near 
their homes. Participants were interviewed about their 
understanding of health; their everyday experience of 
diabetes since diagnosis; any ‘critical incident’ relating to 
their diabetes; experiences with medical and allied health 
services; social support and self-management in informal 
contexts; as well as demographic information regarding 
their living situation, year of migration, country of origin, 
year of diabetes diagnosis and confidence speaking 
English. 

In formulating our methodology, we drew inspiration 
from a number of participatory, community-based, 
culture-centred approaches to research.11-14 We sought 
to create space for participants to be able to discuss 
psychosocial dimensions of their wellbeing, culturally 
specific concepts of health and illness, and elements 
of informal health knowledge and care. Thus, research 
procedures were designed to cover multiple modalities 
of representation. The interviews were followed by group 
workshops: four Arabic-speaking men participated in a 
workshop, while five Chinese speakers participated in a 
mixed-gender workshop. 

In the workshops, the participants represented their 
experiences via such tools as ‘lifelines’ – life history 
timelines focusing on migration, illness and other 
significant life events – and ‘body maps’ – visual self-
representations that locate the lived experience of health 
problems in different parts of the body. This multimedia 
approach facilitated a diversity of cultural and individual 
preferences regarding self-representation.

All interviews and workshops were recorded and 
transcribed, and these transcripts were then either 
translated or read into English in data sessions held 
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specificities. Advocates of such a position have often 
pointed instead to the adverse health consequences 
of the structural economic position of migrants.21-23 
Our preliminary findings accord with this work, but 
also highlight the psychosocial effects of experiences 
leading up to emigration, as well as migration and 
resettlement itself.24 While this finding remains to be borne 
out in more extensive research, it does suggest that it 
may be valuable for policy makers and practitioners 
in multicultural health to ensure that an emphasis on 
cultural competence does not obscure an appreciation 
of individuals’ life histories and their effects on chronic 
illness and self-management.
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