Type 2 diabetes, gender and social normativity: migrants from sub-Saharan Africa facing conflicting food and body norms
Abstract
Objective: To illustrate how gender intersects with other factors influence the adoption of dietary and body norms by migrants from sub-Saharan Africa living with Type 2 diabetes (T2D).
Methods: A qualitative ethnographic study was carried out between October 2019 and September 2020 among migrants from sub-Saharan Africa. 28 individual interviews were conducted, 57% with women and 43% with men, aged between 26 and 65, and resident in Canada. The data collected was recorded and transcribed verbatim, to be analyzed using the N'VIVO software and they were subject of a continuous and iterative process of thematic analysis. 
Results: This study identified gender as an important determinant in the adoption or rejection of these norms. Gender, combined with cultural, religious, social, and family factors, contributes to the non-compliance by most migrants from sub-Saharan Africa with dietary, body and physical activity standards conducive to the prevention and control of T2D.
Conclusion: Gender is not only a factor that can contribute to the non-compliance by most migrants from sub-Saharan Africa living with T2D with dietary, body and physical activity standards conducive to the prevention and control of T2D, but it can also contribute to hindering its management, particularly regarding healthy eating.
Keywords: Diet, Type 2 diabetes, Gender identity, Migrant, social normativity, sociability.

Titre : Diabète de type 2, genre et normativité sociale: les personnes migrantes originaires de l’Afrique subsaharienne face à des normes alimentaires et corporelles contradictoires

Résumé
Objectif. Illustrer comment le genre, en interaction avec d'autres facteurs sociaux, influence l’adoption des normes alimentaires et corporelles chez les personnes migrantes originaires de l’Afrique subsaharienne (PMASS) vivant avec le diabète de type 2.
Méthode. Une étude ethnographique qualitative a été menée entre octobre 2019 et septembre 2020 auprès de PMASS. Vingt-huit entrevues individuelles ont été réalisées, dont 57 % auprès de femmes et 43 % auprès d’hommes, âgés de 26 à 65 ans et résidant au Canada. Les données recueillies ont été enregistrées, transcrites, puis analysées à l’aide du logiciel N’VIVO dans le cadre d’un processus d’analyse thématique continu et itératif. 
Résultats. Cette étude illustre comment le genre, combiné à des facteurs culturels, religieux, sociaux et familiaux, contribue au non-respect, par la majorité des PMASS, des normes alimentaires, corporelles et d’activité physique favorables à la prévention et au contrôle du diabète de type 2.
Conclusion. Le genre n’est pas seulement un facteur pouvant contribuer au non-respect, par la majorité des PMASS vivant avec le diabète de type 2, des normes alimentaires, corporelles et d’activité physique favorables à la prévention et au contrôle de cette maladie; il peut également constituer un obstacle à sa gestion, notamment en ce qui concerne une saine alimentation.

Mots-clés: alimentation, diabètes de type 2, genre, identité, migrant, normativité sociale et sociabilité.

Introduction
Type 2 diabetes (T2D) is a chronic disease that highlights social inequalities in health [1-4]. In Canada, T2D prevalence is higher among migrant populations compared to native-born populations [5]. Data show significant disparities in T2D rates between and within migrant groups. For instance, T2D rates are low among European migrants but very high among those from sub-Saharan Africa (SSA) [4, 5]. 
This chronic disease results from the intersection of non-modifiable factors (age, ethnicity) and modifiable factors (obesity, physical inactivity, poor diet) [1, 3, 6]. Diet and physical activity are key targets for T2D prevention and control. Addressing these can also impact obesity, a major risk factor for T2D, with 80-90% of T2D patients being obese [6, 7]. 
Public health initiatives focus on developing dietary, body, and physical activity standards to prevent and control T2D [6, 8]. However, various factors influence the adoption of these standards, including gender, income, working conditions, living environment, social networks, immigration-related circumstances (disappointment, stress, racism, discrimination), health literacy, and access to adapted food guides[9, 10]. This article emphasizes the role of gender as a social determinant in adopting or rejecting these norms. Gender, intersecting with other factors (age, socio-economic level, education, income, policies), contributes to social health inequalities. The activities, attributes, behaviors, and social roles assigned to men and women create power imbalances and domination relationships, leading to gender-based social inequalities that affect health [11]. In some societies, norms around diet, body, and physical activity expose men and women differently to T2D risk factors. [12]. While Canada has made significant progress in reducing gender inequalities [13], these disparities persist among migrant populations from countries with slower progress, including SSA [14-16]. The attachment to norms from their countries of origin [17], where patriarchal norms prevail, and migration policies contribute to maintaining health inequalities among these populations [10]. Being a woman or man influences food choices, physical activity, and perceptions of a healthy body. Health differences between genders are shaped by differential access to economic resources and healthcare [12, 17, 18]. 
Among African-origin migrants in Canada, gender relations persist in daily life, linked to cultural origins and identity [19, 20]. Women's access to resources, shaped by social gender norms, impacts their nutrition and dietary diversity. [21]. Gender influences food choices [22] and T2D management [23], with the disease affecting men and women differently [24].
This article explores the social normativity of SSA migrants living with or at risk of T2D. It addresses how gender interacts with political, economic, cultural, and identity factors to influence the adoption of food norms, illustrating the intersection of these factors in shaping health behaviors. 

Methods
[bookmark: _Toc142652747]A qualitative ethnographic study [25, 26] was conducted among migrants from sub-Saharan Africa (SSA) living with or at risk of developing T2D. This approach was chosen to better understand, through their own words, the factors influencing the adoption of dietary and physical activity standards favorable to T2D prevention and control.
Recruitment
According to the inclusion and exclusion criteria listed in Table 1, participants were selected using purposive sampling from men and women from SSA who had resided in Canada for at least five years and were living with or at risk of developing T2D, based on Canadian public health criteria[27]. The literature indicates that being Black, of Hispanic origin, or belonging to an Indigenous group significantly increases the risk of T2D [6, 28, 29]. "Migrant" refers to individuals born and raised in SSA countries who have obtained permanent residency or Canadian citizenship through naturalization [30]. Temporary residents, such as those with work or study permits, were excluded. This study acknowledges the heterogeneity of SSA migrants, who share common experiences like migration, a colonial past, and skin color, but also have diverse realities [31].
[bookmark: _Toc142652748]Recruitment was primarily supported by organizations such as the Alliance des communautés culturelles pour l’égalité en santé et services sociaux (ACCESSS), the Service d’orientation et d’intégration des migrants au travail (SOIT), and the Communauté congolaise à la Mission catholique Notre-Dame d'Afrique de Montréal (CCCM). Additional strategies included disseminating the project description on social networks, via email, and through postings at various locations (colleges, hospitals, churches, universities, grocery stores, events). The snowball technique [32] was also employed, asking recruited participants to recommend others, and reference persons who agreed to promote the project within their networks.

Data collection. – From October 2019 to September 2020, we conducted floating observations [33-35] in Quebec City and Montreal at locations such as "exotic" grocery stores and festive events (Christmas, New Year's, reunion parties) organized by SSA migrants. In addition to informal discussions, 28 semi-structured interviews were conducted. The number of interviews was adjusted based on empirical saturation [36-38], reached when no new information emerged. Interviews were conducted in French by the principal researcher, using a flexible guide rather than a rigid questionnaire. Participants were asked open-ended questions about factors influencing their food choices, physical activity, and adoption of Canadian public health recommendations for T2D prevention and control. Topics included frequently consumed foods, public health recommendations, and representations of the body and physical activity. A logbook was maintained throughout the research process to record reflections and observations.

Table 1-Eligibility criteria
	Inclusion criteria
	Exclusion criteria

	· Living with type 2 diabetes
· Family history of type 2 diabetes (relative; mom or dad, brothers or sisters living with this disease)
· Migrant from sub-Saharan Africa
· Age 18 or over
· Permanent resident in Canada for at least 5 years
	· Severely mentally ill 
· Temporary resident 
· Refugee status



[bookmark: _Toc142652751]Data analysis
The data were recorded, transcribed, and analyzed using NVivo. A continuous, iterative thematic analysis [39] identified and coded salient themes, connecting them to develop reflections aligned with our research objective.
Result
Presentation of the participants
We interviewed 28 migrants from SSA, including 16 women (57%) and 12 men (43%), aged 26-65, living with T2D (50%) or at risk of developing it (50%), residing in Canada for at least 5 years (see table 2). 
Our participants are divided between permanent residents who do not have Canadian nationality (46%), and those who have acquired Canadian citizenship (54%) at the time of the interview. They hail from eight (8) SSA countries including Benin, Burkina Faso, Cameroon, Nigeria, Democratic Republic of Congo (DRC), Togo, Sudan and Rwanda. Cameroon and the DRC are the most represented countries among the participants, with 29% of the interviewees coming from one or the other of these countries.
Although most participants (about 82%) were between the ages of 26 and 45, their age at migration ranged from 19 to 52 years. The number of years spent in Canada varies between 5 and 14 years. However, the majority had lived in Canada for at least 7 years at the time of the interview.
It should be noted that most of the interviewees are professionals, with university degrees and that they held a relatively high social status in their countries of origin. This is not surprising since we have been interested in economic migrants and the conditions of immigration to Canada for this category of migrants disqualify those with low levels of education and the poor. Indeed, the acceptance of migrants on the national territory considers professional skills, the level of education, language skills (proficiency in French or English) and family ties. Similarly, the ability to support themselves once in Canada is also a condition. These conditions disqualify people with low social status in their countries of origin and those with low levels of education.

Table 2- Socio-demographic characteristics of participants
	Socio-demographic characteristics
	Number of participants
	%

	Gender

	M
	12
	42.9%

	W
	16
	57.1%

	Age

	26-35
	8
	28.6%

	36-45
	15
	53.6%

	46-55
	4
	14.3%

	56-65
	1
	3.6%

	Education

	1st cycle
	9
	32.1%

	2nd cycle
	15
	53.6%

	3rd cycle
	3
	10.7%

	Undefined
	1
	3.6%

	Annual income

	Less than $12 000
	1
	3.6%

	Between $12 000 et $35 000
	11
	39.3%

	Between $35 000 et $50 000
	10
	35.7%

	Between $50 000 et $70 000
	4
	14.3%

	$70 000 or more
	1
	3.6%

	Undefined
	1
	3.6%

	
Marital status

	Single
	5
	17.9%

	Divorced
	2
	7.1%

	Married
	17
	60.7%

	Separated
	2
	7.1%

	Undefined
	2
	7.1%

	Country of origin

	Benin (BEN)
	3
	10.7%

	Burkina-faso(BFA)
	1
	3.6%

	Cameroun (CMR)
	8
	28.6%

	Nigeria (NGA)
	2
	7.1%

	RDCongo (COD)
	8
	28.6%

	Togo (TGO)
	3
	10.7%

	Soudan (SDN)
	2
	7.1%

	Rwanda (RWA)
	1
	3.6%

	Immigration status

	Permanent resident (PR)
	13
	46.4%

	Immigrant acquired Canadian nationality
	15
	53.6%

	Migration age

	<25
	5
	17.9%

	25-34
	13
	46.4%

	35-44
	8
	28.6%

	45-54
	1
	3.6%

	Undefined
	1
	3.6%

	Years in Canada

	5-9
	16
	57.1%

	10-15
	12
	42.9%

	Years with diabetes

	2
	2
	7.1%

	3
	2
	7.1%

	4
	3
	10.7%

	5
	4
	14.3%

	6
	1
	3.6%

	7
	2
	7.1%

	Without type 2 diabetes
	14
	50.0%

	Employment status

	Part-time
	2
	7.1%

	Full-time
	22
	78.6%

	Unemployed
	1
	3.6%

	Undefined
	3
	10.7%



[bookmark: _Toc57231278]Gender and food
Woman, in charge of meals
According to our participants, the almost total responsibility for choosing, preparing and cooking food lies with women. This responsibility strongly influences the family's food choices and can condition the adherence and/or rejection of the food standards taught by health care providers.
Living with diabetes is not easy at all. It means questioning its existence. You must be careful about what you eat. It's a challenge. There are things you can't eat anymore. Sometimes you don't have to eat something, but you must because you have to prepare food for your family, for your husband, for your children. You will taste what you prepare, and you want it, you eat. It's not easy (P1).
[bookmark: _Hlk103787870]For some participants, the temptation to eat what is not recommended by a health professional is strong, especially when there are young children or when there are married. This is the case for this woman with a T2D diagnosis that modifies her diet (transforms her norm) with her reality as a mother and a woman:
When you're alone, you can tell yourself, I'm not going to buy this food, or I'm going to avoid this product because if I have it at home I'm going to eat it. But when you don't live alone and you also must think about the pleasure of others, then everything gets a little complicated. For me, I am the purchasing manager, my husband and children depend on me. I don't want them to deprive themselves of eating the things they love for me. After all, I'm going to die one day. So, what I do, I prepare the food that my kids and my husband like and I eat a little bit of it too and then I control my blood sugar. I know it's not well, but I have to do it for the happiness of my family. I have diabetes, but my life goes on (P2).
This excerpt illustrates the fact that we are in the presence of systems of norms that meet intersect. Being a woman and a mother strongly influences food choices of this participant. Despite living with T2D and knowing the dietary guidelines, she made a choice, that of maintaining the "normality" of her family. This is also the case for this other participant.
The worst thing since I started following these recommendations, my husband and kids thought I was weird. They didn't recognize me anymore. I didn't feel well. So, one day, I made the decision to no longer follow what I was told to the letter. I resumed with my diet, but reducing condiments and eating like my husband and children when they are around. I feel good and everything is fine (P3).
The previous excerpt shows that this participant decided to prioritize maintaining family norms in order to maintain her happiness, which is vital. It goes against medical standards, it prefers to follow other standards. It demonstrates normativity.
Diet: an indicator of taking good care
In addition, the words of our participants make us understand that diet is also an important indicator of women's ability to take care of their families and husbands. Some men attribute their infidelity to the fact that their wives do not take good care of them. To preserve their life as a couple, some participants are willing to do anything, including not respecting the dietary standards dictated by public health for people living with T2D.
In my house, if a man leaves his wife to look elsewhere, we say that the fault is his wife who doesn't know how to take good care of him. I saw my aunts, my cousins lose their husbands, it was difficult. I don't want to end up like them. Imagine living with diabetes without the support of your husband or living with diabetes without your husband is a disaster (P2). 
Gender and corporeality
The words of our participants lead us to recognize that being a woman or a man contributes to the rejection of the body norms taught by health care providers. Culturally, the round body is synonymous with beauty, attraction and well-being in women. In couples, women are often required to submit to their husbands to protect their marriage and maintaining the round body is crucial. This participant said:
A body must have shapes, especially for women. When your husband touches you, he must feel that there is flesh. It's true that we shouldn't exaggerate though. You know, with us, men command, and if you want to keep your marriage, you must obey him. He is the head of the family. It is a power attributed to him by God. The Bible itself says it: "Wives, submit to your husbands". For example, if my husband tells me that he would like me to gain weight, I will obey, I don't lose anything. On the contrary, I win because he sees that I obey. If I refuse, we're just going to talk. There, my husband will be able to find another wife. He will be right because I did not obey what he asked of me (P4).
In this excerpt, we saw that for some women, keeping their body weight above the recommended norms according to a biomedical view of health may be part of a concern to protect their marriages while obeying God. Weight loss can push the husband to look for another wife. This was expressed by this participant when she said:
Some men are idiots, they can leave their wives because his body is no longer attractive. Some women can do anything to protect their marriage. You must keep your body beautiful, with curves (P5).
Other participants pointed out that in some African countries, a woman will be considered fertile if she has roundness. This woman will have a much better chance of getting married than a thin woman.
There, for example, when I was young, I wasn't trained to become a wife there, I should become a nun. My body didn't meet the criteria of a woman to marry. A girl who is to be married must have an attractive body. When a man came to visit us, we let my sister talk with him, we made things easier for my sister. Me, being thin, I was in last position (P3).
The appreciation of roundness does not only concern women. Also, boys and men with a very pronounced belly attract women's attention to them rather than thin boys and men.
Men with a well-pronounced belly were more likely to find pretty women than thin men. They were going to be easily accepted into the in-laws. People back home think that a man with a belly comes from a rich family and that he would be able to take care of the girl (P6). 
The words of these participants are particularly revealing of the fact that in some countries, in certain tribes, there are unavoidable standards about bodily appearance. Also, for people in a relationship, the physical appearance is indicative of the well-being within a couple. Some migrants interviewed mentioned that gaining weight, especially after marriage, means that the woman takes good care of her husband and vice versa:
Even here, I wanted to keep my body with shapes. Being a little fat is more appreciated than being skinny. A married man or a married woman must gain weight. It is appreciated, the new groom is judged to be able to provide for his young wife, and she is considered a good cook for her young husband, etc. (P4).
Thus, some people avoid losing weight so as not to convey a bad image of their homes. As evidenced by a passage from the interview with this participant of Nigerian origin:
I didn't want my family to tell me that my husband was no longer taking care of me. So even here, I wanted to keep my body with shapes even with T2D (P2).

Discussion
This qualitative research revealed that migrants from SSA living with T2D are at the intersection of a set of factors that contribute to adopting the dietary, and physical activity standards conveyed in public health settings. The analysis of their discourse allowed to identify gender as an important determinant in the adoption or rejection of these norms. Gender, combined with cultural, religious, social and family factors, contributes to the non-compliance by most migrants from SSA living with T2D with dietary, and physical activity standards conducive to the prevention and control of T2D. To maintain their round shape or to please others, especially their husbands, many women interviewed do not hesitate to maintain reject the dietary and body standards recommended by public health to prevent T2D and its associated complication. 
This study highlighted the existence of a strong relationship between gender, the act of eating and corporeality. Male-female relationships are also energized by social "norms". Women's traditional food roles strongly influence family food choices [22, 40]. The onset of T2D in a woman and the list of prescriptions and dietary restrictions that come with it may work against maintaining marital ties. To protect their marriages, wives often cook the food their husbands like, hoping that their husbands won't want to eat elsewhere. If, in the eyes of the husband, the meals are not well cooked and presented, he will feel justified in looking elsewhere for dishes that will satisfy him [12]. He may even be motivated to go to another woman whom he believes can take good care of him. Most men attribute their infidelity to their wives because she doesn't take good care of them. Recent studies have found that the choice of diet can positively or negatively impact relationship closeness with friends, family members, and romantic partners [12, 41, 42]. To lead a happy life with family and husbands, some participants abandon the diets proposed by their doctors or adjust them to their realities. They invent new ways of doing things to feel good with their loved ones. It has been found that the regulation of personal mood and the regulation of the emotions of the other partner affect food consumption [42]. 
The results of our study reveal that the traditional roles of women and men exert an influence on the deployment of their social normativity in the field of food. Men often indirectly adopt women's eating habits. The traditional role of women influences the food choices and consumption of families, including those of men. For this reason, there were no significant differences between men's and women's eating habits in this study. 
In most of the households of the migrants interviewed, the woman has almost total responsibility for choosing, preparing and cooking food. Our results are in line with what the literature teaches us [43-47]. Some interviewees say that the key to family happiness is in the hands of women. When they lived in their countries of origin, women's culinary abilities were elements considered by men in choosing their future fiancées[12]. The abilities to take care of the family, to prepare and cook meals are considered, of course, by the future husband, but even more so by some members of his family. For these women, meal preparation is not only a simple traditional routine, but it is also a social, cultural, family and love act. This is consistent with other studies that have found that a variety of identities are maintained by cooking traditional meals, giving and receiving love [48, 49] 
Our results suggested that throughout her married life, the wife will have to continually prove herself by taking care of her husband and other family members. The husband's weight gain, after a few months of marriage, will confirm that the wife is taking good care of her husband. To protect their marriages, wives often cook the foods their husbands like in the hope that they won't want to eat elsewhere. If, in the eyes of the husband, the meals are not well cooked and presented, he will feel justified in looking elsewhere for dishes that will satisfy him. He may even be motivated to go to another woman whom he believes can take good care of him. Thus, in some cases, gaining weight and maintaining it is indicative of a married woman's ability to take care of her husband. Similarly, a married woman with body shapes also reveals a man's ability to take good care of her.  Spouses' perceptions of their partners can influence how they control their eating habits [50]. This choice has an impact on the eating habits of people in couples affected by T2D [51] 
According to our results, the position that women occupy puts them in a potentially conflictual situation, particularly when they are diagnosed with T2D. They often must choose between the well-being of their families and husbands and following the recommendations prescribed by their doctor. Often, foods suggested for people living with TD2 are low in calories and carbohydrates [52, 53]. This reality does not fit with the dietary standards of the women interviewed, as they must maintain a round body to please their husbands. Culturally, body roundness is preferred by people from sub-Saharan Africa [54, 55], especially women [55]. It is a feminine characteristic that illustrates strength, beauty, fertility, sexual desirability, health, happiness, wealth, and success [56, 57]. 
In most of our participants' comments, being overweight is still a valued social norm. It is an indicator of wealth, well-being and social success. To be associated with this body standard is to distinguish oneself from those living in poverty. Admittedly, few studies [58, 59] illustrate a trend of change. In fact, some of the participants in our study also stressed the fact that the positive connotation associated with being overweight is evolving, while acknowledging that this change is slow. Despite this evolution mentioned by some participants, the majority still associate being overweight with positive connotations. The fact of living outside their country of origin may justify the maintenance of this norm, because these are norms acquired before migration. 
These women demonstrate normativity by creating ways of doing things to maintain harmony and well-being within the family. As illustrated by the above comments, some women compose, negotiate and adjust their treatment regimen according to other family members. This negotiation is done for the benefit of what is most "vital". They create conditions for their well-being, to satisfy their loved ones. Our results transport us into what we could call "conflicts of norms". A conflict that shakes the vital links which are based on systems of norms, rules of convenience.
Our study showed that gender influences the adoption of diet, body and physical activity norms among migrants from SSA living with T2D or at risk of developing it. It also highlighted the willingness of women to satisfy their husbands' or relatives' food preferences to the detriment of the diets proposed by their doctors. Despite the relevance of this study, it contains some limitations. First, the study was conducted in Montreal and Quebec, two largest cities, where migrants can have access to African grocery stores. The results could be different if it was conducted with migrants from SSA who live in remote or rural areas that do not have access to African grocery stores. 
In addition, most of the migrants from SSA in this study come from French-speaking countries, the participation of those from other countries (e.g., English-speaking) could bring other elements to the conclusion. Based on our findings, policymakers should create programs to involve relatives of migrants from SSA living with T2D in their diets. Based on the gap between public health recommendations and the dietary habits of migrants from SSA living with T2D or at risk, research and interventions will be needed to identify and promote foods from African cuisine that can promote better health among migrants from SSA. 

Conclusion
The fact that T2D affects women and men differently, we considered it relevant to pay particular attention to the impact of gender. This allowed us, among other things, to illustrate the ways in which the traditional roles of women and men can influence the eating behaviors of the migrant people interviewed and to consider norms associated with bodily appearance which are considered appropriate for men and for women. Indeed, gender is not only a factor that can contribute to promoting the development of T2D, but it can contribute to hindering its management, particularly regarding diet. Faced with inequalities in the prevalence of T2D, it is relevant to think and act differently in health promotion so as not to reinforce them, even minimally. Therefore, concrete and holistic actions should be implemented to combat social inequalities in health, particularly gender inequalities among people living with T2D, particularly those from SSA.
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