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Abstract

Purpose – Healthy Together (HT) is an innovative family education program focused on bringing families

together to promote physical activity and healthy eating. The HT program was implemented in 10

community-based organizations across Canada offering services to immigrant and refugee families. The

purpose of this study was to explore the feasibility and acceptability of HTwhen offered to these families.

Design/methodology/approach – A cross-sectional, non-comparative design was used. Caregiver

participants were invited to complete a survey at the end of 15, 30 or 24 HT sessions. Trained program

facilitators and directors of community-based organizations also provided feedback on the program.

Findings – Among the 203 caregiver participants, 135 (64%) were born outside of Canada. These

caregivers were more likely to attend 50% or more of the HT sessions than Canadian-born caregivers.

Survey responses show that the HT program was acceptable to immigrant and refugee caregivers and

held important benefits for families including positive changes in healthy eating and physical activity,

strengthening social connections and learning about community services and resources. Areas for

enhancing the HT program for immigrant and refugee families were identified by participant caregivers

and community organizations delivering the program.

Practical implications – The HT program demonstrates the value of family-centered programmodels in

supporting immigrant and refugee families in establishing healthy lifestyles and building social

connections in ways that hold promise for long-term impact.

Originality/value – The HT program model demonstrates strong potential to fill gaps in community

programming for immigrant and refugee families. Although focused on promoting healthy lifestyles, the

program extends additional benefits that can positively influence resettlement trajectories. The findings

contribute to the growing field of implementation studies that are focused on expanding the reach and

impact of community health interventions in a real-world setting while reaching multiple target

populations.

Keywords Resettlement, Program evaluation, Newcomers, Family health, Healthy lifestyles,

Obesity prevention

Paper type Research paper

Introduction

Globally, the rising rates of childhood overweight and obesity are a serious public health

concern. Early intervention is paramount because childhood obesity can lead to

comorbidities such as metabolic syndrome, cardiovascular disease, Type 2 diabetes, poor

emotional and social health and obesity and overweight in adulthood (Sahoo et al., 2015;

Reilly and Kelly, 2011; Weiss et al., 2004).

Immigrant children represent a substantial and growing portion of the Canadian population.

Results from the 2016 Canadian Census estimated that 2.2 million children under the age of

15 were foreign-born and represented 37.5% of all Canadian children. Projections indicate

that by 2036 immigrant children will represent 49% of the population under 15 years of age
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(Statistics Canada, 2017). Although little published literature exists on the relationship

between childhood obesity and immigration (Sanou et al., 2014), an increased risk of

overweight and obesity among some groups of immigrant children has been demonstrated,

as well as evidence that this excess risk increases as children grow older (Zhang et al.,

2019; Zulfiqar et al., 2018). Related to this is evidence that immigrant children experience a

steady decline in their cardiovascular profiles after arriving in their new countries (Lane

et al., 2018).

Variations in overweight/obesity among diverse immigrant groups indicate that the

underlying factors are complex and extend beyond socio-economic factors to include

factors such as cultural or ethnic backgrounds, time since immigration and influences within

the host environment. Differences in the prevalence of overweight and obesity among

immigrant adults within and between ethnic groups in Canada have been observed and

related to a number of factors including cultural norms related to nutrition (e.g. dietary

customs and acceptable foods), physical activity (e.g. sex and age-specific activities) and

time since immigration (Tremblay et al., 2005; Tremblay et al., 2006). Perceptions related to

acceptable weight ranges and what a healthy weight is for children can also be influenced

by cultural norms, as well as pre-immigration experiences (e.g. related to malnutrition and

food scarcity) (Dawson-Hahn et al., 2020).

Most immigrant families undergo a lifestyle transition as part of their resettlement

experience. This transition can involve dietary shifts contributing to increased intake of fat,

sodium and sugary drinks (Lane et al., 2018; Sanou et al., 2014) and a shift to more

sedentary lifestyles, both contributing over time to an increased risk of overweight among

some immigrant groups (Tremblay et al., 2005). Diet and physical activity remain important

modifiable risk factors in preventing obesity-related chronic diseases in children (Kipping

et al., 2008). Therefore, immigrant caregivers and children may benefit from programs and

services that promote healthy lifestyles. Nevertheless, approaches are likely to be more

successful if they account for factors such as cultural beliefs/practices and the diversity of

experiences among immigrant families.

To identify knowledge gaps and research priorities related to nutritional health among

immigrants to Canada, Sanou et al. (2014) conducted a scoping review. Among the

research priorities identified were improved access and outreach to immigrant groups and

finding effective health promotion strategies for immigrants, which, in addition to nutrition

education, address social determinants of health. Community-based interventions are

proposed as a feasible strategy to reach marginalized communities including immigrant

families (Candib, 2007).

In obesity prevention research, family-based approaches are increasingly recognized as a

promising way to promote health behaviors (Lindsay et al., 2006). Parents and caregivers

can reinforce eating and physical activity, influence the availability of healthy food and

establish family routines to support the development and sustainability of new healthy

habits. The involvement of parents/caregivers has also has been shown to improve family

relationships (Van Ryzin and Nowicka, 2013) and decrease the number of meals eaten

outside of the home (Robson et al., 2016).

Healthy Together (HT) is an innovative family education program focused on bringing

families together to promote physical activity and healthy eating (Bottorff et al., 2021). The

HT program is modeled on three integrated components, namely, a learning activity

promoting healthy weights, cooking and eating together and physical activity. Each of the

group-based interactive sessions provides families with tools and resources to improve

their knowledge and confidence in areas of healthy eating and physical activity and bring

families together in an interactive setting to learn about healthy lifestyles. Trained facilitators

are provided with an HT toolkit and supporting resources for the HT sessions. At the

organization level, facilitators delivere the program supported by program assistants and
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directors oversee the implementation of the program at their organization. For more

information see http://healthy-together.ca/.

Although HT is not specifically tailored to immigrant populations, the program was designed

to be adaptable to meet the needs of diverse families. Between 2017 and 2019, the

program was offered in 10 community-based organizations serving immigrant and refugee

families. Facilitators were encouraged to adapt HT for integration into core service

programs and to meet the needs of families and support their transitions into life in Canada.

This study was conducted to examine the acceptability and feasibility of the HT program

from the perspective of immigrant and refugee caregiver participants attending the

program with their children, facilitators and directors of participating organizations and to

provide direction for future refinements to the HT program for delivery with immigrant and

refugee families to support lifestyle transitions in a new country.

Methods

Using a cross-sectional, non-comparative design, a community-based program evaluation

was conducted. The study received ethical approval from the Behavioral Research Ethics

Board at the University of British Columbia (H17-01200).

Participating community organizations

In Canada, community-based organizations play an important role in providing family-

centered services and programs. Based on the capacity to integrate HT into existing core

service programs, 10 community-based organizations providing services to immigrant

families were offered the opportunity to implement HT. Participating organizations were

required to sign a contract agreeing to terms of service for program delivery and were

provided $7,000 Canadian to support program delivery. Organizations were also offered

the opportunity to apply for additional funding to support language translation services.

Only one organization applied and received this funding. The majority of community

organizations (n = 9/10) were contracted to deliver 30 HT sessions and one site was

contracted to deliver 24 sessions in 2 different communities. One staff member from each

organization attended the HT facilitator training program. Implementation took place

between May 2017 and January 2019.

Participants

Parents, other caregivers and children (0–12years) were recruited to participate in HT

through the regular programing provided by participating organizations. In some

organizations, registration for HT was required, while others offered HT as a drop-in

program. Program participants attending HT on the 15th, 30th or 24th session were invited

to participate in the evaluation of HT. Facilitators and directors at participating organizations

were also included in the program evaluation.

Data collection

Self-report data collection tools were used to measure outcomes among HT caregiver

participants. Staff at participating organizations invited caregivers to complete feedback

forms as a closing activity during the delivery of the first and second set of 15 sessions or

the 24th session. When necessary, caregiver participation in the evaluation was supported

by providing access to in-house language translation services. Information about the study

was provided in a cover page to the survey; completion and return of the surveys by

caregivers implied consent. The caregiver feedback form included questions to collect data

related to child(ren) outcomes. Although brief, age-appropriate evaluation forms were

available for children six years and older, facilitators did not ask immigrant and refugee
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children with limited English proficiency to complete the feedback forms. As the majority of

children participating in these HT programs were under the age of six years and very few

feedback forms were completed by older children, their feedback forms were not included

in this analysis.

HT facilitators completed evaluation forms following delivery of 15 and 30 HT sessions or at

the end of the program when 24 sessions were offered. Directors participated in two short

telephone interviews after their organization had implemented the first set of 15 HT sessions

and six months after delivering the second set of 15 HT sessions. For organizations

implementing 24 sessions, directors were invited to participate in an interview after all 24

sessions were delivered and at a six-month follow-up. Both interviews included open-ended

questions that asked about the organization’s experience in offering HT, how well the HT

program supported organizational efforts to meet the needs of families, and additional

resources and support required to deliver HT and program adaptations. Following informed

consent, semi-structured telephone interviews were conducted, recorded and transcribed

verbatim.

Participant measures

Caregiver characteristics. Caregivers reported on their age, sex, if they were born in

Canada (yes or no) and their country of birth. Respondents with missing data on their

country of birth were excluded from the analysis (n = 8). Engagement in regular physical

activity was measured using the Godin Physical Activity Leisure time questionnaire (Godin

and Shephard, 1985) to assess if respondents were meeting the recommended physical

activity requirements of 150min of moderate to vigorous physical activity (MVPA) per week.

Data were used to categorize participants as either meeting the MVPA requirement (>150

min per week) or not meeting this requirement (Amireault and Godin, 2015). To assess

patterns of healthy eating, caregivers reported how often their family consumed sugary

drinks and ate foods high in sodium, whole grains and fruits/vegetables. Response options

were, namely, everyday, a few times a week, a few times a month and not at all.

Attendance. Caregivers reported on the number of sessions of HT they attended. To

compare participant outcomes based on attendance, participants were dichotomized into

those who had attended<50% of HT sessions offered within each organization and those

who attended �50% of the sessions offered.

Healthy Together program outcomes. Using the stem “as a result of coming to Healthy

Together,” caregivers reported if they had: a) learned about healthy food for their family, b)

planned to make healthy, c) low cost meals for their family more often and d) if they knew

where to buy healthy, low-cost foods. Response options for all four questions were, namely,

yes, no or not sure. If yes was selected for question a or c, caregivers were asked to

provide examples. They were also asked about family sugary drink consumption and eating

fruits and vegetables as a result of the HT program using a five-point Likert scale (1 = much

less often to 5 = much more often).

Caregivers rated how helpful the HT program was in teaching them about physical activity

for their family using the following response options: very helpful, somewhat helpful and not

very helpful. To assess change in physical activity behaviors, participants responded to two

questions, namely, as a result of the Healthy Together program. . . how physically active are

you now than before the program? How active is your child (or your children) than before

the Healthy Together program? A five-point Likert scale was used (1 = much less active to

5 = much more active).

Caregivers reported on HT’s effectiveness in improving relationships with their family,

helping them make friends with other participants, learning about community resources and
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feeling connected to their community. Ratings of effectiveness were reported using a five-

point Likert scale (1 = not effective to 5 = very effective).

Healthy Together program acceptability. Caregivers were asked how easy it was to fit the

information from HT into their cultural practices using response options, namely, very easy,

easy, somewhat difficult, very difficult and does not apply. They also reported on how

respectful HT sessions were of their culture. Response options included: not very

respectful, a little respectful, somewhat respectful and very respectful. Perceived

usefulness of the HT program was assessed using the following response options, namely,

not very useful, a little useful, somewhat useful and very useful. Participants were also asked

if they would refer others/their friends to the HT program (yes/no).

Impacts on personal well-being. In a multiple response question, caregivers were asked if

they noticed any changes in their personal lives because of the HT program. Response

options included: I feel healthier, I feel happier, I am less stressed, I saved money on

groceries, I am having more fun with my family, I feel more comfortable meeting and talking

to new people, my English has improved, I lost weight, no change and other (specify).

Organizational data collection

Facilitators completed a program implementation summary and a questionnaire that

included questions about their observations of the effectiveness and usefulness of the

program. Using open-ended questions, facilitators were asked to describe any adaptations

or changes they made to the program for immigrant/refugee families and to describe the

benefits of these adaptations.

Directors were also interviewed and asked to comment on how well the HT program meet

the needs of the families they served. Directors were asked to identify additional resources

they supplied to offer the HT program (e.g. extra staff, food, equipment, space, etc.) and

challenges experienced in offering the program to immigrant/refugee families.

Data analysis

All data were identified using coded numbers. Survey data were entered into SPSS (v.25)

and analyzed using descriptive statistics such as frequencies, means and standard

deviations. Differences between immigrant and refugee caregivers and Canadian-born

caregivers were assessed using Person’s Chi-square tests for categorical variables and

independent sample t-tests for continuous variables. Significance levels were set to P�
0.05. To explore differences among ethnic/cultural groups, we categorized immigrant and

refugee caregivers by country of origin: Asian (n = 50), Latin American/Caribbean (n = 16)

and African and Middle Eastern (n = 40). Interview data were transcribed verbatim by a

trained research assistant. Qualitative data were content analyzed using NVivo (v. 12).

Results

In total, 203 caregivers participated in the HT evaluation. Of the 358 caregivers attending

HT at the time of data collection at participating sites, 144 caregivers completed the survey

(response rate = 40.2%). At one site, eight newly arrived refugee caregivers residing in a

welcome center completed the survey as they left the HT program to move to their new

communities. At three sites, staff administered the survey over a number of days to

accommodate language and literacy levels. These surveys (n = 51) were either completed

as one-on-one interviews or in small groups with translators.

At three sites, the HT program was only offered to immigrant and refugee families (e.g. an

immigrant welcome center and an immigrant service center). At all other sites, both

immigrant/refugee families and Canadian-born families attended HT. Among the 203

caregivers in the respondent sample the majority were female (n = 194, 91.9%), 135
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caregivers (64%) were born outside of Canada and 68 caregivers (36%) were born in

Canada. The sample included families from: Asia (12), South Asia (28), Southeast Asia (13),

Africa (15), Europe (7), the Middle East (25), the UK (5) and the Americas/Caribbean (16).

Some participants (n = 14) who indicated they were born outside of Canada did not list their

country of birth.

There were no significant differences between caregivers born outside of Canada and

Canadian-born caregivers with respect to age and health behaviors related to physical

activity and dietary behaviors (Table 1). Immigrant and refugee participants were more

likely to attend 50% or more of HT sessions offered at community organizations than

Canadian-born caregivers (X2 = 13.09, P < 0.001).

Healthy Together program outcomes for immigrant and refugee caregivers

Physical activity. Immigrant and refugee caregivers were significantly more likely than

Canadian-born caregivers to report that HT was helpful in teaching them about physical

Table 1 Characteristics of healthy together participant caregivers (n = 203)

Measure

Immigrant and refugee caregivers

(n = 135)

Canadian-born caregivers

(n = 68) Significance

Age‡ 35.52 (68.28) 36.96 (69.4) t =�1.10 (df 194) (P = 0.274)

Sex (women) 128 (94.6%) 66 (97.1%) Fishers exact (P = 0.72)

Attendance patterns X2 = 13.09 (P< 0.001)

Attended�50% of HT sessions 53 (39.3%) 46 (67.6%)

Attended>50% of HT sessions 65 (48.1%) 17 (25%)

Missing 17 (12.6%) 5 (7.4%)

Physical activity guidelines X2 = 2.96 (P = 0.09)

Meet MVPA guidelines 65 (48.1%) 19 (27.9%)

Does not meet guidelines 52 (38.6%) 42 (61.8%)

Missing 18 (13.3%) 7 (10.3%)

Dietary patterns

Drink sugary drinks % X2 = 3.34 (P = 0.34)

Everyday 17 (12.6%) 4 (5.9%)

A few times a week 25 (18.5%) 18 (26.5%)

A few time a month 54 (40%) 26 (38.2%)

Not at all 37 (27.4%) 19 (27.9%)

Missing 2 (1.5%) 1 (1.5%)

Foods high in sodium X2 = 1.07 (P = 0.78)

Everyday 19 (14.1%) 7 (10.3%)

A few times a week 41 (30.4%) 20 (29.4%)

A few time a month 42 (31%) 25 (36.8%)

Not at all 29 (21.5%) 13 (19.1%)

Missing 4 (3%) 3 (4.4%)

Whole grains X2 = 1.92 (P = 0.38)

Everyday 80 (59.3%) 49 (72.1%)

A few times a week 42 (31.1%) 16 (23.5%)

A few time a month 6 (4.4%) 3 (4.4%)

Not at all – –

Missing 7 (5.2%) –

Fruits and vegetables X2 = 2.43 (P = 0.12)

Everyday 113 (83.7%) 64 (94.1%)

A few times a week 17 (12.6%) 4(5.9%)

A few times a month – –

Not at all – –

Missing 5 (3.7%) –

Note: ‡Mean and standard deviation and independent sample T-test
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activity for their family (n = 91, 67.4%; X2 = 11.67, P = 0.003) and were more likely to report

increases in children’s physical activity (X2 = 10.84, P = 0.004) and their own (X2 = 12.6, P =

0.002) as a result of HT. Immigrant and refugee caregivers from Asian (n = 40/50, 78.4%)

and South American/Caribbean countries (n = 12/16,75%) were more likely to report

increases in their children’s physical activity because of HT, compared to those from

African/Middle East countries (n = 19/39, 1 missing answer, 48.7%) (X2 = 9.36, P = 0.009).

However, no significant sub-group differences were observed with respect to reports of

caregiver personal physical activity. All caregiver groups were similar in their reports of

increased physical activity as a family as a result of HT. Notably, 65.9% (n = 89) immigrant

and refugee caregivers reported that because of HT that their families engaged in more

physical activity together.

Healthy eating. Immigrant and refugee caregivers reported that as a result of HT they

learned about healthy food for their families (n = 120, 88.9%), how to make healthy meals

and snacks for their family (n = 112, 83%) and where to buy low cost food in their

communities (n = 88, 65.2%). They also reported they could find low-cost foods at major

chain grocery stores, ethnic grocery stores and farmer’s markets, as well as how to save on

their grocery bill by shopping with flyers/coupons and purchasing sale items.

Immigrant and refugee caregivers also reported that because of HT their family ate fruits

and vegetables more often (n = 100, 74.1%) and that their family consumed sugary

drinks less often (n = 84, 62.2%). There were no significant differences among immigrant

and refugee caregivers grouped by country of origin (Asian, South American/Caribbean

and African/Middle Eastern) related to consumption of sugary drinks or eating fruits and

vegetables. However, immigrant and refugee caregivers were significantly more likely

to report that they ate fruits and vegetables more often because of coming to HT (X2 = 7.14,

P = 0.03) than Canadian-born caregivers. In relation to other indicators of healthy eating,

there were no significant differences between immigrant and Canadian-born caregiver

groups.

Social connections and community resources. The majority of immigrant and refugee

caregivers reported that HT was effective in improving relationships with their family (n = 96,

71.1%), helping them make friends with other participants (n = 109, 80.7%), enabling them

to learn about community resources (n = 102, 75.6%) and helping them feel connected to

their community (n = 99, 73.3%). Through participation in the HT program, they also

reported accessing other services or programs at local community centers including

community kitchens, women’s resource centers, local preschool programs, recreation

centers and parks. In relation to social connections and community services, immigrant and

refugee caregivers were significantly more likely to report that HT helped them learn about

community resources (X2 = 6.72, P = 0.04) and feel connected to their community (X2 =

7.49, P = 0.02) compared to Canadian-born caregivers. For other indicators, there were no

significant differences between these caregiver groups.

Program acceptability. Although most immigrant and refugee caregivers perceived that it

was easy to fit information from HT into their cultural practices (n = 113, 83.7%), a few

reported that this was difficult (n = 12, 8.8%). The majority reported that the HT program

was respectful of their culture (n = 123, 91.1%) and that the HT sessions were useful to

them (n = 120, 88.9%). Specifically, participants enjoyed sharing and preparing food with

their children and other caregivers, meeting new people in their communities and learning

about new cultures. Most reported that they would definitely refer others to the program (n =

114, 84.4%).

Immigrant and refugee caregivers suggested that HT could be improved by involving

families in choosing meals and snacks, including more cultural diversity in the

programming, increasing the length of the program sessions and offering more sessions.

Others requested more time for physical activity, spending more time outdoors (e.g. field

trips), involving children in more cooking activities, offering the program in other languages
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and providing access to the online HT resources. Some immigrant and refugee caregivers

also suggested that their family required financial support to participate in the program

such as bus tickets or transportation to attend HT and improved access to affordable

healthy foods.

Impacts on personal well-being. Immigrant and refugee caregiver reports of improvement

in their personal well-being attributed to HT are shown in Table 2. Multiple answers were

encouraged.

Experiences in delivering Healthy Together

Data related to experiences in program delivery were provided by 40 facilitators and 8

directors from the 10 participating sites. All facilitators and directors reported adapting HT

activities to meet the needs of program participants and foster program engagement.

Common adaptations to cooking activities included sourcing more culturally diverse recipes

and accommodating religious and cultural dietary restrictions. HT activities were also

adapted to celebrate cultural holidays (e.g. Chinese New Year) and celebrate international

events (e.g. Winter Olympics).

Some organizations invited participants to lead HT activities and share cultural practices

with the group. For example, one facilitator shared an experience to illustrate the unique

learning experience this provided for all participants while supporting HT program

messages:

We made homemade. . .whole wheat pitas . . .to go along with the hummus recipe from the [HT]

binder. Our [cooking] lead. . . was a Kurdish participant from northern Iraq. Her 4-year old

daughter gave the adult participants a run for their money in pita making. They were great role

models to show parents how much fun it is to cook with kids. (Facilitator, Community

organization, serving primarily new immigrant families)

About half of the facilitators (n = 19, 47.5%) reported making new connections to services

and professionals in their community because of offering HT. Connections with

professionals included public health nurses, dietitians, social workers and dental hygienists.

Services included local food assistance programs and employment programs. Some

organizations also offered field trips to local recreation centers, libraries, community parks,

farms and gardens to introduce families to free family-friendly events in the community.

Over the course of HT, families benefited from invited guest speakers, increased access to

primary health care and services and social outings.

Directors described HT as providing a safe and inclusive environment that enabled families

a way to explore healthy eating and physical activity from a Canadian perspective. When

commenting on the effectiveness of HT in meeting the needs of participants, directors often

Table 2 Reports of the impact of Healthy Together on personal well-being among
immigrant and refugee caregivers (n = 135)

Well-being indicator No. of responses (%)

I ammore comfortable meeting new people 97 (72.9)

I feel happier 94 (70.7)

I feel healthier 91 (68.4)

I am having more fun with my family 90 (67.7)

I am less stressed 69 (51.9)

I saved money on groceries 69 (51.9)

My English improved 64 (48.1)

I lost weight 20 (15)

No change 2 (1.5)
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described the daunting process that immigrant and refugee families faced when settling

into their new communities. In addition to a myriad of upstream factors such as securing

employment, housing and adequate financial resources, families also faced culture shock

and language barriers, as well as stress and trauma. Although most directors thought that

HT met the needs of immigrant and refugee families, others thought that for families dealing

with many issues HT did not help them to directly address these needs. However, all

directors believed that HT was “a really positive experience” for families and provided an

important opportunity to connect with other families in their new communities:

It’s a really stressful time for families, so it is nice to offer them a short break. When you have

food, it always brings people together. . . The parents are really eager to participate and bring

new ideas. . . It’s so nice to see that. . .when you work with refugee families, you never know,

people seem stressed and traumatized.’’ (Director, Immigrant Settlement Center)

Most organizations also provided language translation and support services to families

attending HT. Directors reported that program preparation could be time consuming for

their staff, particularly at organizations where program materials and resources needed to

be translated. When HT was offered as a drop-in program, estimating resources (e.g. food

for the cooking component) for HT sessions was often a challenge because families varied

in size.

Discussion

This study explored the feasibility and acceptability of offering a family health promotion

program to immigrant and refugee families in Canada. Overall, the acceptability of the HT

program was indicated by the robust attendance rates by immigrant and refugee families

and general agreement among facilitators and directors about the value of the program for

families. The impact of the program indicated improvements in healthy eating and physical

activity among immigrant and refugee families. In addition, evidence of enhanced social

connections, increased knowledge of community resources and services and, in some

cases, improved English literacy as a result of HT were also important outcomes. Given

these results, the HT program demonstrates the potential for long-term benefits for

immigrant and refugee caregivers and their children.

Unlike our experiences with HT, some communities have reported challenges in recruiting

immigrant families to existing health promotion programs. Reasons suggested for this

include a lack of tailored programs for immigrant groups and the expectation that everyone

will participate in mainstream programs offered in the community (Khan and Kobayashi,

2017; Renzaho et al., 2018). Based on a case study of a sport and recreational

organization’s newcomer inclusion program, Forde et al. (2015) recognized the challenges

of promoting social inclusion and concluded that efforts to engage newcomers fail when

organizational practices are aimed at assimilation by focusing on reducing barriers,

minimizing differences and expecting everyone to fit in. Further, they suggest that both

tailored and mainstream approaches fall short of providing families with opportunities for

intermingling and mutual learning, where differences can be embraced. In our study,

recruitment into the HT program was facilitated by partnering with local community-based

organizations offering services to immigrant and refugee families and integrating HT into

existing services. Both strategies helped to address barriers to participation. In addition,

built-in flexibility in the HT program enabled facilitators to adapt program materials and

activities in ways that accounted for diverse cultural/ethnic practices and family needs.

Despite the challenges that this posed for facilitators in community organizations that

served Canadian-born caregivers and children, as well as diverse immigrant families, the

HT program provided an important opportunity for two-way learning and intra-cultural

understanding.
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Although HT has was not specifically designed for immigrant and refugee families, the

findings indicate that HT has strong potential to fill gaps in current community programming

targeting immigrant and refugee families. Among all caregiver groups, few met physical

activity requirements. Nevertheless, immigrant and refugee caregivers were more likely to

report improvements in their children’s and their own physical activity as a result of the HT

program than Canadian-born caregivers. Immigrant and refugee caregivers were also more

likely to report their family ate more fruits and vegetables as a result of the HT program than

Canadian-born caregivers. These findings support the value of community-based

interventions with an integrated family-focused learning approach to improve diet and

physical activity behaviors (Thompson et al., 2003).

Important areas of focus to support improved health behaviors among refugee caregivers

with young children have been suggested by Dawson-Hahn et al. (2020). These include

providing a safe place for families to engage in physical activity, access to fresh foods and

information about healthy diets, the latter being particularly important for families who have

experienced food scarcity. These foci are all central components of the HT program.

However, while the HT program enabled immigrant and refugee caregivers to find low-cost

foods in their community, some caregivers expressed the needs for financial support and

improved access to affordable healthy foods. Community-based organizations offering

services to immigrant and refugee families are ideally positioned to address these needs.

Further, HT provides a platform that has the potential to be leveraged to support policy or

system level changes at the organization and community level to improve access to

affordable foods. Similarly, the HT program enabled immigrant families to engage in

physical activity in a safe and welcoming environment. Improvements in physical activity

are more likely to be sustained when families have access to supportive environments within

organizations and communities (Wieland et al., 2015). Our findings also indicate that

additional efforts may be needed to support physical activity particularly among some

ethnic/cultural groups such as families from African and Middle Eastern countries.

For immigrant and refugee families, the HT program provided a particularly important

avenue for the development of social connections, increased knowledge of community

resources and services and, in some cases, improved English literacy – all factors that

influence resettlement trajectories. Immigrant and refugee caregivers also reported

improved personal well-being because of the HT program. These HT program benefits are

supported by an independent social return on investment analysis of the HT program.

Specifically, for immigrant and refugee families the results of this analysis indicated that the

improved social connections, language skills and ability to adapt to Canadian living

attributed to participation in HT resulted in the estimated value of $415 per family

(SiMPACT, 2019). Together these findings demonstrate that HT positions immigrant and

refugee caregivers to support their family’s lifestyle transitions and resettlement

experiences with promise for long-term impact.

The HT program outcomes are importantly a reflection of the skill set of the facilitators in

adapting HT to meet the needs of immigrant caregivers and children. These adaptations

demonstrated facilitators’ sensitivity to the challenges experienced by families, as well as

the way they valued diversity and promoted social inclusion. Access to family health

promotion programs such as HT may be best supported by integrating these programs into

community organizations where there is expertise in offering services to meet the needs of

diverse immigrant and refugee families. Furthermore, by integrating family health promotion

programs such as HT into community organizations offering services to immigrant and

refugee families, those affected by conflict and violence in their home countries, stigma or

language barriers can be supported to access needed programs and services to promote

their well-being and adaptation.

Although community organizations found the HT program resources useful, they reported

that translating key resources was costly and time consuming. Providing translations of key
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HT program resources and take-home materials in the HT toolkit will facilitate future

program delivery and, importantly, help to mitigate language barriers and increase learning

for those with lower English or French proficiency. Moreover, future program materials and

images should also aim to represent the diversity of immigrant families. Future

enhancements to the HT program could also be guided by consultations with key

stakeholders and diverse groups representing immigrant and refugee families to enable the

development of program resources directly informed by their needs and lived experiences.

HT’s flexible and adaptable program model enabled implementation in diverse

organizations and communities thereby offering a promising scalable model for extending

the reach of family-focused health promotion programming. This type of model is

particularly important for addressing the range of social, economic, cultural and historic

factors that influence immigrant families and their ability to engage effectively in health

promotion programs.

Despite the success of the HT program, the program primarily engaged female immigrant

caregivers and their children. In light of growing interest to recognize men’s involvement in

child health and well-being, as well as the need to ensure gender equity in program design

and delivery (Oliffe et al., 2020; Morgan and Young, 2017; Davison et al., 2018), attention

needs to be directed toward offering HT in ways that acknowledge the diversity of

immigrant fathers’ experiences, cultural norms and preferences and their roles in family life.

The development of health promotion programs for ethnically diverse fathers and children is

in nascent stages (Perez et al., 2021; O’Connor et al., 2020; Griffin et al., 2019; Robertson

et al., 2018) and remains an important focus for future research.

The findings of this study need to be considered in light of several limitations. Of particular

importance is that data were not available regarding immigration status (immigrant or

refugee) or length of time in Canada. In addition, dietary and physical activity patterns prior

to immigration or current household food security were not assessed. The majority of

caregiver respondents were female. Community organizations offered HT on weekdays

during daytime hours and this would have been a barrier to attendance for fathers/male

caregivers in full-time employment. The influence of these factors on views related to the

acceptability of the program and program outcomes should be included in future

evaluations. In addition, efforts should be made to include fathers/male caregivers from

diverse immigrant groups in future research to determine how to support their inclusion in

family health programs such as HT. Despite these limitations, the findings of this study

provide directions for refining the HT program and for other family-focused interventions to

support immigrant and refugee families.

Conclusion

The HT program model demonstrates strong potential to fill gaps in community

programming promoting healthy lifestyles among immigrant and refugee families, as well as

providing an avenue for building social connections and supporting family resettlement

experiences. The findings contribute to the growing field of implementation studies that are

focused on expanding the reach and impact of community health interventions in a real-

world setting while reaching multiple target populations.
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